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Abstract

We present a case of a 48-year-old woman with a significant history of atopy. She presented with a 1-month history of dyspnea on exertion. 
Pulmonary function testing was normal, with no obstruction or reversibility post-bronchodilation. Bilateral breast implant rupture was detect-
ed on further investigation for a left upper lobe nodule, and the patient underwent bilateral implant removal. There was an improvement in 
her respiratory symptoms. Systemic symptoms, labeled as “Autoimmune/Inflammatory Syndrome Induced by Adjuvants,” are known to be as-
sociated with breast implants, with 14% of women in a cohort developing autoimmune disease secondary to their implants. An improvement 
in symptoms has been demonstrated following breast implant removal.  
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INTRODUCTION
Silicone breast implants are known to be associated with the presence of non-specific systemic symp-
toms such as myalgia, fatigue, and dyspnea and can induce a syndrome which has been coined the 
“Autoimmune/Inflammatory Syndrome Induced by Adjuvants.” Removal of silicone breast implants 
can result in the improvement in symptoms in a majority of women. 

CASE PRESENTATION
A 48-year-old woman, with a significant history of allergy to multiple agents such as mould, fish, and 
alcohol, presented to the Pulmonary Clinic with a 1-month history of chest tightness associated with 
dyspnea on exertion. She had no significant family history of atopy and was denied occupational or envi-
ronmental exposures. Her previous medical history consisted of chronic sinusitis, retinal detachment, bi-
lateral breast enlargement, and nasal polyps with polypectomy. She had a 25 pack-year smoking history. 

On examination, she was normotensive and not tachypneic. Her oxygen saturations were 96% on 
room air. Lung examination was normal. She was commenced on an albuterol metered-dose inhal-
er (MDI) as required, and pulmonary function testing (PFTs) and a chest X-ray were performed. PFTs 
were normal, with no obstruction and no response to bronchodilation, with normal lung volumes and 
diffusing capacity of the lungs for carbon monoxide (DLCO). The patient had a positive methacholine 
challenge test at 4 mg/mL metacholine with a 22% decrease in FEV1. There was a left upper lobe nod-
ule on chest X-ray; therefore, a chest computed tomography (CT) scan was performed, which showed 
a calcified granuloma in the left upper lobe, enlarged bilateral axillary lymphadenopathy, and an en-
larged left internal mammary lymph node of uncertain significance. A positron emission tomogra-
phy (PET) scan showed no uptake in the granuloma but showed mild hypermetabolic circumferential 
breast parenchyma around the breast implants bilaterally (Figure 1). These findings were suggestive 
of mild intracapsular rupture with reactive adenopathy. A breast magnetic resonance imaging (MRI) 
scan confirmed these findings, with an evidence of bilateral intracapsular rupture with silicone migra-
tion to a left intramammary lymph node and bilateral axillary lymph nodes. There was no evidence of 
breast cancer. The patient underwent bilateral removal and replacement of her breast implants, with 
significant improvement in her respiratory symptoms. 
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DISCUSSION
This case highlights the importance for physicians to consider silicone 
breast implant rupture in women presenting with symptoms of dys-
pnea. In a small case series, eight breast implant patients had findings 
consistent with asthma, with normal PFTs and a positive metacholine 
challenge test, similar to those in our patient. It was hypothesized that 
hexachloroplatinate, a potent sensitizer and component of breast im-
plants, could be the likely primary etiologic agent based on findings 
that were consistent with platinosis in these patients (1).

Our case is also similar to women in a Dutch cohort, in which 45% of the 
women with breast implant rupture presented with symptoms of dys-
pnea. Of the women who underwent implant removal, 69% reported 
improvement in their symptoms (2). They also noted that most of these 
women had pre-existent allergies, similar to the patient in this case.  

Silicone breast implants have been used for cosmetic and recon-
structive purposes since their introduction by Dow Corning in 1962 
(3). Current devices are widely considered to be safe, with the overall 
implant rupture rate 3.5% at 6 years for Inamed implants and 0.9% 
at 3 years for Mentor implants (4, 5). However, breast implants may 
induce a persistent foreign body reaction that has been suggested 
to result in autoimmune and connective tissue disease, particularly 
rheumatoid arthritis and systemic sclerosis (6, 7).

Vasey et al. (8) found a significant increase in body aches, joint pain, 
myalgia, and decreased cognition in patients exposed to silicone; 
this finding was substantiated by Hajdu et al. (9).

The term “ASIA: Autoimmune/Inflammatory Syndrome Induced 
by Adjuvants” was coined in 2011 to describe the spectrum of im-
mune-mediated diseases as the result of adjuvants such as chronic 
silicone exposure (10). 

There have also been case reports of patients presenting with symp-
toms of type IV hypersensitivity to breast implants (11). In this de-
layed reaction, symptoms typically develop from 48 hours to several 
weeks after antigen exposure. Type IV hypersensitivity reactions may 
also develop into granuloma formation, which can then be demon-
strated on lymph node biopsy.

In a small study of patients receiving silicone implants, patients 
demonstrated strong capsular binding of IgG and weak capsular 
binding of IgM. Serum IgE levels were also noted to be higher in patient 
sera than control sera (12). The authors concluded that silicone materials 
do lead to an immune response consisting of anti-silicone antibodies, 
which is most evident immediately adjacent to the implant itself.

CONCLUSION
Although the association between ruptured breast implants and 
systemic symptoms is well reported, to the authors’ knowledge, 
there are no cases of dyspnea on exertion and wheeze because of 
breast implant rupture that improves on implant removal. Physicians 
should consider the possibility that silicone breast implants may be 
the cause of dyspnea.
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Figure 1. PET scan showing mild hypermetabolic circumferen-
tial breast parenchyma around the breast implants bilaterally
PET: positron emission tomography
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