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CASE AND RESEARCH LETTERS

Breast Implant---Associated
Anaplastic Large Cell
Lymphoma�

Linfoma anaplásico  de  células grandes
asociado a implantes mamarios

To  the  Editor,

Breast  implant---associated  anaplastic  large  cell  lymphoma
(BIA-ALCL)  is  a very  rare  form  of T-cell  lymphoma  and its
incidence  has  grown  in recent  decades.  The  most  common
presentation  is  breast  swelling  due  to  periprosthetic  seroma.
In  this  article,  we  describe  a  case  of  BIA-ALCL  whose  first
clinical  manifestation  was  skin  lesions  in  the  intermammary
area.  There  have very  few  reports  of  this  presentation  in the
literature.1

A  70-year-old  woman  was  referred  to  our  department  for
evaluation  of an erythematous,  indurated  plaque  with  slight
superficial  scaling  in the  intermammary  area  and  increased
right  breast  volume  (Fig.  1).  She had  been  diagnosed  with
right  breast  carcinoma  5  years  earlier  and  had undergone
mastectomy  and  prosthetic  breast  reconstruction.  She was
receiving  hormone  therapy.  No  signs of recurrence  had  been
detected  in a  follow-up  mammogram  4 months  earlier.  The
ultrasound  examination  had  shown  waves  indicating  possible
periprosthetic  fluid collection  but no  findings  suggestive  of
malignancy.  The  patient  reported  asthenia  and considerable
weight  loss  in recent  months.  Skin biopsy  showed  spongiotic
dermatitis  with  a superficial  and deep  perivascular  lym-
phohistiocytic  infiltrate.  No  tumor  cells  were  observed  and
immunohistochemical  staining  was  negative  for  cytokeratin
19  and  CD30.

Magnetic  resonance  imaging  was  ordered  to assess  the
possibility  of  a  cutaneous  metastasis  from  breast  cancer
or  a  prosthetic  complication.  The  findings  showed  a retro-
prosthetic  mass  invading  the chest  wall  and  extending  into
the  mediastinum  (Fig.  2).  Aspiration  of  the  periprosthetic
fluid  showed  large  CD30+,  CD3+, and  ALK-  tumor  cells,
confirming  the  diagnosis  of  BIA-ALCL  (Fig.  3). Given  the pres-
ence  of  extramammary  disease,  the patient  was  treated
with  systemic  chemotherapy  (cyclophosphamide,  hydrox-
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Figure  1 A,  Indurated  erythematous  plaque  with  slight  scal-

ing in  the  intermammary  area.  B,  Note  the  growth  of  the

erythematous  plaque  and the  considerable  increase  in volume

of the  right  breast  after  1 month.

Figure  2 Magnetic  resonance  image  of  a  retroprosthetic  lob-

ulated mass  measuring  14  × 10  × 7  cm  with  irregular  margins  in

addition  to  peripheral  enhancement  and  central  necrosis  and

invasion of  the  chest  wall  through  to  the  mediastinum.

ydaunorubicin,  and  prednisone)  and  brentuximab  before
surgical  explantation  of the  implant  and  capsulectomy.

BIA-ALCL  is  a lymphoproliferative  disorder  caused  by
tumor  cells  invading  the  capsule  or  periprosthetic  fluid.
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Figure  3  A, Microscopic  image  of  the  cell  block  prepara-

tion from  the  periprosthetic  fluid  (hematoxylin-eosin,  original

magnification  ×60)  showing  large  loose  and  small  discohesive

clusters of  pleomorphic  tumor  cells  against  a  background  of

inflammatory  granulation  tissue.  B,  Strong  immunohistochem-

ical expression  of CD30.

The  mean  age  at diagnosis  is  52.5  years  and  the  mean
time  from  breast  implantation  to  diagnosis  is  9  years.2 BIA-
ALCL  presents  as  periprosthetic  seroma  in 86%  of  cases,2

although  it  can  also  manifest  as  a  mass,  nodule,  or  lymph
node  enlargement.  Skin  lesions  are very  rare.1

Just  2  cases  of  BIA-ALCL  with  skin  lesions  as  the pre-
senting  manifestation  have  been  reported.1,3Elswick  and
Nguyen1 described  the  case  of a woman  who  presented  with
a  breast  mass,  erythema,  and  breast  swelling  in addition  to
elevated  acute  phase  reactants  in the blood  work-up.  The
skin  biopsy  was  negative  for  malignancy,  suggesting  to  the
authors  that  the skin  lesions  were  due  to  a periprosthetic
infection  concurrent  with  the  lymphoma.  In the  case  pub-
lished  by  Alcalá  et al.,3 however,  the detection  of CD30+

tumor  cells  during  histologic  examination  of  the skin  nod-
ules  was key  to  establishing  a diagnosis  of  BIA-ALCL  rather
than  breast  cancer  recurrence.  Nineteen  of  the 186 patients
in  the  PROFILE  (Patient  Registry  and  Outcomes  for  Breast
Implants  and  Anaplastic  Large Cell  Lymphoma  Etiology  and
Epidemiology2)  registry  developed  skin  lesions  in addition  to
other  systemic  manifestations,  and  12  of  these  lesions  were
described  as  redness  on  the  skin.  Type  of  skin  lesion  was  not
specified  in  the other  cases,  and  none  of the lesions  were
analyzed  histologically.

Neither  our  case  nor  the  cases  in the literature  (with
the  exception  of  that  described  by  Alcalá  et  al.3)  exhib-
ited  specific  clinical  or  microscopic  changes.  BIA-ALCL
should  be suspected  in  patients  with  breast  implants  who
develop  skin  lesions,  in  particular  erythema,  and  breast
swelling.

It  has  been  hypothesized  that  the  etiology  of  BIA-ALCL  is
multifactorial  and  is  influenced  by  type of  implant,  genetic
predisposition,  and possible  chronic  periprosthetic  superin-
fection  associated  with  a  bacterial  biofilm.4

The  Spanish  Ministry  of  Health  recently  published  a
clinical  protocol  for the detection  of  BIA-ALCL  that rec-
ommends  an  initial ultrasound  assessment  with  aspiration
and  cytologic  and  microbiologic  analysis  of  periprosthetic
fluid.5 BIA-ALCL  is  histologically  characterized  by  a  prolifer-
ation  of  highly  pleomorphic  lymphoid  cells  with  abundant
cytoplasm  and  an  irregular  nucleus.3 Diagnosis  must  be

confirmed  by  immunohistochemistry,  which  characteristi-
cally shows  CD30 positivity  and ALK  negativity  in all  tumor
cells.3,6

BIA-ALCL  is  generally  localized  at diagnosis  and the prog-
nosis  is  excellent  following  surgical  excision.7 Extracapsular
spread  is  very  uncommon.  In their  review  of  173  cases  of  BIA-
ALCL,  Brody  et  al.8 reported  just 18  cases  of extracapsular
spread  and  9 of  these  had  a  fatal  outcome.

We have described  a new case  of advanced-stage
BIA-ALCL  in a woman  who,  in addition  to  increased
breast  volume,  presented  with  skin lesions  and  consti-
tutional  syndrome.  She  required  chemotherapy  prior  to
surgery.

Although  BIA-ALCL  is  rare,  the number  of  cases in  recent
years  has  increased  exponentially.8 It  is  crucial  thus  to be
familiar  with  this condition,  as  early  diagnosis  together
with  detection  of localized  disease  is  associated  with  a
favorable  prognosis  following  surgical  explantation  and
capsulectomy.
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Contact allergy to  aluminum
following  vaccination: A report
of 3  cases�

Alergia de contacto  a aluminio tras
vacunación: presentación de tres  casos

Dear  Editor:

Vaccination  is  an essential  measure  in preventive  medicine.
However,  it  is  not free  from  complications,  since  it  can
lead  to  adverse  reactions,  although  these are mainly  mild,
transient,  and  self-limiting1. The  reactions  are  rarely  persis-
tent,  with  most  cases  involving  a  hypersensitivity  reaction
to  aluminum2,3.

We  report  the  cases of  2  girls  (age,  2 and 3  years)  and
a boy  (8  years)  who  experienced  persistent  cutaneous  reac-
tions  after  vaccination  (Table  1).  All 3 patients  developed
nodules  at  the injection  site,  and  in 1  case,  the  reaction was
accompanied  by  eczema  and  hypertrichosis,  which  had  first
appeared  more  than  1 year  previously  (Fig.  1)4.  The  vaccina-
tions  had  been  administered  according  to  the corresponding
schedule,  and  the clinical  picture  was  associated  with  the
vaccines  included  in  the  schedule.  Given  that  the clinical
suspicion  included  other  conditions  in 2  cases,  diagnosis
was  based  on skin  biopsy,  which  revealed  findings  typical  of
this  type  of reaction  (histiocytes  with  granular  cytoplasm)
(Fig.  2).  All  3 patients  underwent  patch testing  with  alu-
minum  chloride  2% in petrolatum  (Chemotechnique),  which
yielded  positive  readings  at 72  and  168  hours  (Fig.  3).

Table  1  Summary  of  Cases  of Contact  Allergy  to  Aluminum.

Case  Age,  y  Sex  Cutaneous

Symptoms

Associated  Vaccine  No.  of

Aluminum-Containing

vaccines

Duration  of  Symptoms

at  the  First

Evaluation,  mo

1  2  Female  Nodules,  eczema,

and  hypertrichosis

PCV13  4  12

2 3  Female  Nodules  DTP,  Hib  5  18

3 8  Male  Nodules  DTP  6  24

Abbreviations: DPT, diphtheria, pertussis, tetanus; Hib: Haemophilus influenzae b; PCV, pneumococcal conjugate vaccine.

� Please cite this article as: Tous Romero F, Palencia Pérez SI, Rodríguez Peralto JL, Ortiz de Frutos FJ. Alergia de contacto a aluminio tras

vacunación: presentación de tres casos. Actas Dermosifiliogr. 2021;112:930---932.

Figure  1 Lesions  on  the  right  thigh  in the  form  of  excori-

ated  erythematous  macules  clustered  over  a  nodular  lesion  with

hypertrichosis  on the  surface.

Aluminum  compounds  have been  used  as  adjuvants  in
vaccines  for  more  than  80  years  to  boost  the  immune
response  to  the antigen.  Administration  of  vaccines  can  lead
to  cutaneous  lesions,  mostly  in the  form  of pruritus  or  subcu-
taneous  nodules;  areas  of  hypertrichosis  or  eczema  are  less
common.  The  reactions  persist  in  0.5%---6%  of  cases,  mainly
because  of a type IV  hypersensitivity  reaction  to  aluminum
hydroxide.  Patch  testing  with  aluminium  hydroxide  2% is  pos-
itive  in 77%---95%  of children  with  persistent  reactions,  thus
demonstrating  the  presence  of  contact  allergy  to  the  metal5.

Various  histologic  patterns  have been  described  (pan-
niculitis,  pseudolymphomatous,  granuloma  annulare---like),
although  the characteristic  finding  is  histiocytes  with  a gran-
ular  cytoplasm.  Nevertheless,  given  the high  sensitivity  of
patch  testing,  skin  biopsy  is  not  considered  essential  for
diagnosis5,6.
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