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Abstract

Background Breast augmentation is one of the most fre-
quently performed esthetic operations. Galactorrhea and
galactocele formation are both very rare complications.
The real cause still remains unknown, but various risk
factors have been well reported in the literature. This report
concerns a case of postoperativegalactocele following
bilateral breast augmentation via the inframammary
approach with dual-plane insertion of implants, which is
usually considered a protective approach in terms of risk
factors for induction of postoperative galactorrhea.
Methods The patient had no significant surgical, gyneco-
logical or medical history, including galactorrhea or
hyperprolactinemia, and did not present any chest wall
abnormalities. There has been no use of oral contraceptives
or any other drugs. After the surgical procedure, the patient
presented with infection-like symptoms, for which galact-
orrhea or galactocele was initially not considered, mainly
for the absence ofspecific risk factors.

Results After antibiotic and bromocriptine therapy, her
breast returned to normal, with no pain, inflammation,
enlargement or esthetic alterations. After 6 months of fol-
low-up, the patient did not present any abnormality and she
was satisfied with the result.

Conclusion With our report, we want to underline that
galactorrhea and galactocele cannot be ruled out, even in
patients with no risk factors and with procedures
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considered as “protective.” With a fast diagnosis and a
specific therapy, implants and final result can be rescued.
Level of Evidence V This journal requires that authors
assign a level of evidence to each article. For a full
description of these Evidence-Based Medicine ratings,
please refer to the Table of Contents or the online
Instructions to Authors www.springer.com/00266.
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Introduction

Breast augmentation with silicone implants is one of the
most popular cosmetic surgical procedures in Europe and
in the USA [1]. As for all surgical procedures, complica-
tions may occur after surgery. Therefore, an accurate
knowledge of risks and benefits of the procedure and of any
potential postoperative complications is necessary to pro-
vide an accurate and complete patient management. The
most important complications of breast augmentation are
infection, seroma, hematoma, capsular contracture, asym-
metry, palpability and leakage or rupture of the implant [2].
Galactorrhea, instead, is one of the least common compli-
cations of augmentation mammoplasty [3]. It can present
also as a galactocele, with milk accumulation inside the
implant pocket. Due to its rarity, all publications on this
subject have been case reports, except for a retrospective
review recently published by Basile et al. in 2015 [3].
This report concerns a case of postoperative galactocele
following bilateral breast augmentation via the inframam-
mary approach with dual-plane insertion of implants,
which is usually considered a protective approach in terms
of risk factors for induction of postoperative galactorrhea.
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Case Report

A 20-year-old nulliparous woman presented with bilateral
glandular breast atrophy for esthetic breast augmentation
(Fig. 1). She had no significant medical, gynecological or
surgical history. The patient did not use oral contracep-
tives, or any other drugs, and she had no personal history of
galactorrhea or hyperprolactinemia. She did not present
any chest wall abnormalities nor previous surgeries. She
underwent bilateral dual-plane breast augmentation with
275-cc round textured implants (Mentor) and inframam-
mary incision.

There were no complications during the first days, but
on day 4 a murky secretion from the left drainage occurred,
with mild pain and swelling of the breast (Fig. 2). Con-
sidering her medical history and the surgical procedure
with the inframammary incision, considered “protective”
for galactorrhea and galactocele, an infectious cause was
initially hypothesized. We therefore prescribed broad-
spectrum antibiotics. On day 6, drainage secretion was only
about 30 cc and the drainage was therefore removed. No
secretion from the nipple was present.

On day 7, the patient presented only a mild painless left
breast swelling, with a fluid collection in the implant
pocket. We drained 200 cc of liquid from the surgical
wound, which was sent for culture. In the following days,
the patient underwent strict clinical observation for fear of
infection and implant failure.

Fig. 1 Patient’s preoperative front view

Fig. 2 Left breast drainage secretion on fourth postoperative day

She reported daily to our clinic, still presenting with a
mild painless swelling of the left breast, with a daily fluid
collection of about 50 cc drained every time from the
surgical wound. On day 10, the drained fluid presented
with a milky appearance (Fig. 3), for which it was imme-
diately sent for Sudan IV testing for fat droplets. Prolactine
blood levels were also measured. Moreover, we decided to
centrifuge the drained fluid as a preliminary test, and after
centrifugation, it changed into a creamy texture, leading to

|

Fig. 3 Left breast secretion on tenth postoperative day
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Fig. 4 Patient’s postoperative front view (1 month post-op), after
bromocriptine therapy and normalization of prolactin level

the hypothesis of galactocele. The patient promptly
underwent bromocriptine 5 mg/day therapy.

Culture results were negative for bacterial growth after
48 h, but the Sudan IV test was positive. Prolactine levels
were elevated (58.1 ng/dl). Treatment with bromocriptine
5 mg/day was confirmed in association with the previous
oral antibiotics. The following days the secretion from the
wound decreased significantly, and after 1 week, her breast
had returned to normal, with no pain, inflammation,
enlargement or esthetic alterations.

After 2 weeks, the bromocriptine dose was tempered to
2.5 mg daily. One month later, prolactin levels returned to
normal and bromocriptine was suspended. After 6 months
of follow-up, the patient did not present any abnormalities
and she was satisfied with the result (Fig. 4).

Discussion

Galactorrhea is one of the least common complications of
augmentation mammoplasty [3]. However, upon occur-
rence, galactorrhea and galactocele represent a diagnostic
challenge, because its first clinical appearance closely
resembles a postoperative infection [4]. In our experience,
also the fluid that drains from the deep tissues can appear
more like a turbid infectious fluid rather than a milky
secretion, probably because of milky, serum and blood
secretions mixing in the drainage fluid (Fig. 2). Further-
more, the symptomatology is dominated by edema and
pain, resulting from congestion of the mammary lactiferous
lobules, which can mimic an infection.

There are several risk factors that should be considered
when managing this rare complication [5]. Risk of post-
operative galactorrhea is increased by number of preg-
nancies. Breast augmentation should also be performed at
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least 1 year after a delivery and breastfeeding. In addition,
a preoperative history of oral contraceptive use may
increase the risk of galactorrhea after breast surgery.

Incision site may influence the possibility of implant
infection or contamination by milky discharge from breast
tissue when postoperative galactorrhea occurs [6, 7]. With
a periareolar incision and approach, lactiferous duct injury
is unavoidable during the operation. Alternatively, with a
transaxillary or inframammary approach, there is low risk
of damage or injury to lactiferous ducts; thus, the possi-
bility of discharge collection around the implant is reduced.

When the silicone implant is inserted in the subglandular
plane, it will be in contact with breast tissue. Galactorrhea
is closely associated with chronic recurrent mastitis, and if
galactorrhea after augmentation mammoplasty leads to
chronic mastitis, this could result in periprosthetic inflam-
mation [8].

Most of the cases of galactorrhea are associated with an
elevated serum prolactin level. In the general population,
the most common cause of serum prolactin elevation (in
the absence of pregnancy and childbirth) is a prolactin-
secreting prolactinoma of the pituitary gland. Other causes
of elevated serum prolactin levels related to galactorrhea
include increased secretion of TRH (thyroid-releasing
hormone), secondary to hypothyroidism or adrenal insuf-
ficiency, and neuroleptic or psychiatric drugs, such as tri-
cyclic antidepressants, which inhibit the release of
dopamine and can lead to increased serum prolactin levels.

Serum prolactin levels are also elevated by peripheral
stimulus mimicking sucking [7]; a similar stimulus may
occur with manipulation during breast surgery. Skin inci-
sion and compression of breast tissue by implants and
compressive dressings may also elevate serum prolactin
level. It has been reported that hyperprolactinemia and
galactorrhea are caused by various chest wall irritations
including mammoplasty, burns, herpes zoster, trauma and
spinal cord injury [4, 9].

The previous risk factors are universally considered
important for the development of galactorrhea and galac-
tocele. Considering the clinical presentation of our patient
at day 4 post-op and the absence of risk factors, it was
unlikely to think that symptoms were due to an incoming
galactocele. However, the appearance of a milky aspiration
from the periprosthetic collection led us to consider this
rare complication.

According to the medical history of the patient and the
type of surgery performed, we believe that in this case the
triggering factor for the development of galactorrhea was
the breast surgery itself. For this reason, we strongly
believe that surgical trauma during breast surgery could be
the only factor causing galactorrhea and galactocele in our
case. Manipulation of breast tissue during surgery, skin
incision, breast tissue compression can be sufficient factors
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to cause galactorrhea or galactocele. Central stimulus for
milky secretion from breast and mammary stretching dur-
ing and after surgery is certainly the trigging stimulus for
the development of galactorrhea and galactocele in breast
surgery.

In conclusion, galactorrhea and galactocele are uncom-
mon but potentially serious complications after breast
augmentation and should always be considered, also in
patients without any risk factors and with procedures
considered as “protective.” With a fast diagnosis and a
specific therapy, implants and final result can be saved.
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