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Abstract. – OBJECTIVE: Bence Jones pro-
teinuria (BJP) refers to monoclonal free immu-
noglobulin light chains detected in urine, deriv-
ing from the clonal expansion of plasma cells in 
the bone marrow in patients with plasma cell dy-
scrasias, associated with monoclonal gammop-
athies of uncertain origin. This review summa-
rizes routinely diagnostic procedures to assess 
BJP highlighting critical steps of pre-analytical, 
analytical, and post-analytical phases.

QUALITATIVE AND QUANTITATIVE METH-
ODS: The best option for BJP detection is the 
first morning void urine sample and immunofix-
ation electrophoresis detection technique (IFE) 
the recommended method, with the employ-
ment of specific polyvalent antisera. Other qual-
itative tests for a quick evaluation of BJP are 
currently available. Densitometric analysis per-
formed on the 24-hour urine is the recommend-
ed method to quantify BJP. To overcome the 
24-hour collection, it is possible to use morning 
urine sample and correlate the assessed value 
of BJP to creatininuria. In addition to the tradi-
tional ones, we here reviewed screening meth-
ods currently used to avoid false negatives and 
reduce the time around test (TAT), together with 
immunochemical quantification methods for in-
creased sensitivity, after checking BJP by IFE. 
Mass spectrometry emerges as a new challenge 
in the determination of BJP. 

CONCLUSIONS: The employment of different 
based-assays methods may be useful for diag-
nostic purposes to improve the accuracy of BJP 
monitoring in monoclonal gammopathies.

Key Words:
Immunofixation, Electrophoresis, Free light chains, 

Bence Jones protein, Monoclonal component. 

Abbreviations
BJP: Bence Jonce protein; CZE: capillary zone electro-
phoresis; FLCs: free light chains; HR-UPE: High-resolu-
tion urine protein electrophoresis; Ig: immunoglobulins; 
IFE: immunofixation electrophoresis; IMWG: Interna-
tional Myeloma Working Group; MG: monoclonal gam-
mopathy; MGUS: monoclonal gammopathies of unde-
termined significance; MM: Multiple Myeloma; MRD: 
minimal residual disease; MS: mass spectrometry; SMM: 
Smoldering Multiple Myeloma; TAT: Turn-around-time.

Introduction

Bence Jones proteinuria (BJP) is a sensitive 
and specific marker of monoclonality in lymph-
oproliferative diseases, characterized by B cell 
clone proliferation1. BJP was described for the 
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first time in 1845, in a patient admitted to St. 
George’s Hospital in London under the care of 
Drs. Watson and MacIntyre for a vague continu-
ous pain referred to chest, back, and pelvis. They 
found that the addition of nitric acid in patient’s 
urine was able to precipitate an “unknown” sub-
stance: it was the first tumor marker discovered2. 
Since then, BJP has been referred as the excretion 
of monoclonal free light chains (uFLCs) of hu-
man immunoglobulins (Ig) in urine. 

Monoclonal FLCs play an effective role in di-
agnostics for screening, diagnosis and monitoring 
of disease and response to therapies for multiple 
myeloma and other plasma cell dyscrasias3. Dif-
ferent reports4-9 suggest that polyclonal FLCs, 
produced by activated B-lymphocytes, could play 
a pathogenetic role in autoimmune, inflamma-
tory, and cardiovascular diseases, so as in viral 
infection.

FLC consists of free κ (monomers with a mo-
lecular weight of 22 kDa) and λ (dimers of 44 
kDa); other fragments existing as lower or higher 
-molecular weight polymers have also been de-
scribed10. Megalin and cubulin receptors on sur-
face of epithelial cells and of proximal convoluted 
tubules may bound and reabsorb FLCs. In this 
manner a valuable re-cycle of proteins and amino 
acid is possible11.

Healthy subjects produce 0.5-1 g of FLCs ev-
eryday12. The efficiency of renal function takes 
in account the reabsorption of 10-30 g/day13. The 

catabolism of FLCs occurs by glomerular filtra-
tion and proximal renal tubular reabsorption. A 
monoclonal gammopathy (MG) produces a wide 
increase in FLCs level, which overwhelms renal 
re-absorption capacity resulting in leakage of BJ 
protein in urine. When the production of serum 
FLCs exceeds the capacity of tubular reabsorp-
tion10,12, FLCs deposition, in turn, could lead to 
renal impairment and BJP: BJ protein leaks out 
in the urine due to FLCs overflow and reaches the 
distal tubule forming casts that could be resulting 
in obstruction (Figure 1). 

While serological FLC detection is increasing-
ly used by clinicians as a marker of inflammation 
and systemic and/or organ specific autoimmu-
nity5,6, BJP detection is essentially limited in 
diagnosis of plasma cell dyscrasias and in the 
monitoring of treatment efficacy and response. 
BJP quantification is important in defining the di-
agnosis of Smoldering Multiple Myeloma (SMM) 
and in the evaluation of therapy response in 
Multiple Myeloma (MM). In Waldenstrom mac-
roglobulinaemia, consensus is lacking about the 
usefulness of BJP determination, for both diag-
nosis and monitoring of disease8,14-17.

Qualitative and quantitative strategies for de-
termination of BJP as recommended by inter-
national guidelines will be here discussed and 
compared with emerging methods that, although 
unconventional, display both technical and man-
agement advantages.

Figure 1. Catabolism of FLCs by glomerular filtration and proximal renal tubular reabsorption.
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Qualitative Analysis
BJP is detected by IFE and may be quanti-

fied by densitometry of urinary electrophoresis 
(UPE)10. The best option for detection, as sug-
gested by updated recommended guidelines, is 
the first morning void and BJP concentration 
should be referred to urinary creatinine10,18,19 sim-
ilarly as stated by “Kidney Disease Guidelines: 
Improving Global Outcomes for proteinuria and 
albuminuria”20. 

The qualitative BJP-IFE, performed with 
heavy (γ, α, μ, ε or δ) and light (κ or λ) chains, 
still represents the “gold standard” for identify-
ing monoclonal FLCs even when heavy chains 
and other proteins are present. Several manual 
steps characterize BJP analysis, making it ex-
pensive and time-consuming, despite the avail-
ability of semi-automated and fully automated 
instruments21. Moreover, it requires dedicated 
staff with advanced training and expertise in 
interpretive commenting in a protein laboratory 
performing all areas of bench work19,22. 

Hight resolution urinary electrophoresis (HR-
UPE), capillary zonal electrophoresis (CZE) is 
not sensitive enough, failing the recommended 
limit of 10 mg/L. These procedures are time-con-
suming and expensive requiring purification sys-
tems to increase their sensitivity, despite which 
the risk of producing false negatives remains still 
very high10,18,19,23.

A screening uIFE test with a mixture of anti-κ 
and λ light chain24, or a mixture of albumin, α1-mi-
croglobulin, anti κ and λ antisera25 is performed 
to detect BJP prior to setting up traditional urine 
BJP-IFE with pentavalent anti-IgG, -IgA, -IgM 
and anti-κ and -λ chains antiserum. This proce-
dure displays the advantage that free light κ and λ 
chains may be tested in a single lane, identifying 
negative samples, which can be rapidly ruled out. 
Non-negative samples are further investigated us-
ing traditional uIFE that provides the advantages 
of rapidity, cost-effectiveness, and reduced TAT.

The effect to screen BJP on the workflow 
seems to be a TAT reduction due to the method. 
The TAT obtained from the laboratories informa-
tion system is based on the elapsed time between 
the initial recording of request and the final vali-
dation of the electrophoresis report26-28. 

A novel approach for testing monoclonal pro-
teins is provided by mass spectrometry (MS), that 
for its sensitivity and specificity could potential-
ly transform currently employed procedures for 
characterization and assessment of monoclonal 
proteins26,27. 

Quantitative Analysis 
The urinary levels of FLCs do not reflect se-

rum concentration, due to reabsorption process 
and/or renal impairment that may result in an 
inaccurate valuation of tumor burden28.

BJP level in urine is not associated with my-
eloma burden but rather with renal function and 
protein deposition rate in different tissues29; its 
rapid detection together with an earlier start of 
treatment may ameliorate the prognosis. 

The consensus documents and the most repre-
sentative guidelines of the International Myelo-
ma Working Group (IMWG)3,30,31 recommend the 
measurement of BJP to monitor and to evaluate 
response to therapy, in 24-hour urine collection. 
Different authors described major issues related to 
this procedure, starting with the difficulty of col-
lection in elderly and frail patients. Furthermore, 
urine samples would require refrigeration from 
collection until arrival in laboratory and then the 
addition of an antibacterial agent, but these pre-an-
alytic steps are always disregarded32,33.

The recent updated kidney disease guide-
lines “Improving Global Outcomes (KDIGO) on 
chronic kidney disease and acute kidney disease” 
recommend urine sample from the first morning 
void for determination of albuminuria and total 
proteinuria, expressing the relative concentra-
tion of urinary creatinine20. In analogy, it seems 
reasonable to use early morning urine sample 
for BJP quantification correlating the resulting 
concentration to urinary creatinine. 

Conventional Methods
The IMWG guidelines refer to the quanti-

fication of BJP by densitometric technique, as 
described by the American College of Pathologist 
(CAP)34. The CAP guidelines suggest the 24-hour 
urine collection of specimen34, although the is-
sues previously discussed. 

BJP quantification can be achieved through the 
densitometric scanning of electrophoresis peaks, 
determining the ratio between BJP peak percent-
age to total protein amount: in this way, BJP is 
expressed in mg/L as a percent of total protein 
detected in urine. Methods for measuring total 
proteins in urine are insensitive and not accu-
rate for detecting BJP. A range of critical issues 
is currently described referring to precipitating 
reagents for urinary proteins and dye-binding 
reagents, due to differences in reaction of tubular 
versus glomerular proteins and in calibrator com-
position, resulting in the underestimation BJP 
concentration19. Dipsticks currently used to detect 
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proteinuria are soaked with a buffered dye identi-
fying albumin and not BJP10.

Electrophoretic methods are performed on 
agarose gel and differ in volume of sample load-
ing and protein sensitivity depending on staining. 
The background represents a limitation for all 
staining methods. Urinary specimen must be 
concentrated before analysis to ensure appropri-
ate sensitivity using Coomassie Blue. Colloidal 
Gold is the most sensitive dye, but it displays de-
manding drawbacks as incubation time and lack 
of automation step12. Crystal violet represents a 
good compromise between sensitivity and speci-
ficity, and it is employed on automated protein gel 
electrophoresis systems21.

The electrophoretic technique currently used 
to highlight the monoclonal peak of BJP is 
the high-resolution urine protein electrophoresis 
(HR-UPE). Although this method is more sen-
sitive than traditional electrophoretic ones, it is 
often not enough to achieve the recommended 
limits of 10 mg/L10. Urinary samples may re-
quire to be concentrated (recommended 10- up 
to 100-fold); and the devices currently employed 
to this purpose should have a cut-off range of 
5-10 kDa.

The limits occurring in HR-UPE produce a 
heterogeneous range of urinary protein patterns 
depending on the presence and relative concen-
tration of albumin, glomerular and tubular pro-
teins, BJP, serum paraprotein, polyclonal FLCs, 
sometimes myoglobin and hemoglobin. Further-
more, light chain ladders, that are not BJPs 
but can be confused with BJP, could appear in 
elderly populations suffering from tubular pro-
teinuria due to chronic inflammatory diseases. 
Sometimes BJPs could co-migrate with these 
ladders, and the experienced laboratory staff 
must carefully control to guarantee absence of 
concomitant BJP12. 

Urinary proteins separated by electrophoresis 
display some drawbacks, they can have different 
affinities for the dyes used for staining electro-
phoretic strips, and lack of linearity of the den-
sitometric response. Presence of multiple bands 
of BJP in the urine or co-migration of BJP with 
other proteins, may render it difficult to define the 
BJP peak by densitometry34. 

The dye does not work with same sensitivity 
along different electrophoretic sessions, showing 
false lower concentrations upon detection. Ele-
vated levels of BJP can show areas of prozone 
that require additional electrophoresis with the 
diluted specimen.

The inaccuracy of the colorimetric methods 
used to measure total proteinuria is due to dif-
ferent affinities for different proteins, showing 
better linearity with albumin concentration with 
low sensitive and specific to microproteins and 
BJP. Moreover, major limitations of immunolog-
ical methods arise from structural differences be-
tween monoclonal BJP and polyclonal light chains, 
usually used as antigen and calibrants respectively. 
This makes it hard to distinguish between mono-
clonal and polyclonal FLCs, resulting in a major 
limitation at low BJP concentrations12,35.

The assessment of BJP is a clinical index val-
ue and therefore the challenge for the laboratory 
must be to reduce the imprecision of different 
steps of method, not being able to change its 
inaccuracy. It is widely suggested that patient’s 
follow-up should be performed in the same labo-
ratory to minimize analytical variability35.

BJP quantification is limited by metabolic and 
analytical items, as urinary excretion of FLCs is 
influenced by degree of protein polymerization, 
by renal function, and by protein deposition rate in 
different tissues; for these reasons urinary levels of 
BJP cannot be related to the tumor cell mass10,34. 

Unfortunately, an accurate measurement of 
BJP cannot be easily achieved with currently 
employed laboratory techniques. The MS-based 
methods for measurement of monoclonal proteins 
seem to be promising but with limitations due 
to the relatively small sample sizes analyzed so 
far28,36. The occurrence of fully automated sys-
tems on the worldwide market of electrophoresis 
techniques still requires an educational module 
suitable for continuing professional development 
staff expertise, with relatively long analytical 
times and devoted human resources. 

Alternative Methods
An alternative method to agarose gel electro-

phoresis for quantitative determination of BJP is 
the zonal capillary electrophoresis (CZE). This 
procedure shows some limitations due to the 
difficulty of analyzing samples with low pro-
tein concentrations and the presence of many 
non-protein substances interfering with quality 
and resolution of electrophoretic separation.

These problems have not been completely 
solved because the pre-treatment of the urine 
sample, aimed mostly at the removal of salts 
alone (usually partial), showed to be very long, 
complex, and expensive23. The CZE can be only 
used after sample pretreatment and its sensitivity, 
ideally better than densitometric method’s one, is 
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around 7-12 mg/L for samples, with total urinary 
protein concentration ≥100 mg/L23,37. 

Immunochemical direct assay represents an-
other approach to detect uFLCs that is able to 
recognize a hidden antigen not exposed in intact 
immunoglobulin molecule. The Freelite assay by 
the Binding Site Group (Birmingham, UK) has 
been the first immunochemical assay, launched 
on the market in 2001, initially validated only 
on serum samples. Serum FLCs quantification 
performed on an automated nephelometer or tur-
bidimeter33,34 (Figure 2) has changed diagnostic 
monoclonal gammopathy criteria, disease mon-
itoring and assessment of stringent or complete 
response according to the International Myeloma 
Working Group response criteria13,38. 

Recent international guideline updates for di-
agnosis of symptomatic MM include at least 
60% clonal bone marrow plasma cells or extra 
medullary plasmacytoma, i.e., the SLiM criteria. 
SLiM is an acronym for 60% or more clonal plas-
ma cells (S), light chains (Li), and more than one 
focal lesion on Magnetic Resonance Imaging (M) 
in addition to the existing CRAB requirement 
(calcium elevation, renal dysfunction, anemia, 
and bone disease)3,39,40. Serum FLC (sFLC) levels 
outside the reference range were included (sFLC 
involved/uninvolved ratio >100; normal reference 
intervals: free κ 3.3-19.4 mg/L; free λ 5.7-26.3 
mg/L; and κ/λ ratio <0.26 or >1.65) to identify pa-
tients who might benefit from an early treatment.

The IMWG guidelines do not recommend 
the determination of uFLC by immunochemi-
cal direct methods13,41, although this procedure 
is currently validated for the determination of 
FLC in urine. Noteworthy, the IMWG guidelines 
indicating the quantification of uFLCs for the 
assessment of response to therapy predate the 
validation of the urinary FLC immunochemical 
determination method in 201830,42,43. The major 
problem with this assay is the prozone effect that 
occurs with antigen excess and a falsely negative 
result may be produced44. Furthermore, the most 
recent automated analyzers – turbidimeters or 
nephelometers – can detect prozone effect with 
the availability of software that can recognize and 
manage with serial dilutions the excess of anti-
gen45,46 and provide some advantages. The quan-
titative immunochemical evaluation of urinary 
FLCs could show a high sensitivity (<1 mg/L)47,48, 
a wide measuring range, due to lower and upper 
linearity limits. The assessment of FLCs in un-
concentrated urine samples allows to avoid the 
interference of complete Igs or other proteins on 
the measure38.

The measurement of urinary FLCs does not 
properly provide an indication of BJP concen-
tration because polyclonal FLCs are not dis-
tinguished from monoclonal ones. First, it is 
necessary to check the presence of BJP by uIFE 
and only subsequently, for the purpose of disease 
monitoring and therapy, go on with the measure-

Figure 2.Serum FLCs quantification as performed by the Freelite immunochemical assay (Binding Site Group, Birmingham, 
UK).
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ment of uFLCs, particularly of the involved chain 
that can be useful. The conventional quantitative 
method to measure BJP displays an inaccurate, 
imprecise, and empirical performance discourag-
ing its use in daily laboratory practice. In contrast, 
the measurement of uFLCs is automated, stan-
dardized, and reproducible. By performing this 
measurement in association with a preliminary 
uIFE to confirm the presence of BJP, the immu-
nochemical method could be an aid in monitoring 
response to therapy in patients with preserved 
renal function49. Serum FLC measurements are 
directly related to light chain production, whereas 
urinary FLC measurements take in account renal 
reabsorption. The different catabolism of FLC κ 
and λ, in subjects with nephropathy, as well as a 
possible κ and λ biclonality, could cause a false 
alteration or normalization of the urinary FLC 
κ/λ ratio38,50. Therefore, to prevent this bias, it is 
advisable to measure only the free chain involved 
in patients, taking care to ensure that the patient’s 
renal function is preserved. 

Despite all limitations due to the automated meth-
od, respect to the quantification of BJP obtained 
with densitometric and colorimetric techniques, 
detection of urinary FLCs seems to be a reliable 
alternative to HR-UPE and CZE for monitoring BJP 
concentrations in multiple myeloma patients48,49.

Finally, a new method that is still under val-
idation for its application in daily laboratory 
diagnostics is Mass Spectrometry. It is based on 
the enrichment of Igs, followed by a reduction 
step to separate light from heavy chains, and then 
a micro flow liquid chromatography coupled to 
mass spectrometry instrument. In this way, MS 
allows monitoring monoclonal light chain; sub-
sequently, the top-down MS isotyping provides 
both quantification and identification, displaying 

a better sensitivity and specificity for detection 
the minimal residual disease if compared with 
conventional methods27. Thanks to the increased 
accuracy and analytic specificity, the IMWG 
Mass spectrometry Committee recommends MS 
for the detection of monoclonal proteins; it al-
lows to distinguish residual monoclonal compo-
nent from monoclonal antibodies employed in the 
drug treatment51. 

Conclusions

Addressing the limitations and performance 
of a diagnostic technique is important for better 
interpretation of laboratory data. Automated tests 
in diagnostic routines reduce TAT, facilitating 
results that are more accurate. uIFE screening in 
qualitative BJP detection shows good results, en-
couraging these methods as a first-line diagnostic 
testing strategy. The employment of different 
based-assays methods may be useful for diag-
nostic purposes to improve the accuracy of BJP 
monitoring in monoclonal gammopathies. Neph-
elometric/turbidimetric assays may be applied as 
a quantitative method only after the identification 
of positive samples by laboratory screening with 
uIFE. A workflow for the qualitative determina-
tion of BJP and the quantitative determination 
of uFLC is proposed in Figure 3, especially rec-
ommended in laboratories with high throughput, 
where the large number of samples cannot be to 
the detriment of the accuracy and precision of the 
results. Screening approach with immunofixation 
evaluates positive samples for BJP, subsequently 
confirming the results with uIFE assay. In regard 
to the quantitative uFLC, the measurement with 
immunochemistry platforms allows to improve 

Figure 3. A workflow proposal for the qualitative determination of BJP and the quantitative determination of uFLC.
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data repeatability and organizational skills by 
automation. Additionally, assaying only the in-
volved urinary free light chain ensures a higher 
accuracy and precision.

Finally, in the future, a third-level test can 
be added through the widespread use of mass 
spectrometry methods to perform a standardized 
assay for monitoring therapy, assessing response 
to treatment, and detecting minimal residual dis-
ease (MRD).

The precision medicine era is focused on iden-
tifying those approaches, more effective for pa-
tients based on genetic, environmental and life-
style factors, considering residual myeloma cells 
as clinically relevant for disease progression and 
relapse. In MM, MRD refers to myeloma cells 
that are hidden in the bone marrow after a clinical 
response has been measured and the patient is in 
remission. The future goal of urinary FLCs must 
be a more sensitive methodological approach for 
MRD identification. New procedures and methods 
could open new scenarios in therapy monitoring 
consistent with the presence of residual disease 
and perhaps predictive of relapse by improving 
survival of a disease that still appears incurable.

Conflict of Interest
The Authors declare that they have no conflict of interests.

Funding
This review and its publication have been funded from Uni-
versità Cattolica del Sacro Cuore Fondazione Policlinico 
Universitario “A. Gemelli” IRCCS as a part of its programs 
on promotion and dissemination of scientific research (Lin-
ea D1 to M.M.).

Authors’ Contribution
P.N. and G.C. analyzed literature and prepared the original 
draft of the manuscript; C.N., V.B., D.D., K.P., M.S. collect-
ed and analyzed data from literature; M.M. critically re-
viewed and submitted the final version; F.G. and U.B.: co-
ordinated and supervised the group.

Informed Consent and Ethical Approval
Not necessary for this type of study.

ORCID ID 
Patrizia Natali: 0000-0001-8568-0866; Giovanni Cigli-
ana: 0000-0002-3926-4172; Cecilia Napodano: 0000-
0002-8720-6284; Valerio Basile: 0000-0002-9716-070X; 
Daria Debbia: 0000-0003-2869-5126; Krizia Pocino: 0000-

0003-2456-5308; Marcella Savoia: 0000-0003-2283-093X; 
Mariapaola Marino: 0000-0001-9155-6378; Francesca Gul-
li: 0000-0002-4360-6569; Umberto Basile: 0000-0002-
8328-2570.

References

  1)	 International Myeloma Working Group. Criteria 
for the classification of monoclonal gammopa-
thies, multiple myeloma and related disorders: 
a report of the International Myeloma Working 
Group. Br J Haematol 2003; 121: 749-757.

  2)	 Ribatti D. A historical perspective on milestones 
in multiple myeloma research. Eur J Haematol 
2018; 100: 221-228.

  3)	 Rajkumar SV, Dimopoulos MA, Palumbo A, Blade 
J, Merlini G, Mateos MV, Kumar S, Hillengass 
J, Kastritis E, Richardson P, Landgren O, Pai-
va B, Dispenzieri A, Weiss B, LeLeu X, Zweeg-
man S, Lonial S, Rosinol L, Zamagni E, Jagan-
nath S, Sezer O, Kristinsson SY, Caers J, Usma-
ni SZ, Lahuerta JJ, Johnsen HE, Beksac M, Cavo 
M, Goldschmidt H, Terpos E, Kyle RA, Anderson 
KC, Durie BGM, San Miguel JF. International My-
eloma Working Group updated criteria for the di-
agnosis of multiple myeloma. Lancet Oncol 2014; 
15: e538-e548.

  4)	 Basile U, Gulli F, Gragnani L, Napodano C, Poci-
no K, Rapaccini GL, Mussap M, Zignego AL. Free 
light chains: Eclectic multipurpose biomarker. J 
Immunol Methods 2017; 451: 11-19.

  5)	 Napodano C, Pocino K, Rigante D, Stefanile A, 
Gulli F, Marino M, Basile V, Rapaccini GL, Basile 
U. Free light chains and autoimmunity. Autoim-
mun Rev 2019; 18: 484-492.

  6)	 Basile U, Marino M, Napodano C, Pocino K, Al-
boini PE, Gulli F, Evoli A, Provenzano C, Bartoc-
cioni E. Serological Immunoglobulin-Free Light 
Chain Profile in Myasthenia Gravis Patients. J Im-
munol Res 2018; 2018: 9646209.

  7)	 Gulli F, Marino M, Napodano C, Pocino K, Pan-
dolfi F, Gasbarrini A, Rapaccini GL, Basile U. Bio-
markers in HCV-related mixed cryoglobulinemia 
patients withnon-Hodgkin lymphoma. Eur Rev 
Med Pharmacol Sci 2020; 24: 8067-8074.

  8)	 Basile U, Gulli F, Isgrò MA, Napodano C, Pocino 
K, Santini SA, Gragnani L, Conti L, Rossi E, Cor-
done I, Zignego AL, Rapaccini GL, Cigliana G, 
Berruti F, Todi L, Marino M, Di Stasio E. A nov-
el biomarker score for the screening and man-
agement of patients with plasma cell proliferative 
disorders. Eur Rev Med Pharmacol Sci 2019; 23: 
4293-4302.

  9)	 Basile U, Bruno C, Napodano C, Vergani E, Gul-
li F, Piunno G, Pocino K, Stefanile A, Mancini A. 
Evaluation of immunoglobulins subclasses and 
free-light chains in non-obese patients with poly-
cystic ovary syndrome and correlations with hor-
monal and metabolic parameters: preliminary da-
ta. Eur Rev Med Pharmacol Sci 2021; 25: 4198-
4204.



P. Natali, G. Cigliana, C. Napodano, V. Basile, et al

6784

10)	 Graziani M, Merlini G, Petrini C, IFCC Committee 
on Plasma Proteins; SIBioC Study Group on Pro-
teins. Guidelines for the analysis of Bence Jones 
protein. Clin Chem Lab Med 2003; 41: 338-346.

11)	 Nielsen R, Christensen EI, Birn H. Megalin and 
cubilin in proximal tubule protein reabsorption: 
from experimental models to human disease. Kid-
ney International 2016; 89: 58-67.

12)	 Beetham R. Detection of Bence-Jones protein in 
practice. Ann Clin Biochem 2000; 37 (Pt 5): 563-
570.

13)	 Dispenzieri A, Kyle R, Merlini G, Miguel JS, Lud-
wig H, Hajek R, Palumbo A, Jagannath S, Blade 
J, Lonial S, Dimopoulos M, Comenzo R, Einsele 
H, Barlogie B, Anderson K, Gertz M, Harousseau 
JL, Attal M, Tosi P, Sonneveld P, Boccadoro M, 
Morgan G, Richardson P, Sezer O, Mateos MV, 
Cavo M, Joshua D, Turesson I, Chen W, Shimizu 
K, Powles R, Rajkumar SV, Durie BG; Internation-
al Myeloma Working Group. International Myelo-
ma Working Group guidelines for serum-free light 
chain analysis in multiple myeloma and related 
disorders. Leukemia 2009; 23: 215-224.

14)	 Owen RG, Pratt G, Auer RL, Flatley R, Kyriakou 
C, Lunn MP, Matthey F, McCarthy H, McNicholl 
FP, Rassam SM, Wagner SD, Streetly M, D’Sa S; 
British Committee for Standards in Haematology. 
Guidelines on the diagnosis and management of 
Waldenström macroglobulinaemia. Br J Haema-
tol 2014; 165: 316-333.

15)	 Castillo JJ, Garcia-Sanz R, Hatjiharissi E, Kyle 
RA, Leleu X, McMaster M, Merlini G, Minnema 
MC, Morra E, Owen RG, Poulain S, Stone MJ, 
Tam C, Varettoni M, Dimopoulos MA, Treon SP, 
Kastritis E. Recommendations for the diagno-
sis and initial evaluation of patients with Walden-
ström Macroglobulinaemia: A Task Force from 
the 8th International Workshop on Waldenström 
Macroglobulinaemia. Br J Haematol 2016; 175: 
77-86.

16)	 Kastritis E, Leblond V, Dimopoulos MA, Kimby E, 
Staber P, Kersten MJ, Tedeschi A, Buske C; ES-
MO Guidelines Committee. Waldenström’s mac-
roglobulinaemia: ESMO Clinical Practice Guide-
lines for diagnosis, treatment and follow-up. Ann 
Oncol 2018; 29: iv270.

17)	 Maqbool MG, Tam CS, Morison IM, Simpson D, 
Mollee P, Schneider H, Chan H, Juneja S, Har-
vey Y, Nath L, Hissaria P, Prince HM, Wordsworth 
H, Opat S, Talaulikar D. A practical guide to lab-
oratory investigations at diagnosis and follow 
up in Waldenström macroglobulinaemia: recom-
mendations from the Medical and Scientific Ad-
visory Group, Myeloma Australia, the Patholo-
gy Sub-committee of the Lymphoma and Relat-
ed Diseases Registry and the Australasian Asso-
ciation of Clinical Biochemists Monoclonal Gam-
mopathy Working Group. Pathology 2020; 52: 
167-178.

18)	 Bird JM, Owen RG, D’Sa S, Pratt G, Ashcroft J, 
Yong K, Cook G, Feyler S, Davies F, Morgan G, 
Cavenagh J, Low E, Behrens J; Haemato-oncolo-

gy Task Force of British Committee for Standards 
in Haematology (BCSH) and UK Myeloma Forum. 
Guidelines for the diagnosis and management of 
multiple myeloma 2011: Guideline. Br J Haematol 
2011; 154: 32-75.

19)	 Tate J, Caldwell G, Daly J, Gillis D, Jenkins M, Jo-
vanovich S, Martin H, Steele R, Wienholt L, Moll-
ee P, Working Party on Standardized Reporting 
of Protein Electrophoresis. Recommendations for 
standardized reporting of protein electrophoresis 
in Australia and New Zealand. Ann Clin Biochem 
2012; 49: 242-256.

20)	 Kidney Disease: Improving Global Outcomes 
(KDIGO) CKD-MBD Update Work Group. KDIGO 
2017 Clinical Practice Guideline Update for the 
Diagnosis, Evaluation, Prevention, and Treatment 
of Chronic Kidney Disease-Mineral and Bone 
Disorder (CKD-MBD). Kidney Int Suppl (2011) 
2017; 7: 1-59.

21)	 Napodano C, Pocino K, Gulli F, Colacicco L, San-
tini SA, Zuppi C, Basile U. Comparison of Fully 
Automated and Semiautomated Systems for Pro-
tein Immunofixation Electrophoresis. J Clin Lab 
Anal 2017; 31: e22027.

22)	 Tate JR, Smith JD, Wijeratne N, Mollee P. Pro-
posed Addendum to 2012 Recommendations for 
Standardised Reporting of Protein Electrophore-
sis in Australia and New Zealand. Clin Biochem 
Rev 2019; 40: 23-30.

23)	 Mussap M, Ponchia S, Zaninotto M, Varagno-
lo M, Plebani M. Evaluation of a new capillary 
zone electrophoresis system for the identification 
and typing of Bence Jones Protein. Clin Biochem 
2006; 39: 152-159.

24)	 Jenner W, Klingberg S, Tate JR, Wilgen U, Unger-
er JP, Pretorius CJ. Combined light chain immu-
nofixation to detect monoclonal gammopathy: a 
comparison to standard electrophoresis in serum 
and urine. Clin Chem Lab Med 2014; 52: 981-987.

25)	 Basile U, Gulli F, Torti E, Napodano C, Dell’Abate 
MT, De Santis E, Santini SA, Conti L, Zuppi C, 
Cigliana G. Evaluation of screening method for 
Bence Jones protein analysis. Clin Chem Lab 
Med 2016; 54: e331-e333.

26)	 Barnidge DR, Dasari S, Botz CM, Murray DH, 
Snyder MR, Katzmann JA, Dispenzieri A, Murray 
DL. Using mass spectrometry to monitor mono-
clonal immunoglobulins in patients with a mono-
clonal gammopathy. J Proteome Res 2014; 13: 
1419-1427.

27)	 Sarto C, Intra J, Fania C, Brivio R, Brambilla P, 
Leoni V. Monoclonal free light chain detection 
and quantification: Performances and limits of 
available laboratory assays. Clinical Biochemis-
try 2021; 95: 28-33.

28)	 Leung N, Barnidge DR, Hutchison CA. Labora-
tory testing in monoclonal gammopathy of renal 
significance (MGRS). Clin Chem Lab Med 2016; 
54: 929-937.

29)	 Woziwodzka K, Vesole DH, Małyszko J, Batko 
K, Jurczyszyn A, Koc-Żórawska E, Krzanows-



The dark side of current analytic methods for Bence Jones Proteinuria

6785

ki M, Małyszko J, Żórawski M, Waszczuk-Gajda 
A, Kuźniewski M, Krzanowska K. New Markers of 
Renal Failure in Multiple Myeloma and Monoclo-
nal Gammopathies. JCM 2020; 9: 1652.

30)	 Kumar S, Paiva B, Anderson KC, Durie B, Land-
gren O, Moreau P, Munshi N, Lonial S, Bladé J, 
Mateos MV, Dimopoulos M, Kastritis E, Bocca-
doro M, Orlowski R, Goldschmidt H, Spencer A, 
Hou J, Chng WJ, Usmani SZ, Zamagni E, Shi-
mizu K, Jagannath S, Johnsen HE, Terpos E, Rei-
man A, Kyle RA, Sonneveld P, Richardson PG, 
McCarthy P, Ludwig H, Chen W, Cavo M, Harous-
seau JL, Lentzsch S, Hillengass J, Palumbo A, 
Orfao A, Rajkumar SV, Miguel JS, Avet-Loiseau 
H. International Myeloma Working Group con-
sensus criteria for response and minimal residual 
disease assessment in multiple myeloma. Lancet 
Oncol 2016; 17: e328-e346.

31)	 Ludwig H, Miguel JS, Dimopoulos MA, Palumbo 
A, Garcia Sanz R, Powles R, Lentzsch S, Ming 
Chen W, Hou J, Jurczyszyn A, Romeril K, Ha-
jek R, Terpos E, Shimizu K, Joshua D, Hungria 
V, Rodriguez Morales A, Ben-Yehuda D, Son-
dergeld P, Zamagni E, Durie B. International 
Myeloma Working Group recommendations for 
global myeloma care. Leukemia 2014; 28: 981-
992.

32)	 Kaplan JS, Horowitz GL. Twenty-four-hour 
Bence-Jones protein determinations: can we en-
sure accuracy? Arch Pathol Lab Med 2011; 135: 
1048-1051.

33)	 Dejoie T, Corre J, Caillon H, Hulin C, Perrot A, 
Caillot D, Boyle E, Chretien ML, Fontan J, Belh-
adj K, Brechignac S, Decaux O, Voillat L, Rodon 
P, Fitoussi O, Araujo C, Benboubker L, Fontan 
C, Tiab M, Godmer P, Luycx O, Allangba O, Pi-
gnon JM, Fuzibet JG, Legros L, Stoppa AM, Dib 
M, Pegourie B, Orsini-Piocelle F, Karlin L, Arnulf 
B, Roussel M, Garderet L, Mohty M, Meuleman 
N, Doyen C, Lenain P, Macro M, Leleu X, Facon 
T, Moreau P, Attal M, Avet-Loiseau H. Serum free 
light chains, not urine specimens, should be used 
to evaluate response in light-chain multiple my-
eloma. Blood 2016; 128: 2941-2948.

34)	 Keren DF, Alexanian R, Goeken JA, Gorevic PD, 
Kyle RA, Tomar RH. Guidelines for clinical and 
laboratory evaluation patients with monoclonal 
gammopathies. Arch Pathol Lab Med 1999; 123: 
106-107.

35)	 Tate JR, Keren DF, Mollee P. A global call to arms 
for clinical laboratories - Harmonised quantifica-
tion and reporting of monoclonal proteins. Clin 
Biochem 2018; 51: 4-9.

36)	 Zajec M, Langerhorst P, VanDuijn MM, Gloerich 
J, Russcher H, van Gool AJ, Luider TM, Joosten 
I, de Rijke YB, Jacobs JFM. Mass Spectrometry 
for Identification, Monitoring, and Minimal Resid-
ual Disease Detection of M-Proteins. Clin Chem 
2020; 66: 421-433.

37)	 Russo F, Valentini V, Basset M, Bosoni T, Milani 
P, Ferraro G, Pirolini L, Foli A, Lavatelli F, Belvisi 
F, Consogno G, Nuvolone M, Li Bergolis F, Boz-

zola M, Albertini R, Palladini G, Merlini G. Identi-
fication and quantification of urinary monoclonal 
proteins by capillary electrophoresis in AL amyloi-
dosis. Amyloid 2017; 24: 66-67.

38)	 Bradwell AR, Carr-Smith HD, Mead GP, Tang LX, 
Showell PJ, Drayson MT, Drew R. Highly sensi-
tive, automated immunoassay for immunoglobu-
lin free light chains in serum and urine. Clin Chem 
2001; 47: 673-680.

39)	 Katzmann JA, Clark RJ, Abraham RS, Bryant S, 
Lymp JF, Bradwell AR, Kyle RA. Serum reference 
intervals and diagnostic ranges for free kappa 
and free lambda immunoglobulin light chains: rel-
ative sensitivity for detection of monoclonal light 
chains. Clin Chem 2002; 48: 1437-1444.

40)	 Napodano C, Pocino K, Gulli F, Rossi E, Rapac-
cini GL, Marino M, Basile U. Mono/polyclonal free 
light chains as challenging biomarkers for immu-
nological abnormalities. Adv Clin Chem 2022; 
108: 155-209.

41)	 Dimopoulos M, Kyle R, Fermand JP, Rajkumar 
SV, San Miguel J, Chanan-Khan A, Ludwig H, 
Joshua D, Mehta J, Gertz M, Avet-Loiseau H, 
Beksaç M, Anderson KC, Moreau P, Singhal S, 
Goldschmidt H, Boccadoro M, Kumar S, Giralt S, 
Munshi NC, Jagannath S; International Myeloma 
Workshop Consensus Panel 3. Consensus rec-
ommendations for standard investigative work-
up: report of the International Myeloma Work-
shop Consensus Panel 3. Blood 2011; 117: 4701-
4705.

42)	 Durie BGM, Harousseau JL, Miguel JS,  Bladé 
J, Barlogie B, Anderson K, Gertz M, Dimopoulos 
M, Westin J, Sonneveld P, Ludwig H, Gahrton G, 
Beksac M, Crowley J, Belch A, Boccadaro M, Ca-
vo M, Turesson I, Joshua D, Vesole D, Kyle R, Al-
exanian R, Tricot G, Attal M, Merlini G, Powles R, 
Richardson P, Shimizu K, Tosi P, Morgan G, Raj-
kumar SV; International Myeloma Working Group. 
International uniform response criteria for multiple 
myeloma. Leukemia 2006; 20: 1467-1473.

43)	 Rajkumar SV, Harousseau J-L, Durie B, Ander-
son KC, Dimopoulos M, Kyle R, Blade J, Richard-
son P, Orlowski R, Siegel D, Jagannath S, Facon 
T, Avet-Loiseau H, Lonial S, Palumbo A, Zonder 
J, Ludwig H, Vesole D, Sezer O, Munshi NC, San 
Miguel J; International Myeloma Workshop Con-
sensus Panel 1. Consensus recommendations 
for the uniform reporting of clinical trials: report of 
the International Myeloma Workshop Consensus 
Panel 1. Blood 2011; 117: 4691-4695.

44)	 Natali P, De Santis E, Patelli G, Cucinelli MR, Va-
rani M, Trenti T. A new suggested approach in 
screening for Bence Jones protein and potential 
kidney damage. Clin Chem Lab Med 2019; 57: 
e54-e56.

45)	 Tate J, Bazeley S, Sykes S, Mollee P.Quantitative 
serum free light chain assay--analytical issues. 
Clin Biochem Rev 2009; 30: 131-140.

46)	 Bossuyt X, Delforge M, Reynders M, Dillaerts 
D, Sprangers B, Fostier K, Poesen K, Vercam-
men M. Antigen excess detection by automated 



P. Natali, G. Cigliana, C. Napodano, V. Basile, et al

6786

assays for free light chains. Clin Chem Lab Med 
2018; 56: e235-e238.

47)	 Pieri M, Pignalosa S, Franceschini L, Rizzo M, 
Cantonetti M, Zenobi R, Bernardini S, Dessi M. 
Nephelometric assay of urine free light chains: an 
alternative and early clinical test for Bence-Jones 
protein quantification. Clin Chem Lab Med 2018; 
56: e313-e315.

48)	 Delgado JC. Value of Urinary Free Light Chain 
Testing for Monitoring of Bence Jones Protein-
uria. J Appl Lab Med 2019; 3: 1059-1060.

49)	 Pieri M, De Stefano A, Franceschini L, Rizzo M, 
Duranti F, Bernardini S, Cantonetti M, Zenobi R, 
Dessi M. Minimal tumour burden in haematologi-
cal diseases: a step forward with quantitative as-
sessment of Bence-Jones in nephelometry? Br J 
Haematol 2016; 175: 733-735.

50)	 Natali P, Cigliana G, Savoia M, Gelsumini S, Ba-
sile U, Vernocchi A, Graziani MS, Mussap M, Pal-
ladini G. Update of the Italian Society of Clini-
cal Biochemistry (SIBioC) Consensus document 
on the detection and quantification of the Bence 
Jones protein. Update of the Italian Society of 
Clinical Biochemistry (SIBioC) Consensus doc-
ument on the detection and quantification of the 
Bence Jones protein 2021; 75-86.

51)	 Murray DL, Puig N, Kristinsson S, Usmani SZ, 
Dispenzieri A, Bianchi G, Kumar S, Chng WJ, Ha-
jek R, Paiva B, Waage A, Rajkumar SV, Durie B. 
Mass spectrometry for the evaluation of monoclo-
nal proteins in multiple myeloma and related dis-
orders: an International Myeloma Working Group 
Mass Spectrometry Committee Report. Blood 
Cancer J 2021; 11: 24.


