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Introduction

Since the first silicone mammary implant in the early 60’s, 
the use of silicone breast prostheses for reconstructive and 
cosmetic purposes has grown considerably (1). Silicone 
implant leakage is associated with several complications, 
among which mediastinal silicon-induced lymphadenitis 
have been previously reported (2).

Although isolated silicone lymphadenopathy does 
not represent—most of the time—a clinical issue, being 
asymptomatic and not requiring specific treatment, it 
may raise concern for malignancy or metastatic cancer, in 
particular in patients with a past history of breast cancer or 
a present diagnosis of primary tumors of other organs.

Clinical assessment by computed tomography (CT) 
and positron emission tomography (PET) scan can be 
misleading, disclosing enlarged lymph nodes with high 

[18F]-FDG uptake values, thus mimicking metastatic 
lymphadenopathy. 

Here we report a case of a patient with a pathological 
diagnosis of primary lung cancer and clinical contralateral 
mediastinal involvement—a stage IIIB cN3 disease—
potentially excluding from curative resection, in which 
thoracoscopic excision of the lymphadenopathy showed a 
silicon-induced lymphadenitis, thus offering the patient the 
best therapeutic option for lung cancer.

Case presentation

A 62-year-old former smoker woman—with a past history 
of bilateral breast cancer and melanoma—had a chest 
CT during routine oncological follow-up. Twenty and 
three years earlier she underwent left and then right 
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mastectomy for mucinous breast carcinoma and ductal 
infiltrating carcinoma respectively. Mono-lateral left breast 
reconstruction was then performed with silicone prosthesis. 
She then underwent chemotherapy, hormonal treatment 
and radiotherapy. 

A primary adenocarcinoma of the right upper lobe 
with ipsilateral mediastinal involvement (pN2 disease) 
was diagnosed and the patient was submitted to induction 
treatment by cisplatin and gemcitabine. Re-staging by CT 
(Figure 1) and PET-scans disclosed a decrease in size and 
pathological FDG-uptake of both the right upper lobe 
nodule and ipsilateral mediastinal lymphadenopathies; on 
the contrary, a swelling and increase of FDG uptake of the 
left internal mammary chain lymph node was also detected, 
thus suggesting a progressive N3 disease, not amenable 
of curative lung resection. Due to the uncommon site of 
mediastinal lung cancer metastases and to the discrepancy 
between reducing N2 lymph nodes and tumor with 
suspected progressive N3 lymph nodes, we then decided 
to biopsy the increasing lymph node of the left internal 
mammary chain. Because of the close proximity of the 
target lesion to internal mammary vessels and the presence 
of breast prosthesis, CT or ultrasound (US) guided biopsy 
was skipped and the patient underwent left video-assisted 
thoracoscopic (VAT) excisional biopsy of the internal 
mammary lymphadenopathy (Figure 2). 

Definitive histology disclosed distortion of the lymph 
node architecture by histiocytes with vacuolated and clear 
cytoplasm containing silicone compounds, diagnostic for 
mediastinal silicon-induced lymphadenitis due to previously 
unknown breast prosthesis rupture (Figure 3).

Comments

According to the VIII edition of the TNM staging system, 
contralateral mediastinal involvement in primary lung cancer 
is staged as IIIB N3 disease and patients in this stage are 
excluded form surgical resection as curative option (4). For 
this reason, an accurate mediastinal staging is of paramount 
importance in lung cancer: mediastinoscopy—in the past—
and endobronchial ultrasound trans bronchial needle 
aspiration (EBUS-TBNA) during flexible bronchoscopy—
at the present—represent the standard tools for lymph node 
biopsies, thus overcoming false positive findings of clinical 
staging by CT and PET scan (5,6). However, internal 
mammary chains lymph nodes cannot be reached neither by 
mediastinoscopy nor by EBUS-TBNA; for this reason, VAT 
approach is preferred when excisional biopsy of the suspected 

Figure 1 CT scan disclosing primary lung cancer (white arrow), 
ipsilateral mediastinal lymph nodal metastasis (white circle) and 
contralateral mediastinal silicon-induced lymphadenitis (dotted 
circle).

Figure 2 Internal mammary chain VAT lymphadenectomy (3). 
VAT, video-assisted thoracoscopic.
Available online: http://www.asvide.com/article/view/25841

Figure 3 Histology of the resected lymph node: the lymph node 
architecture is distorted by histiocytes with vacuolated and clear 
cytoplasm containing silicone compounds.

Video 1. Internal mammary chain VAT 
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lymphadenopathy is required. Silicon-induced lymphadenitis 
should always be considered—in case of internal mammary 
chain lymphadenopathy in patients with breast implants—as 
potential differential diagnosis with lymph nodal metastases. 
Considering that since the introduction of the first silicone 
breast prosthesis, more than 240 different types and 
8,300 models of breast implants and expanders have been 
manufactured in the United States alone, this misleading 
finding should not be considered as anecdotal (7).

Silicone lymphadenopathy is due to the deposition, in 
one or more lymph nodes, of migrated silicone through 
tissues after clear damage of a silicone-containing 
membrane or through a continued slow bleed of gel 
through an intact surface. Once outside the confines of the 
prosthesis, silicone migrates to regional lymphatic stations 
through macrophages in the reticuloendothelial system. 
Subsequently, a granulomatous reaction to the foreign 
body causes lymph nodes enlargement, posing diagnostic 
challenges, as cancer is often the initial consideration, even 
because of CT and PET positive findings (8).

In conclusion, the chance of silicone lymphadenopathy 
should be considered within the differential diagnosis for 
patients with a proven diagnosis of cancer and mammary 
implants; lymph node biopsy is suggested and the 
assessment of leakage or rupture of the implant should be 
taken into consideration.
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