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We present the case of a 57-year-old woman with a history
of breast implants after augmentation mastopexy and persistent
breast pain for six months. Despite a previous implant exchange
with capsulectomy, the patient experienced a recurrence of symp-
toms for the last six months with a sudden worsening during the
last night. Clinical examination revealed an asymmetry in favour
of the left breast, but otherwise no clear evidence of implant-
associated complication. The reported pain started retrosternally
and radiated to the left scapula and arm. An acute myocardial
infarction was suspected. Subsequent investigations confirmed a
ST-elevation myocardial infarction. The patient received immediate
cardiac catheterization, addressing an acute occlusion of the left
anterior descending artery, followed by dual antiplatelet therapy.
Despite successful treatment of the myocardial infarction, the
patient continued to report pain in her left breast. In addition,
inflammatory markers were significantly elevated. After excluding
other possible sources of infection, sonography confirmed the sus-
picion of an implant infection. A multidisciplinary team approach
guided therapeutic decision-making, balancing the high cardiovas-
cular risk with the need to manage the implant-associated infec-
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tion. Empirical antibiotic therapy and implant removal under se-
doanalgesia facilitated resolution of symptoms and infection. This
case highlights the importance of maintaining a broad differential
diagnosis in patients presenting with breast implant-related con-
cerns, particularly in those with concomitant cardiovascular risk
factors.
© 2024 The Authors. Published by Elsevier Ltd on behalf of British
Association of Plastic, Reconstructive and Aesthetic Surgeons.
This is an open access article under the CC BY-NC-ND license
(http://creativecommons.org/licenses/by-nc-nd/4.0/)

Introduction

The incidence of complications associated with breast implants is on the rise, as the number of
breast augmentation procedures increases. These complications present a challenge to plastic surgeons
and often necessitate careful consideration in treatment.’

Infection after breast implants is a severe complication that can manifest in the acute postoper-
ative period (days to weeks after surgery), the subacute onset (within a few months), or as a late-
onset complication (after more than six months).? The reported incidence rate of breast implant in-
fection ranges from 1.1 % to 2.5 %.3 Acute infections are more likely to present with fever, breast pain,
erythema and drainage. Subacute infections tend to present with chronic pain, persistent drainage
or implant rotation? and increase the risk of capsular contracture. Currently, there is no established
guideline for the optimal treatment of severe infections. One or two-stage procedures, as well as non-
operative management, are potential treatment options.*

In comparison to the symptoms of infection previously outlined, acute chest pain radiating to the
arm, shoulder and abdomen, in addition to discomfort and nausea, are typically described in myocar-
dial infarction.”

Case report

A female patient inquired by phone about the possibility of an appointment at the Plastic Surgery
Outpatient Clinic, for breast pain that had persisted for six months. Within the next hour, the ex-
tremely distressed 57-year-old patient presented to our Plastic Surgery Outpatient Clinic.

The patient had breast implants after an augmentation mastopexy twelve years ago. Three years
prior, she underwent an implant exchange with capsulectomy due to severe bilateral capsular fibrosis
with subacute infection. Six months ago, the symptoms reappeared and became progressively worse.
Clinical examination revealed a slight asymmetry in favour of the left breast, but otherwise no clear
abnormalities such as inflammatory erythema, local hyperthermia or induration.

During the night before admission, the patient experienced a sudden worsening of the pressing
pain. The pain started retrosternally and radiated to the left scapula and arm. The patient presented
with several cardiovascular risk factors, including chronic nicotine abuse, arterial hypertension, and
diabetes mellitus. Because of the pathognomonic pain pattern and the deteriorated general condi-
tion an acute myocardial infarction (AMI) was suspected. Colleagues from the department of internal
medicine took over the further investigation.

The electrocardiogram revealed ST elevations in the anterior leads. The levels of high-sensitive Tro-
ponin I (hsTNI) (38,281 pg/ml) and creatine kinase (CK) (1932 U/1) were found to be significantly ele-
vated, leading to the diagnosis of acute ST-elevation myocardial infarction (STEMI). Additionally, there
was an increase in leukocytes to 16.5 GIGA/l without an apparent focus.

The patient received guideline-compliant therapy and was transferred to the nearest tertiary care
center for cardiac catheterization. Angiography revealed an acute occlusion of the medial left anterior
descending artery (LAD), which was recanalized and treated with a drug eluting stent (DES). Dual
antiplatelet therapy was established.
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Figure 1. Preoperative asymmetry in favour of the left breast.

The patient was readmitted to our hospital for further inpatient care after two days, without car-
diac complications and with improved general condition. Because of suspected mastitis, empirical an-
tibiotic therapy with cefuroxime was started the day before. However, she still reported superficial
pain in her left breast. Inflammatory parameters were elevated (leukocytes 15.2 GIGA/l and C-reactive
protein (CRP) 20.12 mg/dl) on readmission.

The clinical examination demonstrated a persistent asymmetry in favour of the left breast
(Figure 1), accompanied by hyperthermia. A breast ultrasound showed anechoic fluid around the im-
plant with some fibrinous deposits and a slightly thickened capsule. The findings were consistent with
infection.

Blood cultures, urinalysis and chest x-ray were performed to rule out other sources of infection.

Following two days of antibiotic therapy, despite a reduction in inflammatory parameters and car-
diac enzymes (leukocytes 12.0 GIGA/I and CRP 13.98 mg/dl, hsTNI 26,454 pg/ml and CK 190 U/l), there
was no significant improvement in symptoms and the general condition remained deteriorated. Sono-
graphic follow-up of the left breast was performed and 175 ml of cloudy fluid was aspirated, which
was sent for microbiological examination.

In an interdisciplinary case conference with cardiologists, anaesthetists and plastic surgeons, the
treatment options for the implant infection under dual antiplatelet therapy were discussed.

According to European guidelines, it is imperative to sustain dual antiplatelet therapy for a mini-
mum of three months after STEMI and DES® and general anaesthesia is associated with a significantly
higher risk in the first three to six months after AMI.” However, in the case of a symptomatic implant
infection, permanent antibiotic treatment for at least three to six months did not appear to be med-
ically advisable because of increased risk of local progression, systemic spread and the development
of bacterial resistance. In conclusion, early implant removal under sedoanalgesia was decided.

Six days after the cardiac event, the surgery was performed under sedation and local anaesthesia.
The right implant was removed without complications. On the left side, a large amount of peripros-
thetic fluid was drained and a sample taken for bacteriological analysis. The implant was noticeably
yellowish in colour compared to the right side (Figure 2). Inside the capsule remaining within the
breast there was an abundance of sloughy deposits (Figure 3). A sample was taken for histology. A
total capsulectomy was not performed due to the increased risk of bleeding. Given the elevated risk
profile, the patient was transferred to the intensive care unit for two nights for postoperative observa-
tion. The patient reported an immediate improvement in symptoms and a reduction in inflammatory
markers (leukocytes 9.6 GIGA/l and CRP 1.80 mg/dl) was observed. Cytology showed a large number
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Figure 2. Implants after removal, the left implant with a yellowish hue.

Figure 3. Sloughy deposits inside the left capsule.

of leukocytes in the aspirate, a clear indication of an inflammatory reaction. Interestingly, no bacteria
were found, probably due to the already established cefuroxime therapy.

After a total of ten days, the patient was discharged to outpatient follow-up in good general con-
dition. At two and six weeks postoperatively, the patient was symptom-free and satisfied with the
aesthetic result (Figure 4).

Discussion

The difficulty is to differentiate between symptoms of myocardial infarction and implant infection
and subsequently to make the right decision for further management, taking into account the cardio-
vascular risk situation.

The primary complaints in the left breast described for six months could have been symptoms of a
late-onset infection and capsular fibrosis.? Histology confirmed capsular fibrosis. CD30 cells, indicative
of anaplastic large-cell lymphoma (ALCL), were not detected. However, there must have been an acute
infection, given the elevated infection laboratory and the leukocytes found in the cytology.

Although AMI is associated with elevated CRP levels, values of 20 mg/dl or above are uncommon.®
An immune response of the body to myocardial infarction could have caused an acute activation of
a chronic inflammation with accompanying capsular fibrosis resulting in acute infection, necessitating
rapid action. Reduction in leukocyte and CRP values, in addition to the alleviation of symptoms, was
observed shortly after implant removal, which supports the diagnosis of acute implant infection.
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Figure 4. Six weeks after implant removal.

As previously noted, there is no unanimous consensus regarding the optimal management of im-
plant infection.* However, in the case of a symptomatic implant infection, early implant removal ap-
peared to be the best choice.

Local anaesthesia, supplemented by sedation was identified as the preferred method for risk re-
duction. Our case shows that a multidisciplinary approach ensured a high-quality outcome and early
discharge.

Conclusion

This case report illustrates how challenging a medical telephone consultation can be and under-
lines the importance of offering personal consultations.

It is essential to maintain a broad differential diagnosis in patients presenting with uncommon
breast implant-related symptoms, particularly in patients with concomitant cardiovascular risk fac-
tors. By elucidating the diagnostic and therapeutic challenges encountered in this case, we aim to
contribute to the growing body of literature guiding the management of similar clinical scenarios.
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