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These recommendations are systematically developed statements to assist practitioner and patient decisions about appropriate 

health care for specific clinical circumstances. They should be used as an adjunct to sound clinical decision making. 

 

OBJECTIVE 

Alberta clinicians optimize laboratory testing for investigation of suspected galactorrhea  

TARGET POPULATION 

Patients with non-puerperal secretions of milk 

EXCLUSIONS 

None 

RECOMMENDATIONS 
 Evaluate secretions during breast examination 

 Repeat testing if equivocal prolactin results 

 Measure prolactin level at least one hour after a breast examination as breast trauma or 

manipulation can affect prolactin levels 

 Refer to algorithm (Appendix A) for diagnostic options 

BACKGROUND 
Any type of nipple discharge should not be assumed to be galactorrhea.1 Galactorrhea is defined as 

the non-puerperal secretion of milk and can be confirmed if necessary by visualizing fat droplets in 

secretions using low power microscopy.2  

Galactorrhea is rarely seen in intrinsic breast diseases, which are usually associated with purulent, 

clear, yellow (serous) multicoloured or sanguinous discharge.1,2  

Galactorrhea is much more common in women than in men. In women it may be physiological but in 

men it is always pathological. Isolated galactorrhea, with normal menses and normal serum prolactin 

levels, has been estimatedt occur in up to 20% of women at some point in their lives.3 Lactation 

depends on prolactin stimulation of an estrogen-primed breast and may be physiological due to 

peaks of prolactin secondary to episodic secretion, cyclic menstrual hormonal variations, pregnancy, 

a post-lactational state, and many other influencing factors such as sleep, exercise, stress or high 

protein meals.2,4 Pathological causes include most commonly pituitary tumours and drugs, and less 

commonly primary hypothyroidism, chronic renal failure or hepatic disease, and neurogenic 

stimulation from breast manipulation and chest wall lesions.1,2,5  

For women who are hyperprolactinemic, the incidence of galactorrhea is 30 to 80% of cases, 

depending on galactorrhea and estrogen status.6-10 Hyperprolactinemia is found in one-third of 

women with amenorrhea, and in 75% of women who have both amenorrhea and galactorrhea.6 

Thus, measuring serum prolactin levels is indicated in all cases of galactorrhea. 

Incidental pituitary adenomas are found by MRI scanning in 10% of the normal population and the 

prevalence of microadenomas (<1cm diameter) in autopsy series varies from nine to 17%.11-15 About 

40% of microadenomas are prolactin secreting.5,11-13 However, many other pituitary lesions may 



 Laboratory Endocrine Testing: Galactorrhea  |  January 2008 

Clinical Practice Guideline Page 2 of 4 References 

mimic these radiological findings, indicating that an elevated prolactin level coincident with a 

pituitary lesion does not always imply a prolactinoma is present.16-18  

CT and particularly MRI have sensitivities of 50 to 90% for detecting microadenomas including 

prolactinomas.19-25 Unselected series of patients presenting with galactorrhea or amenorrhea/ 

galactorrhea have not been assessed using CT or MRI imaging to more precisely define the incidence 

of hyperprolactinemia and prolactinomas. Approximately 16% of patients with “idiopathic” 

hyperprolactinemia (negative imaging and no other apparent cause) will develop evidence of 

microadenomas in follow-up.5 
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