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CASE REPORT

which is typically curative. However, in 
rare cases, there may be malignant infil-
tration through the capsule resulting in 
disseminated disease. In these cases, the 
two-year survival rate is 52.5%, necessi-
tating aggressive treatment with systemic 
chemotherapy.2 

Another rare cause of late peripros-
thetic seroma is sarcoidosis, a chronic sys-
temic granulomatous disease characterized 
by noncaseating granulomas.3 Sarcoidosis 
demonstrates a wide range of presenta-
tions, but breast involvement is reported 
in less than 1% of cases.4 Diagnosing sar-
coidosis can be difficult as it is a disease of 
exclusion. To differentiate between BIA-
ALCL and sarcoidosis of the breast, flow 
cytometry, immunohistochemistry, and 
surgical pathology must be evaluated.3 

CASE PRESENTATION
A 61-year-old female with past medical history of invasive ductal 
carcinoma of the left breast status post textured implant recon-
struction 7 years prior presented to plastic surgery clinic for evalu-
ation of acute onset swelling of her left breast. She was afebrile, 
with marked left breast swelling and a linear rash overlying her 
surgical scar consisting of light brown, nonblanching, shiny, 
fibrous papules. 

Ultrasound-guided aspiration of the periprosthetic seroma 
yielded 200 cc of transparent, yellow fluid sent for cytology, immu-
nohistochemistry, and culture. Microbiology culture was negative. 
Effusion fluid was processed using standard cytospin and cell 
block preparations. The formalin fixed paraffin imbedded block 
was used for immunohistochemical stains. Microscopic examina-
tion revealed an admixture of small lymphocytes and large, atypi-
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INTRODUCTION
Breast implant-associated anaplastic large cell lymphoma (BIA-
ALCL) is a rare critical outcome of breast implantation. Defined 
as a subtype of T-cell lymphoma with monoclonal expansion of 
CD30-positive cells, BIA-ALCL typically presents 8 to 10 years 
after textured-implant placement with periprosthetic seroma.1 

Treatment consists of implant removal and capsulectomy 
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cal lymphocytes with pleomorphic nuclei 
and background histiocytes (Figure 1). By 
immunohistochemistry, the large, atypical 
cells were positive for CD3, CD4, CD30, 
CD43, and CD45, but negative for CD20, 
ALK, and EMA (Figure 2). This cytology 
pattern was suspicious, but not confirma-
tory, for BIA-ALCL.

Positron emission tomography-com-
puted tomography (PET-CT) for baseline 
staging of presumed BIA-ALCL demon-
strated hypermetabolic activity around the 
left breast implant with uncertain chest 
wall involvement and multiple hypermeta-
bolic lymph nodes within the mediastinum, bilateral hilar, and 
internal mammary chain, suspicious for advanced disease. 

Biopsies of mediastinal, hilar, and internal mammary lymph 
nodes all demonstrated noncaseating granulomas without evident 
lymphoproliferative disease. Punch biopsy of the breast rash also 
revealed noncaseating granulomas. 

Bilateral surgical implant removal and capsulectomy were per-
formed, and specimens were sent for postoperative pathology. The 
capsulectomy specimen was assessed using standard grossing pro-
cedures, with any suspicious areas of thickening submitted as for-
malin fixed paraffin embedded tissue that was utilized for immu-
nohistochemical stains. Pathology showed florid granulomatous 
inflammation with no evidence of lymphomatous involvement in 
either specimen (Figure 3). These results were sufficient for the 
exclusion of BIA-ALCL and diagnosis of sarcoidosis.

DISCUSSION
Late seromas occur greater than 1 year after implant placement and 
may be caused by BIA-ALCL, which must be ruled out due to the 
mortality risk associated with disseminated disease. The most sen-

Figure 1. Cell Block Preparation From the Breast Fluid Aspiration at 40X 
Objective (400X magnification)

Scattered large, atypical cells are present.

Figure 2. CD30 Immunohistochemical Stain of Breast Fluid Aspirate at 20X 
Objective (200X magnification)

Large cells are strongly positive for CD30.

Figure 3. Breast Capsule Excision at 10X Objective (100X magnification)

Fibrous tissue from the breast capsule contains diffuse non-caseating granulomatous inflammation.

sitive diagnostic test for BIA-ALCL is cytopathological evaluation 
with a CD30-positive, ALK-negative phenotype.5 In most etiolo-
gies of seromas, the majority of cells are CD30-negative with pos-
sible rare reactive CD30-positive immunoblasts. In comparison, 
BIA-ALCL is characterized by numerous CD30-positive T cells. 
Current guidelines for the evaluation of suspected BIA-ALCL are 
outlined by the National Comprehensive Cancer Network.6

Previously, a suggestive cytopathologic phenotype was consid-
ered diagnostic of BIA-ALCL.7 Surgical excision of the implant 
and capsule was completed with curative intent, and pathology 
was sent primarily to evaluate for invasive disease. 

This case demonstrates the diagnostic importance of surgical 
pathology in all cases of suspected BIA-ALCL. Sarcoidosis is an 
entity also known to be associated with silicone breast implants 
and can contain reactive CD30-positive cells. It should, therefore, 
be included as a differential diagnosis for late seroma with CD30-
postive aspirate suggestive of BIA-ALCL.8

In this case, surgical pathology revealed noncaseating granu-
lomas consistent with sarcoidosis rather than lymphomatous 
deposits expected in BIA-ALCL. Correct diagnosis is imperative 
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due to disparate treatments. Treatment for sarcoidosis ranges from 
immunosuppressive therapy to observation, whereas treatment of 
advanced BIA-ALCL requires chemotherapy.

The similar clinical presentation between BIA-ALCL and sar-
coidosis with breast involvement should be highlighted as there 
is growing evidence that breast implants may be associated with 
an increased risk for sarcoidosis.9 Waiting for specimen pathology 
prior to initiation of treatment saved this patient from unneces-
sary, potentially harmful chemotherapy, as well as the deleteri-
ous impact of a second cancer diagnosis. Furthermore, implant 
removal and specimen pathology are necessary to adequately eval-
uate the etiology of a late seroma to guide proper treatment.

CONCLUSIONS
Our case demonstrates an atypical presentation of sarcoidosis of 
the breast initially thought to be BIA-ALCL in a woman with 
a late periprosthetic seroma status post textured implant-based 
reconstruction. In cases of late seroma, sarcoidosis must be con-
sidered as a differential diagnosis, and proper diagnostic pathways 
must be followed to confidently rule out BIA-ALCL. First, seroma 
aspirate should be sent for cytology to evaluate for CD30 posi-
tivity. However, CD30 positivity alone is insufficient for diag-
nosis of BIA-ALCL. Other entities, such as sarcoidosis, have also 
been known to cause CD30-positive seromas. If seroma aspirate 
is CD30 positive, surgical pathology of the implant and capsule 
is necessary to correctly elucidate an etiology. Misdiagnoses can 
greatly impact therapeutic management, success of treatment, and 
the psychological well-being of patients.
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