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IgG kK Monoclonal Gammopathy of Undetermined

Significance

Sensorimotor Polyneuropathy and
Multiple Cranial Neuropathies Associated with
IgG k Monoclonal Gammopathy of Undetermined Significance

Seong-Ho Jeon, M .D., Yoon-Bong Kim, M.D., Yeong-Bae L ee, M.D., Jong-Ho Park, M .D.,
Won-Chul Shin, M.D., Hyeon-Mi Park, M.D., Dong-Jin Shin, M .D.

Department of Neurology, Gachon Medical School, Gil Medical Center

The occurrence of polyneuropathy in association with monoclonal gammopathy of undetermined significance
(MGUS) is quite common. However, reports of MGUS associated cranial neuropathies are rare. A 63 year-old women
was presented with diplopia and swallowing difficulty. Neurological examination showed limitation of abduction of
right eye, right peripheral facial palsy, decreased hearing and gag reflex, |eft side deviation of uvula, and decreased
DTR. Sensorimotor polyneuropathy were observed with elctrophysiological studies. Protein and immunoel ectrophoresis
revealed IgG k monoclonal gammopathy. She was treated with intravenous immunoglobulin and steroid, and her symp-
toms and signs were improved. This case suggested that she had sensorimotor polyneuropathy and multiple crania neu-

ropathies associated with 1gG K MGUS.

Key Words. MGUS, Polyneuropathy, Crania neuropathy

MGUS (Monoclonal gammopathy of undeter—
mined significance) , Waldenstrom’
s macroglobulinemia,

L MGUS

(Chronic Inflammatory Demyelinating
Polyradiculopathy, CIDP)

MGUS

Address for correspondence

Yeong-BaelLee, M.D.

Department of Neurology, Gachon Medical School, Gil Medical
Center, Guwol-dong 1198, Namdong-gu, Incheon, 405-760, Korea
Tel: +82-32-460-3342, Fax: +82-32-460-3344

E-mail : lyb@ghil.com

63 3
(otor-
rhea) )
(Grade 1V)
(Fig. 1).
19G
IgA kappa ((K)
(Fig. 2-A, B).
6/mnv, 290
mg/dl (15~45), Meylin basic protein 1.8 ng/dl

48 Copyright 2004 by the Korean Society for Clinical Neurophysiology



IgG Kk Monoclonal Gammopathy of Undetermined Significance

T, 15

Ed

W
il e
Figure 1. Photographs of the patients. After two month of treatment, slight improvement of abduction are seen in theright eye.
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Figure 2. A. The serum PEP pattern shows M-band(arrow) in the gamma region (Monoclonal gammopathy). B. The serum
Immunofixation electrophoresis (IFE) shows abnormal zone of restrictions in IgG and kappa light chain, suggesting monoclonal
component Monoclonal gammopathy, 1gG kappa type.
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Table 1. Nerve conduction study (Initial)

) Latency Amplitude Latency Difference Distance  Conduction Velocity
Nerve and Site (mse0) (mv) ms) (mm) (mis)
Motor nerve conduction
Median nerve (L)
Wrist 45 8.971 6.0 275 46
Elbow 105 8.086
Ulnar nerve (L)
Wrist 3.0 14.60 42 210 50
Below Elbow 7.2 14.27
Median nerve (R)
Wrist 5.8' 5.729 5.2 275 53
Below Elbow 11.0 5.760
Ulnar nerve (R)
Wrist 3.4 8.729 43 230 53
Below Elbow 7.7 7.833
Tibial nerve (L)
Ankle 54 15.59 91 345 38’
Pop. fossa 14.5 12.23
Tibia nerve (R)
Ankle 4.8 21.32 108 335 31
Pop. Fossa 15.6 13.42
Peroneal nerve (L)
Ankle 5.0 2.687 75 285 38
Fibular head 125 2.615
Peroneal nerve (R)
A.nkle 54 2.161 74 280 38
Fibular head 12.8 2.354
Sensory Nerve Conduction
Median nerve (L)
Palm 2.3 40.52 v 23 60 26}
Finger 3.6 16.10 pv 3.6 115 32
Wrist 5.2 30.61 uv 5.2 255 49
Ulnar nerve (L)
Finger 29 15.21 uv 29 93 32
Wrist 4.1 26.93 uv 4.1 185 45
Median nerve (R)
Palm 2.6 32.67 W 2.6 60 23
Finger 37 12.29 wv 3.7 110 30*
Wrist 5.2 24.72 W\W 5.2 235 49
Ulnar nerve (R)
Finger 2.8 20.62 WV 2.8 98 35
Wrist 4.1 28.75 \W 41 185 45
Sural nerve
Lower leg (L) * * * * *
Lewer |eg (R) * * * * *

"; prolonged terminal latency, * ; decreased NCV, *; no SNAP(sensory nerve action potential) formation.

IgM MGUS IgG/IgA MGUS K

4 IgM MGUS IgG/1gA MGUS
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IgG MGUS

IgM
MGUS IgA MGUS  IgG MGUS
kappa 2
MGUS 70 3%, 80 4%
25 ,
macroglobulinemia 46
8.4 ,
M- , lgM/1gA
MGUS IgG MGUS
8
MGUS immunoglobulin ,
, (Cyclosporin A, Chlorambucil
) , Immunoglobulin
IgM MGUS 1gG/1gA MGUS
1IgG MGUS
40% IgM
MGUS 1gG/1gA MGUS
7.9
109G K
MGUS immunoglobulin
(IVIG)
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