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ABSTRACT
Background:  Breast Implant Associated Anaplastic Large Cell Lymphoma (BIA-ALCL) is a 
haematological malignancy which may occur in patients with textured breast implant history. 
While typically diagnosed at an early stage with good prognosis, it may present with local residual 
disease due to incomplete surgical excision.
Case presentation: We describe the case of a 42 year-old woman with a history of bilateral breast 
augmentation for cosmetic purposes 21 years prior, who developed recurring seroma of the left 
side. She sought help from her first surgeon who performed 2 breast implant exchange procedures 
placing textured devices and finally a bilateral breast implant removal over the course of two 
decades. The patient did not receive capsulectomies in the previous implant exchanges, and 
received sampling from the anterior capsule in the last procedure, where BIA-ALCL was diagnosed 
on the left side. She was referred to a tertiary cancer center where preoperative workup confirmed 
presence of local residual disease. Following multidisciplinary team management, she underwent 
revision of en-bloc capsulectomy of the left side without need for additional treatments. 
Post-operative course was uneventful with no signs of local recurrences at 18 months follow-up.
Conclusion:  Residual disease in BIA-ALCL may be caused not only by tumor characteristics or 
extent, but also by misdiagnosis or late diagnosis. This case highlights the critical importance of 
thorough surgical excision in BIA-ALCL. The existence of guidelines and clinical practice 
recommendations direct surgeons on how to appropriately recognize and manage symptomatic 
patients in order to treat suspicious cases in a timely manner.

Introduction

Breast Implant-Associated Anaplastic Large Cell 
Lymphoma (BIA-ALCL) is an emerging hematologic 
malignancy arising from the fibrous capsule surround-
ing breast implants [1,2]. Since its original description 
in 1997 [3], BIA-ALCL has gained wide recognition, 
increased awareness and rising attention by the medi-
cal community, which has led to significant global 
changes in the way breast implants are viewed and 
managed [4,5]. As of 20 April 2024, the Global BIA-ALCL 
Network reported 1618 unique cases worldwide [6]. Its 
prevalence which was once considered rare has been 
recently estimated to range from 1 in 300 to 1 in 914 
patients with textured breast implants [7–10]. Its 

potential for morbidity and mortality have made 
BIA-ALCL a focal point of ongoing research in virtually 
all aspects of this malignancy, from etiology to diagno-
sis and management [11].

The proposal of clinical pathways and the develop-
ment of guidelines and recommendations have stan-
dardized the management of confirmed BIA-ALCL 
cases [12–14]. In fact, nearly 85% of instances are now 
identified at an early stage [15]. It has been clarified 
that complete surgical excision with en-bloc capsulec-
tomy and contralateral total intact capsulectomy is the 
most effective approach for improving disease-free 
survival [16,17]. However, some patients might present 
residual disease caused by incomplete surgical 
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resection. Residual disease might be due to tumor 
extension, anatomical constraints, or other surgical 
limitations in patients with advanced disease at time 
of diagnosis [18]. However, there are instances where 
residual disease is caused by misdiagnosis or subopti-
mal management with failure to identify BIA-ALCL 
before undergoing primary surgical treatment. The 
implications of incompletely resected cases are grave 
as they include potentially worse clinical outcomes, 
with risk of recurrence, disease progression, and the 
possible need for additional adjuvant treatments fol-
lowing surgery [19].

Despite the relevance of this issue, the literature 
addressing the management of incompletely resected 
BIA-ALCL remains limited. We present the case of a 
symptomatic patient inadequately managed with pri-
mary surgery, who developed local residual disease 
requiring reoperation.

Case presentation

A 42 year-old patient was referred to our tertiary can-
cer center with a history of recurring seroma of the 
left breast. The patient had undergone bilateral breast 
implant removal with partial capsulectomy 11 months 
prior to her first visit at our institution. The patient 
presented with no notable comorbidities, and had a 
history of bilateral breast augmentation in the sub-
muscular plane with cosmetic indication at age 21 in 
the year 2003. No information could be found regard-
ing the type of implants she had originally received. 
The patient returned to the same surgeon in 2008 
complaining of bilateral seroma, to undergo a first 
bilateral breast implant replacement with textured 
anatomical implants of 425 cc (Sebbin LSA TF 425). In 
2013, she underwent a second implant replacement 
procedure to increase the size with 480 cc implants 
from the same manufacturer (Sebbin LSA TF 480). In 
2017, the patient returned for a check-up where she 

complained of pain and breast volume increase bilat-
erally. At the time, she had received an ultrasound 
scan which identified periprosthetic effusions bilater-
ally, with no lymphadenopathy or palpable masses in 
the breast regions. The effusions were drained without 
analysis, but recurred over the years, when the patient 
sought help from the same surgeon and underwent a 
third revisional procedure in 2022, with a bilateral 
breast implant removal and sampling of the anterior 
periprosthetic capsule. The surgeon sent two speci-
mens from the right side (9 × 1 cm and 3 × 3 cm) and 
one from the left (2 × 1 cm). Histopathological report of 
the specimen found ‘Acellular amorphic proteinaceous 
material’ on the right side, and ‘Sclero-hyaline fibrous 
tissue with lymphocyte-monocyte inflammation, 
requiring correlation with the clinical presentation’ on 
the left side. Despite the explantation, seroma still 
recurred on the left side, and was sent for cytopatho-
logical testing which identified ‘a population of atypi-
cal pleomorphic cells with irregular contours suggestive 
of a lymphoproliferative process with CD30+ elements’ 
for which further diagnostic testing was advised. For 
this reason, the patient sought treatment at our insti-
tution where the case was managed by a multidisci-
plinary team (MDT) featuring a plastic surgeon, an 
hematopathologist, a hematologist, an oncologist, a 
radiotherapist, a surgical oncologist, and a breast 
imaging radiologist Figure 1. The original histological 
specimen from the capsule sampling was reviewed by 
a hematopathologist from our referral center, who 
identified occasional sparse large atypical CD30+ cells 
that were deemed compatible with BIA-ALCL diagno-
sis. Anaplastic cells presented the following pheno-
type: CD30+, CD3-, CD7-, CD5-, CD4-, CD8-, Granzyme 
B+/-, TIA1-, ALK1-, PAX5-, CD79a-, CD68-, CD15-/+. The 
patient received an ultrasound scan with fine-needle 
aspiration cytology of the recurring effusion which 
confirmed an atypical CD30+ lymphoproliferative pro-
cess. Total body scanning with positron emission 

Figure 1.  Clinical presentation of the BIA-ALCL patient when referred to our institution, 11 months after bilateral breast implant 
removal, with recurring left breast swelling, shown in frontal, lateral and oblique views.
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tomography/computerized tomography (PET/CT) was 
performed in a different facility in closer proximity to 
the patient’s domicile, revealing a 67 × 20 mm area of 
seroma in the left breast region with focal 18F-FDG 
(Fluorodeoxyglucose) uptake (SUV max 1.8). No other 
areas of uptake could be located in all other explored 
body segments. The patient also received magnetic 
resonance imaging (MRI) of both breasts with contrast 
medium to complete preoperative staging, confirming 
the seroma of the left side. Slides of the specimen 
from the previous surgery were reviewed by the hema-
topathologist who deemed the findings sufficient for 
identifying BIA-ALCL with early infiltration of the peri-
prosthetic capsule (pT2 according to the proposed MD 
Anderson-TNM staging system) [20]. Three weeks after 
the initial visit, the patient underwent radicalization 
surgery with en-bloc capsulectomy containing only 
150 cc of serous effusion without implant Figure 2. The 
liquid contents were sent for culture and cytopatho-
logical testing while the solid specimen was sent for 
histopathological examination. Additionally, the patient 
underwent sentinel lymph node biopsy of 2 axillary 
nodes identified preoperatively through segmental 
lymphoscintigraphy. Lymph nodes presented chronic 
reactive silicone-associated lymphadenopathy with no 
signs of lymph node metastasis. Histology report of 
the capsule revealed cell aggregates infiltrating the 
periprosthetic capsule, but clear resection margins and 
no signs of infiltration beyond the capsule. As such, 
the patient received a stage IC (pT3pN0M0). 

Post-operative course was uneventful, and no further 
adjuvant treatments were deemed necessary by the 
MDT. She continued her stringent monitoring protocol, 
with post-op PET/CT at 6, 12 and 18 months from sur-
gery showing no signs of local or distant disease 
recurrence. As it stands, the patient is still continuing 
her follow-up visits and scans, with a disease free sur-
vival beyond 18 months.

Discussion

The patient was diagnosed with BIA-ALCL never hav-
ing undergone adequate surgical treatment: she had 
implant removal with partial capsule sampling which 
was supposedly not diagnostic for BIA-ALCL in the 
center where the histological sample was first ana-
lyzed. The reassessment of the slides in a specialized 
referral center demonstrated that the samples were 
diagnostic for the malignancy. In fact seroma still built 
up despite the implant removal. The combination of 
these elements suggest that our patient had a resid-
ual/inadequately managed disease. Findings from liter-
ature corroborate the fact that residual disease in 
BIA-ALCL patients may sometimes be caused by misdi-
agnosis or diagnostic delayed owed to inappropriate 
management, similarly to what was presented in our 
case. In fact, we are aware of one other description of 
local residual disease where one symptomatic patient 
had recurrent seromas 2 years after replacement of a 
textured implant with a smooth one, with incomplete 
removal of the capsule. Diagnosis was obtained after 
the latter surgery, although it was reported that the 
patient was successfully treated with re-explantation 
and complete capsulectomy [21]. To avoid similar 
cases, it is of pivotal importance to recognize the signs 
and symptoms, as the management of symptomatic 
cases has been made abundantly clear in national and 
international recommendations and guidelines [11,12]. 
Suspicious cases with a clinical presentation that is 
compatible with the malignancy such as recurrent 
seromas should receive complete diagnostic testing 
including morphology, CD30 immunohistochemistry 
and flow cytometry. Sending samples of the effusion 
for analysis in suspicious cases should be of para-
mount importance to exclude malignancies before any 
surgical intervention [22]. Additionally, surgical speci-
mens from confirmed cases should be submitted pos-
sibly fresh and intact to the pathologist only containing 
landmark sutures, and should be evaluated within 24 h 
onto 12 strategic regional biopsies in a standardized 
approach [23]. Cases of equivocal pathology should be 
managed by seeking secondary review in a tertiary 
referral center for BIA-ALCL [24]. Nevertheless, it should 

Figure 2. S urgical specimen of the intact secondary capsulec-
tomy with seroma without implant, sent to pathology with 
landmark sutures.
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be acknowledged how there are contrasting opinions 
regarding the use of diagnostic imaging for follow-up 
in patients with implants. In fact, we acknowledge the 
UK guidelines according to which routine radiological 
surveillance to assess implant health is not recom-
mended, advocating for only symptom-driven assess-
ments [25]. Yet, we advocate in favor of erring on the 
side of caution, providing recommendations similar to 
those from the US Food and Drug Administration’s 
breast implant screening recommendations. The latter 
state that patients should have a first imaging test at 
5-6 years after initial implantation and then every 
2-3 years thereafter, ultrasound or MRI, even if they are 
asymptomatic [26].

It should be addressed how local residual BIA-ALCL 
may in other instances be a consequence of an 
advanced malignancy (i.e. tumor extension beyond the 
periprosthetic capsule), despite timely surgery and a 
seemingly appropriate treatment strategy in accor-
dance with guidelines and recommendations [27]. 
Indeed, surgical control of excision margins should 
always be sought whenever possible as the mainstay 
of treatment, since surgical management with com-
plete surgical excision is currently the only demon-
strated way to achieve optimal event-free survival [17]. 
However, clear surgical margins may not always be 
achieved due to chest wall invasion, which has some-
times required invasive chest wall resections and 
reconstructions that were associated with relevant 
morbidity [28,29]. Efforts should be made to achieve 
oncological radicality, due to its importance for improv-
ing disease-free survival [14]. However, this may not 
always be possible, either because of tumor extension, 
anatomical constraints, or even patient frailty. In fact, 
we previously reported a case of focal invasion of the 
posterior chest wall in a frail patient which could not 
undergo reoperation but who was successfully man-
aged with adjuvant radiotherapy [15]. According to the 
National Comprehensive Cancer Network (NCCN)’s rec-
ommendations on BIA-ALCL, local residual disease due 
to incomplete surgical excision should be discussed 
with a multidisciplinary team, and should take into 
consideration adjuvant treatment options, or even sys-
temic therapy should radiotherapy not be feasible 
[21,28]. However, effectiveness of adjuvant strategies 
in advanced BIA-ALCL cases is currently based on few 
anecdotal reports and small retrospective studies [16].

Finally, this case report is an example of how human 
factors may come into play and lead to diagnostic delay 
of BIA-ALCL. These factors include not recognizing a 
clinical presentation that was suggestive of BIA-ALCL, 
not abiding by national or international guidelines by 
performing ultrasound-guided fine needle aspiration of 

the effusion, taking the patient to surgery before hav-
ing reached a conclusive diagnosis, and not having 
referred the patient to a referral center in case of dubi-
ous diagnosis. The patient’s implant history spans over 
a period of approximately two decades. We are unable 
to identify the exact moment when BIA-ALCL may have 
been developed as there was no defining trait that dis-
tinguished the last episode of late seroma from the first 
ones. What made the difference was the use of diag-
nostic tools which had not been used in previous times 
causing a diagnostic delay. Hopefully, this will serve as 
a cautionary tale, improving awareness of BIA-ALCL and 
encouraging practitioners to use current guidelines for 
the appropriate management of this malignancy.

Conclusion

Misdiagnosing BIA-ALCL or delaying its identification 
with suboptimal treatment have been associated with 
residual disease which may cause worst prognosis and 
progression into advanced disease. Management by a 
multidisciplinary team is fundamental in managing any 
suspicious or confirmed case of BIA-ALCL. Whenever 
possible, reoperation should be attempted to improve 
disease-free survival. Adjuvant treatment modalities 
should be discussed in the multidisciplinary setting 
according to disease and patient characteristics. The 
best strategy to prevent misdiagnosis of diagnostic 
delay from happening is to continue improving aware-
ness of the disease, encouraging the recognition of 
the clinical presentation as well as the implementation 
of current guidelines for its management. Finally, any 
dubious case should be referred to referral centers 
specialized in the treatment of such patients, as sec-
ondary salvage procedures may expectedly be more 
complex that primary ones, threatening patient sur-
vival in terms of morbidity as well as mortality.

Conflict of interest disclosure Statement

All authors hereby certify, that to the best of their knowl-
edge no financial support or benefits has been received, nei-
ther by themselves directly, nor by any member of their 
immediate family or any individual or entity with whom or 
with which they may have a significant relationship from any 
commercial source which is related directly or indirectly to 
the scientific work which is reported on in the article. None 
of the authors has a financial interest in any of the products, 
devices, or drugs mentioned in this manuscript.

Funding statement

This research received no grant of any kind from any funding 
agency in the public, commercial, or not-for-profit sectors.



Case Reports in Plastic Surgery and Hand Surgery 5

Statement of human and animal rights, 
or  ethical approval

This article does not contain research performed on human 
subjects or animals. Not applicable. For this type of study 
informed ethical review board approval consent is not 
required.

Statement on informed consent

For this type of study, patient provided specific informed 
consent.

ORCID

Fabio Santanelli di Pompeo  http://orcid.org/0000-0002- 
1217-3668
Guido Firmani  http://orcid.org/0000-0002-5806-1530
Arianna Di Napoli  http://orcid.org/0000-0002-3159-5380
Theodor Mareș  http://orcid.org/0000-0002-0265-4855
Michail Sorotos  http://orcid.org/0000-0002-4822-3794

References

	 [1]	 Santanelli di Pompeo F, Clemens MW, Atlan M, et  al. 
2022 practice recommendation updates from the World 
Consensus Conference on BIA-ALCL. Aesthet Surg J. 
2022;42(11):1262–1278. doi: 10.1093/asj/sjac133.

	 [2]	 Santanelli di Pompeo F, Sorotos M, Clemens MW, et  al. 
Mortality rate in breast implant surgery: is an addition-
al procedure worthwhile to mitigate BIA-ALCL risk? 
Aesthetic Plast Surg. 2023;47(3):914–926. doi: 10.1007/
s00266-022-03138-5.

	 [3]	 Keech JA, Jr, Creech BJ. Anaplastic T-cell lymphoma in 
proximity to a saline-filled breast implant. Plast Reconstr 
Surg. 1997;100(2):554–555. doi: 10.1097/00006534-19970 
8000-00065.

	 [4]	 Santanelli di Pompeo F, Paolini G, Firmani G, et  al. 
History of breast implants: back to the future. JPRAS 
Open. 2022;32:166–177. doi: 10.1016/j.jpra.2022.02.004.

	 [5]	 Santanelli Di Pompeo F, Panagiotakos D, Firmani G, et  al. 
BIA-ALCL epidemiological findings from a retrospective 
study of 248 cases extracted from relevant case reports 
and series: a systematic review. [published correction ap-
pears in Aesthet Surg J. 2023 Feb 22;:]Aesthet Surg J. 
2023;43(5):545–555. doi: 10.1093/asj/sjac312.

	 [6]	 Clemens MW. ‘Breast implant associated malignancies: a 
10 years prospective study’; 2024. in 9th International 
Breast Surgery Workshop & 5th World Consensus 
Conference on BIA-ALCL - Day 2. Available at: https://
www.youtube.com/live/AmdGtD3ev9E?si=Wjjfe0gBee3- 
Z-2k&t=26436. (Accessed: 22 April 2024).

	 [7]	 Cordeiro PG, Ghione P, Ni A, et  al. Risk of breast im-
plant associated anaplastic large cell lymphoma 
(BIA-ALCL) in a cohort of 3546 women prospectively 
followed long term after reconstruction with textured 
breast implants. J Plast Reconstr Aesthet Surg. 
2020;73(5):841–846. doi: 10.1016/j.bjps.2019.11.064.

	 [8]	 Santanelli di Pompeo F, Sorotos M, Clemens MW, , et  al. 
Breast Implant-Associated Anaplastic Large Cell Lymphoma 
(BIA-ALCL): review of epidemiology and prevalence 

Assessment in Europe. Aesthet Surg J. 2021;41(9):1014–
1025. doi: 10.1093/asj/sjaa285.

	 [9]	 Kolasiński J, Sorotos M, Firmani G, et  al. BIA-ALCL epi-
demiology in an aesthetic breast surgery cohort of 
1501 patients. Aesthet Surg J. 2023;43(11):1258–1268. 
doi: 10.1093/asj/sjad181.

	[10]	 Santanelli di Pompeo F, Clemens MW, Paolini G, et  al. 
Epidemiology of breast implant-associated anaplastic 
large cell lymphoma in the United States: a systematic 
review. Aesthet Surg J. 2023;44(1):NP32–NP40. doi: 
10.1093/asj/sjad279.

	[11]	 Clemens MW, Brody GS, Mahabir RC, et al. How to Diagnose 
and Treat Breast Implant-Associated Anaplastic Large Cell 
Lymphoma. Plast Reconstr Surg. 2018;141(4):586e–599e. 
doi: 10.1097/PRS.0000000000004262.

	[12]	 Santanelli di Pompeo F, Laporta R, Sorotos M, et  al. 
Breast Implant-Associated Anaplastic Large Cell 
Lymphoma: proposal for a Monitoring Protocol. Plast 
Reconstr Surg. 2015;136(2):144e–151e. doi: 10.1097/
PRS.0000000000001416.

	[13]	 Clemens MW, Horwitz SM. NCCN consensus guidelines for 
the diagnosis and management of breast implant-associated 
anaplastic large cell lymphoma. Aesthet Surg J. 
2017;37(3):285–289. doi: 10.1093/asj/sjw259.

	[14]	 Clemens MW, Jacobsen ED, Horwitz SM. 2019 NCCN 
Consensus guidelines on the diagnosis and treatment 
of breast implant-associated anaplastic large cell lym-
phoma (BIA-ALCL). Aesthet Surg J. 2019;39(Suppl_1):S3–
S13. doi: 10.1093/asj/sjy331.

	[15]	 Lee JH. Breast implant-associated anaplastic large-cell 
lymphoma (BIA-ALCL). Yeungnam Univ J Med. 
2021;38(3):175–182. doi: 10.12701/yujm.2020.00801.

	[16]	 Tevis SE, Hunt KK, Clemens MW. Stepwise en bloc resec-
tion of breast implant-associated anaplastic large cell 
lymphoma with oncologic considerations. Aesthet Surg J 
Open Forum. 2019;1(1):ojz005 doi: 10.1093/asjof/ojz005.

	[17]	 Clemens MW, Medeiros LJ, Butler CE, et  al. Complete 
surgical excision is essential for the management of pa-
tients with breast implant-associated anaplastic 
large-cell lymphoma. J Clin Oncol. 2016;34(2):160–168. 
doi: 10.1200/JCO.2015.63.3412.

	[18]	 Di Napoli A, Firmani G, Sorotos M, et  al. Successful 
treatment of a patient with breast implant-associated 
anaplastic large cell lymphoma with local residual dis-
ease: a case report. Ann Plast Surg. 2022;88(2):152–156. 
doi: 10.1097/SAP.0000000000003033.

	[19]	 Collins MS, Miranda RN, Medeiros LJ, et al. Characteristics 
and treatment of advanced breast implant-associated 
anaplastic large cell lymphoma. Plast Reconstr Surg. 
2019;143:41S–50S: doi: 10.1097/PRS.0000000000005568.

	[20]	 Clemens MW, DeCoster RC, Fairchild B, et  al. Finding 
consensus after two decades of breast implant-associated 
anaplastic large cell lymphoma. Semin Plast Surg. 
2019;33(4):270–278. doi: 10.1055/s-0039-1696998.

	[21]	 Mehta-Shah N, Clemens MW, Horwitz SM. How I treat 
breast implant-associated anaplastic large cell lympho-
ma. Blood. 2018;132(18):1889–1898. doi: 10.1182/
blood-2018-03-785972.

	[22]	 Asaad M, Offodile AC, Santanelli Di Pompeo F, et  al. 
Management of symptomatic patients with textured 
implants. Plast Reconstr Surg. 2021;147(5S):58S–68S. 
doi: 10.1097/PRS.0000000000008047.

http://orcid.org/0000-0002-1217-3668
http://orcid.org/0000-0002-1217-3668
https://doi.org/10.1093/asj/sjac133
https://doi.org/10.1007/s00266-022-03138-5
https://doi.org/10.1007/s00266-022-03138-5
https://doi.org/10.1097/00006534-199708000-00065
https://doi.org/10.1097/00006534-199708000-00065
https://doi.org/10.1016/j.jpra.2022.02.004
https://doi.org/10.1093/asj/sjac312
https://www.youtube.com/live/AmdGtD3ev9E?si=Wjjfe0gBee3-Z-2k&t=26436
https://www.youtube.com/live/AmdGtD3ev9E?si=Wjjfe0gBee3-Z-2k&t=26436
https://www.youtube.com/live/AmdGtD3ev9E?si=Wjjfe0gBee3-Z-2k&t=26436
https://doi.org/10.1016/j.bjps.2019.11.064
https://doi.org/10.1093/asj/sjaa285
https://doi.org/10.1093/asj/sjad181
https://doi.org/10.1093/asj/sjad279
https://doi.org/10.1097/PRS.0000000000004262
https://doi.org/10.1097/PRS.0000000000001416
https://doi.org/10.1097/PRS.0000000000001416
https://doi.org/10.1093/asj/sjw259
https://doi.org/10.1093/asj/sjy331
https://doi.org/10.12701/yujm.2020.00801
https://doi.org/10.1093/asjof/ojz005
https://doi.org/10.1200/JCO.2015.63.3412
https://doi.org/10.1097/SAP.0000000000003033
https://doi.org/10.1097/PRS.0000000000005568
https://doi.org/10.1055/s-0039-1696998
https://doi.org/10.1182/blood-2018-03-785972
https://doi.org/10.1182/blood-2018-03-785972
https://doi.org/10.1097/PRS.0000000000008047


6 F. SANTANELLI DI POMPEO ET AL.

	[23]	 Jaffe ES, Ashar BS, Clemens MW, et  al. Best practices 
guideline for the pathologic diagnosis of breast 
implant-associated anaplastic large-cell lymphoma. J Clin 
Oncol. 2020;38(10):1102–1111. doi: 10.1200/JCO.19.02778.

	[24]	 Horwitz SM, Ansell S. NCCN clinical practice guidelines 
in oncology (NCCN Guidelines®) T-Cell Lymphomas - 
Version 3.2024, NCCN; 2024. Available at: https://www.
nccn.org/professionals/physician_gls/pdf/t-cell.pdf. 
(Accessed: 28 April 2024).

	[25]	 Turton P, El-Sharkawi D, Lyburn I, et  al. UK guidelines 
on the diagnosis and treatment of breast 
implant-associated anaplastic large cell lymphoma on 
behalf of the medicines and healthcare products regu-
latory agency plastic, reconstructive and aesthetic sur-
gery expert advisory group. Br J Haematol. 
2021;192(3):444–458. doi: 10.1111/bjh.17194.

	[26]	 Food and Drug Administration. ‘Breast implants - certain 
labeling recommendations to improve patient communica-
tion’; 2019. Available at: https://www.fda.gov/media/131885/
download. (Accessed: 28 October 2024).

	[27]	 Horwitz SM, Ansell S, Ai WZ, et  al. T-cell lymphomas, 
version 2.2022, NCCN clinical practice guidelines in on-
cology. J Natl Compr Canc Netw. 2022;20(3):285–308. 
doi: 10.6004/jnccn.2022.0015.

	[28]	 Coombs DM, Aliotta R, Jagadeesh D, et  al. Breast 
implant-associated anaplastic large cell lymphoma with 
invasive chest wall masses. Ann Plast Surg. 2021;87(4):409–
414. doi: 10.1097/SAP.0000000000002910.

	[29]	 Premji S, Barbieri A, Roth C, et  al. An unusual case of 
breast implant-associated anaplastic large cell lympho-
ma. Case Rep Hematol. 2022;2022:4700787. doi: 
10.1155/2022/4700787.

https://doi.org/10.1200/JCO.19.02778
https://www.nccn.org/professionals/physician_gls/pdf/t-cell.pdf
https://www.nccn.org/professionals/physician_gls/pdf/t-cell.pdf
https://doi.org/10.1111/bjh.17194
https://www.fda.gov/media/131885/download
https://www.fda.gov/media/131885/download
https://doi.org/10.6004/jnccn.2022.0015
https://doi.org/10.1097/SAP.0000000000002910
https://doi.org/10.1155/2022/4700787

	Secondary intact capsulectomy with seroma without implant: revision of an incomplete treatment of BIA-ALCL  a case report
	ABSTRACT
	Introduction
	Case presentation
	Discussion
	Conclusion
	Conflict of interest disclosure Statement
	Funding statement
	Statement of human and animal rights, or ethical approval
	Statement on informed consent
	ORCID
	References


