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Ultrasonography in PIP implant
scanning: A cautionary tale

Sir,

We remain in the midst of the Poly Implant Prothèse (PIP)
fiasco and its attendant acquisition of practical experience.
Since the formal withdrawal of PIP’s devices in March
2010,1 and latterly the lymphoma scare, global advice has
varied with France, Wales and others recommending fun-
ded implant exchange whereas Britain’s National Health
Service (NHS) continues to sanction explantation only.
Given that the vast majority of the estimated 80,000þ UK
implants were through the independent sector (a little over
3000 being undertaken by the NHS), patients find them-
selves in the invidious position of having to make an
informed choice without a strong medical evidence base
and clear advice. News worsened recently2 with the MHRA

extending their recall retrospective to January 2001 so that
now all of PIP’s silicone devices are subject to doubts about
their gel composition.

Most aesthetic breast surgeons will by now have expe-
rienced the spectrum: from women who will accept nothing
less than emergent removal of their PIP devices, with or
without replacement, to those who decline even surgical
consultation so content are they with their augmented
breasts even if a potential health risk may exist. Whilst now
widely accepted that sub-medical grade silicone was used
in a proportion of cases, there has yet to be any evidence of
this being injurious to health. The propensity to early
rupture being at this current time more injurious to wealth
and of the order 16e34% over 5e11 years.3 Because further
surgery is not entirely risk-free, initial advice reiterated
recently4 recommended clinical examination and ultra-
sound scan (USS) on a six-monthly basis. USS is also being
employed by some cosmetic companies as a screening test
for qualification of implant exchange and because it is
neither free from charge nor 100% accurate, we would like
to bring the following cautionary case to wider attention.

This 42-year woman originally underwent transaxillary
breast augmentation with 245 cc PIP devices in mid-2004.
Whilst otherwise satisfied and entirely asymptomatic, she
attended for consultation in December 2010 as part of
a recall study.3 At this time both breasts were soft with
bilateral Baker grade I capsules and no axillary lymphade-
nopathy. USS, however, demonstrated a snowstorm
appearance indicative of bilateral elastomer failure with
extension into both axillary tails suggesting the rupture to
be extra-capsular. Surgical exploration confirmed these
findings (Figure 1). At this time the capsule was noted to

Figure 1 Both PIP implants following surgical exploration
confirming the ultrasonographic findings of bilateral rupture.

Figure 2 Mammographic image of right breast 13 months
after PIP explantation and re-augmentation showing the
features ascribed to free silicone (/) consequent upon device
failure.
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have some granulation, although without macroscopic sili-
cone impregnation, and subtotal capsulectomy ensued
leaving a small portion at the apex only. Allergan Natrelle�
implants were substituted, the post-operative course pro-
ceeded uneventfully and the patient was satisfied.

In January 2012 the patient attended her General
Practitioner with right breast pain and was sent for
mammography. Somewhat surprisingly, this reported
‘lobulated, high density lesions in both upper breasts with
mammographic features compatible with free silicone’
(Figure 2) implying further bilateral implant rupture.
Subsequent USS confirmed the ‘impression of bilateral
intra-capsular rupture’ and further surgical exploration was
planned despite the complete absence of abnormal clinical
findings. At this procedure the capsules were found to be
thin and clean with implants both intact and with no free
fluid/silicone. The only abnormality being a faint yellowish
discolouration at the cephalad limit of the pocket. Both
devices were covered with a thin fibrous ‘pseudocapsule’
and were replaced with new as a precautionary measure.
As before, the patient’s post-operative recovery was
unremarkable.

It is acknowledged that USS is less accurate than MRI,5

but both are a relatively long way from 100% accuracy6

and this false-positive result led to an unnecessary surgical
intervention with all its attendant risks. We surmise that
either the small amount of residual apical capsule, with
microscopic silicone impregnation, or simply peri-capsular
silicone from antecedent extra-capsular PIP rupture even-
tuated in abnormal echogenicity that was mis-diagnosed.
Whilst USS has always been the more operator-dependent
of the imaging modalities, it has numerous attractive
benefits including cost and the lack of ionizing radiation, but
at this trying time we should be mindful of the diagnostic
limits of non-invasive imaging. Recent reports of high-
resolution ultrasound have shown encouraging early
results7 and would appear to be an ideal way of dealing with
the large numbers of patients and minimising false-positive
outcomes.
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Smartphone applications for the
plastic surgeon: An update of
Google’s Android operating system

Recent published articles have paid little reference in
evaluating smartphone applications for the Google
Android operating system with numerous accounts in the
literature evaluating applications that are useful for the
plastic surgeon for Apple’s iPhone.1 Google’s smartphone
operating system has been postulated to supersede iPhone
as a medical platform in 2012.2 Google’s Android operating
system has been present in the market for a few years
now, and with over 180,000 application developers and
over 300,000 applications, it is building momentum as
a valued future supplier of applications. Android, also
referred to as the ‘droid’ is a composition of multiple
manufacturers of mobile technology and market leaders in
telecommunications, which include Samsung, HTC,
Motorola and LG. One advantage the Android handsets
have over the iPhone, is that it contains a mini USB
connector for connectivity with other medical devices,
which has great prospects for future use in the clinical
environment. It also contains a MicroSD card to backup and
transfer data.

Currently, there are a substantial number of surgery/
plastic surgery related applications for the Google Android
operating system.3 It is important to note that these
applications are not only useful to the trainee, but we have
identified many applications that are equally as beneficial
to the plastic surgeon. At the time of writing we searched
the Android online store using the search criteria ‘plastic
surgery; plastic surgeon; surgery’.

Android applications in plastic surgery

Plastic surgery glossary (£0.62) is glossary that provides
a comprehensive list of over 500 terminologies in plastic
surgery. The glossary includes eponyms specific to plastic
surgery with summaries of well-known procedures such as
abdominoplasty. Furthermore, there are also accurate
definitions for commonly used terms such as abrasion and
abscess.
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