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V/O: You’re listening to an audio module from BMJ Learning.  

 

Alison: Hello, I’m Dr Alison Walker, a clinical editor at BMJ Learning.  In 

this module we discuss the diagnosis and management of breast 

pain.  Here to talk to us is Dr Sarah Jarvis, a GP in London, medical 

broadcaster, and formerly Women’s Health Spokesperson for the 

Royal College of General Practitioners.  Hello Sarah, thanks for 

joining us. 

 

Sarah: Pleasure to be here.   

 

Alison: Alright to kick off with then, what do we mean by breast pain?  

 

Sarah: It’s not quite as easy a definition as you might think.  Patients know 

what they mean by breast pain.  They think it’s pain in their breast, 

but interestingly sometimes you can get pain which patients will feel 

in the breast but which actually comes from the ribs or the chest 

underneath.  But most patients are going to be presenting with real 
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breast pain.  That could be anything from mild discomfort on three 

or four days a month before their period, to severe pain which has a 

significant impact on their quality of life. 

 

Alison: Okay so if we were trying to run through the causes of breast pain 

what would be going through our head? 

 

Sarah: The most common cause is cyclical breast pain, in other words it 

relates to your menstrual cycle.  Therefore by definition of course it 

doesn’t affect women after the menopause.  The most common 

time to get that is between the ages of about 30 and 50.  The vast 

majority of those causes are hormonal.  It could be simple changes 

in hormones with the menstrual cycle.  It could be related to 

hormones that the woman is taking.  So of course after the 

menopause she could be taking HRT, which is a common cause in 

those women at that age but also, of course, oral contraceptives.   

But we do need to bear in mind that non-cyclical breast pain 

happens as well.  That tends to be less diffuse.  It tends to be 

localised to one breast.  It’ll often be in one quadrant of one breast 

and it tends to present in women who are older. 

 

Alison: Okay so thinking about the history then of a patient with cyclical 

breast pain.  What would you be looking for in the history? 

 

Sarah: Well you’re quite right to make a distinction between cyclical breast 

pain and what we call cyclical mastalgia.  But it might be quite a 
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subtle distinction, because most women can expect to have some 

premenstrual breast pain, usually for about maybe one to four days 

coming up to their period.  That may often be fairly mild but it may 

be more marked for instance after having a baby.  Their cycle may 

change.  Their hormone profile may change if they change their 

method of oral contraception or indeed of long acting reversible 

contraceptives, because progesterone can have an impact on 

cyclical mastalgia as well. 

However, cyclical mastalgia tends to be a definition that we use 

when pain is more severe and usually when it’s lasted for more 

than seven days a month.  If we look overall at profiles of women 

we would reckon about one in five women meets the criteria for this 

more severe, more long standing pain.  So cyclical mastalgia rather 

than simply cyclical breast pain.  It can be present to a lesser 

degree during the entire cycle.  But it tends to be most marked in 

the few days leading up to the period and to ease off afterwards.   

Technically it can be anywhere in the breast.  It’s often diffuse.  It’s 

often bilateral although, of course, it can be more severe in one 

breast than another, simply because women will often have more 

breast tissue in one area than another.  The majority of women’s 

breast pain is in the upper outer quadrant and that is where women 

tend to get the most marked pain. 

The pain is often described as dull, aching, heavy, and of course 

it’s important to know how much of an impact it’s having on the 

patient’s life.  Is it disrupting their sleep?  Is it having an impact on 

their work?  Have they had any previous investigations for it?  

Women with cyclical mastalgia may well have had fibrocystic 

changes in the past.  May well have been investigated or at least 

have presented before.  
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Alison: Okay, thank you.  That’s very comprehensive.  What about women 

who have non-cyclical breast pain.  What would you be looking for 

then in the history? 

 

Sarah: Well it’s less common but perhaps we would worry more about it 

because it tends to be unilateral and it’s more likely to focus within 

one quadrant of one breast.  A minority are explained by 

pregnancy, by trauma, possibly by breast cancer, possibly by 

mastitis, breast cysts, etc.  But interestingly a lot of women with 

breast pain will not have, for non-cyclical causes at least, a cause 

which is diagnosed. 

It is very important particularly however in non-cyclical mastalgia to 

tease out what hormones they’re taking or what other medications 

they’re taking.  We reckon somewhere between one in six  and one 

in four woman who have non-cyclical mastalgia actually have it 

related to hormones that they are taking, often combined hormone 

therapies.  Other drugs would include antidepressants, 

spironalactone, digoxin and atypical antipsychotics. 

 

Alison: A lot of women will come because they’re frightened of cancer.  I 

guess we ought to sort of tease that out a bit in the history.  

Anything particular you ought to be asking for there? 

 

Sarah: Well I think women as well as doctors are very concerned about 

breast cancer, largely because of course we know that it is 

incredibly common.  It is the single most common cancer in the UK 
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despite the fact that the vast majority of breast cancers, not all of 

course, affect women.  But of course what that also means is that a 

very large number of women are going to have a family history of 

breast cancer which is, in fact, not related or not pertinent to them.  

Over 90% of breast cancers do not have an underlying genetic 

familial cause.  Just because a woman has one family member, 

even a first degree family member, a mother or sibling who’s had 

breast cancer, does not necessarily mean that she is at higher risk 

of breast cancer. 

However having more than one family member, especially on the 

same side of the family, would certainly be a cause for concern.  

Indeed if there’s also a history of ovarian cancer you would want to 

think very carefully about whether there might be a genetic link. 

 

Alison: Okay, thank you.  So then of course it’s very important to make a 

careful examination of these women.  What would you be looking 

for in the examination? 

 

Sarah: I would always examine a woman’s breasts.  Interestingly the 

likelihood of any significant findings if a woman has presented only 

with mastalgia and not with a lump, not with nipple discharge, and 

so on is actually relatively, in fact probably very small.  However 

medicolegally it’s absolutely necessary.  Indeed I would certainly 

recommend that a woman’s examined or certainly seen on more 

than one occasion when she presents with any symptoms, ideally 

at different times in her cycle.  I would always examine her on both 

occasions. 
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So effectively we’re looking for the same things that we would be 

looking for with a woman when we were thinking about breast 

awareness.  First of all we want to look at the external appearance 

of the breasts.  I always explain to women that they can look at 

their breasts with their arms down by their sides, put their hands on 

their hips in order to tighten those muscles and then of course put 

their arms up above the head.  What they’re particularly looking for 

there is any change in the contour of the breast, which may not be 

evident with their hands down by their sides.  Effectively I explain to 

them they’re looking to see if there’s some tethering as if 

something’s puckering the skin, tethering it from the inside. 

You would always want to look at the nipples.  You’d want to see 

whether or not there was any nipple eczema, any peau d’orange 

around the skin, the so called peau d’orange change of the skin, 

suggesting an underlying lesion not on the nipple.  But on the 

nipple itself dry skin and nipple eczema.  You’d want to ask about, 

but of course you’d also want to look for nipple discharge, 

particularly blood stained discharge. 

I would then examine the woman lying flat on her back.  If 

necessary roll her over onto one side.  Get her to stretch her arm 

right out behind her in order to spread that breast tissue out to 

make examination more easy, either if she has full breasts or if she 

has a comfortable, an exaggerated body habitus shall we say.  

Women of a high body mass index.  So for those it may be slightly 

more difficult examining with the flat of the fingers.  It’s the most 

sensitive part rather than poking in with the tip of the fingers or 

examining with the flat of the palm.  Or examining one quarter at a 

time we’re going right up into the armpit to make sure that we get 

that mammary tail.  We’re examining for changes. 



7	  
	  

Now one of the big problems of course we have is that in the past 

we used to recommend regular breast examination by a doctor, 

believe it or not, many years ago and then regular breast self 

examination.  We no longer routinely recommend that because so 

many more women were being referred with false positives.  There 

appeared to be little or no increase in the uptake of true positives.  

So of course the problem we have is that a woman checking her 

breasts for the first time is automatically, almost inevitably, going to 

find that they are lumpy and we are likely to do the same thing. 

So because we haven’t examined the woman’s breasts before we 

are not going to know how lumpy her breasts normally are.  Many 

women have diffuse fibrocystic change.  But of course what you’re 

also looking for is a particular lump, a lump in a pre-existing area of 

nodularity, particularly one that is fixed either to the overlying skin 

or to the underlying muscle.  We would then go on and check the 

axilli and of course the supraclavicular area for lymphadenopathy. 

 

Alison: Yes thank you.  So of course if you find a lump obviously you make 

an immediate referral. 

 

Sarah: Absolutely.  A single diffuse lump or a single lump rather whether or 

not it is in an area of diffuse lumpiness is always an indication for 

fast track, two week, referral.  Indeed many patients if you’re not 

absolutely certain, if you feel that the likelihood is that this is very 

diffuse, there is no specific lump, you could get them back at 

another time in their menstrual cycle.  But you would absolutely 

never reassure them that they can go away and forget all about it. 
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Alison: Yes.  What would you be looking for in the history and examination 

about other acute local lesions? 

 

Sarah: Well that’s a very good point because of course when I think about 

mastalgia, I think about breast pain.  I’m not thinking about mastitis 

or abscess.  But you’re quite right of course both of those can 

cause breast pain.  They would tend to be much more acute and 

they would often be associated with other clinical findings.  The 

other thing we just need to bear in mind is that extra mammary pain 

that we talked about before because costochondritis, Tietze’s 

syndrome, is not an entirely uncommon presenting feature.  

Probably about 5% of women who were referred in one study to a 

breast clinic actually were found to have Tietze’s syndrome, 

costochondritis, rather than an actual mammary pain. 

So the symptoms that you would get, I don’t think in 22 years I’ve 

ever had a woman present to me with mastitis or an abscess 

coming in to tell me she’s got breast pain.  She will say her breast 

is red and hot and sore.  Often she’ll feel systemically unwell.  She 

may have fevers and chills.  But she won’t come in saying she’s 

“Got pain.”  She will come in saying she’s “In agony.”  Often she’ll 

feel generally unwell.  She’ll feel tired.  She’ll have generalised 

myalgia. 

Some of course episodes of mastitis can then give rise to 

abscesses.  They would be fluctuant swellings.  So when you’re 

examining the breast as well as looking for symptoms of breast 

cancer and as well as looking for things that might be related to the 

mastitis you would, in addition, look for that classical red lozenge 

that you get.  The wedge shaped redness, hot and tender of 

mastitis radiating out from the nipple.  Sometimes, you don’t always 
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get it with mastitis, but usually you might get a fluctuant swelling 

which would be exquisitely tender which could relate to the 

abscess.  Occasionally that will drain pus down one side from the 

nipple.  But of course it will usually be associated with being 

systemically unwell. 

With Tietze’s syndrome you’d be looking for pain which is more 

localised to the costochondral junction.  They would often be 

exquisitely tender to touch but not always.  But of course because 

it’s an extra mammary pain you wouldn’t be expecting to find 

anything in the breasts themselves. 

 

Alison: Do boys ever present with breast pain? 

 

Sarah: They do occasionally.  It’s certainly not common and absolutely as 

you probably expect not as common as it is in women.  But very 

occasionally it’s usually in the context of gynaecomastia.  Now very, 

very sadly in the last 20 years, this was rare as rocking horse 

manure 20 years ago.  But actually it is becoming more common as 

we get so much more obese.  But if it’s going to happen it may 

happen around about puberty, as boys go through similar hormone 

changes, not of course the same hormones.  But some boys round 

about puberty will present.  Later on in life of course you do 

occasionally get it with alcohol related problems.  Or again in men 

you can occasionally get it with medication particularly 

spironolactone. 
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Alison: So if you find a lump in a patient and you’re going to refer them up 

for an urgent referral to the breast clinic.  What would you explain to 

your patient that they might expect? 

 

Sarah: Well the good news of course is that these days the two week rule 

referrals do on the whole work extremely well.  So the patient can 

expect to be phoned with an appointment and very often they will 

get access to a one stop clinic which is an enormous advance in 

terms of being able to reassure patients.  So a lot of patients will be 

sent up.  Obviously if you think it’s an abscess then you might have 

to refer them straight in.  But usually if you’re thinking of breast 

cancer you’d refer them straight up.  They’ll be contacted within two 

weeks.  They will be seen, they will have usually an examination by 

a specialist, an ultrasound, and a mammogram.  They may well be 

able to be reassured and discharged the same day which is an 

enormous relief.  But of course we don’t want to tell our patients 

that’s absolutely what is going to happen.  If there are any 

abnormal findings they may be referred on for a core biopsy or for 

other investigations. 

 

Alison: Okay, thank you.  Is there any investigation that you might consider 

ordering in primary care? 

 

Sarah: It’s very difficult because I think we all do worry so much about 

missing a diagnosis of breast cancer.  But actually if a patient 

particularly has cyclical breast pain or even cyclical mastalgia and 

no physical findings, there is really very little to be gained by 

referral or indeed by further investigations.  So I have to say 
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personally no I wouldn’t, certainly wouldn’t refer a patient for a 

mammogram because a mammogram on its own, in the absence of 

anything else, does not have a high diagnostic sensitivity in the 

context of breast pain. 

 

Alison: Okay.  So what advice can you give to your patients who are 

presenting with cyclical breast pain? 

 

Sarah: Well certainly there’s a big difference between what we’d advise for 

cyclical and non-cyclical breast pain.  Cyclical breast pain is so 

common and it may simply be that simple analgesics or getting a 

better fitted bra is all they’ll need.  It is quite remarkable.  As a 

female GP it’s awfully easy for me and I’m sure for you to have a 

chat with a patient about going off and investing in one of those 

nice people at one of the proper shops.  Getting their bra fitted 

properly.  Indeed that may well be all they need especially if they’re 

doing for instance a lot of sport.  They may well find that actually 

that is all they are going to need.  But certainly regular analgesics 

will help.  There’s quite good evidence actually that topical non-

steroidal anti-inflammatories, diclofenac I think has been fairly 

extensively tested, can give quite a lot of benefit. 

There are certain things that we do not routinely recommend even 

though we used to recommend them in the past.  For instance 

pyridoxine used to be very widely recommended.  There is little or 

no evidence for that.  A lot of women still like using evening 

primrose oil.  But we do explain that there is very limited evidence 

that it helps and that it is not available on prescription.  There is 

little or no evidence that a diet that is low in fat or high in 
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carbohydrate is going to make a difference.  One thing of course 

that may make a big difference is stopping or changing their oral 

contraceptive pill.  You may want to change from a progesterone 

dominant to an oestrogen dominant kind of pill.  We do not any 

longer recommend however progesterone only contraceptives.  We 

absolutely do not recommend diuretics for cyclical mastalgia.  I still 

have patients who come in sort of liking the idea it would be quite 

nice, “Surely some water would get rid of the fluid retention.”  Sadly 

it’s not like that. 

Among the other myths are that lowering your caffeine intake will 

make a difference.  There is very limited evidence for it.  You can 

give it a try certainly.  Indeed because these things don’t do any 

harm a woman could keep a food diary of any food or drink that 

might make it worse and therefore consider limiting those.  But 

really very little evidence for limiting caffeine.  If you do, of course 

remember that it is there in chocolate as well as in coffee and 

indeed in tea.  Vitamin E is something that certainly people from the 

Continent and America will sometimes come over having taken.  

But again limited or no evidence for that. 

 

Alison: What medication can help? 

 

Sarah: That very much depends of course on the underlying cause.  If the 

woman has found that it’s developed since she went onto a 

particular oral contraceptive pill or started using a particular long 

acting reversible method of contraception, you may want to think 

seriously about changing that.  Sometimes changing from one to 

another can help or sometimes simply changing and using a 
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mechanical but reliable, I hasten to add, method of contraception 

might make a difference. 

If that’s not the case certainly for non-cyclical causes you would 

look to treat the underlying cause.  That is much more important 

because of course we’re a little bit more worried.  These women 

tend to be older so in a higher risk category for breast pain.  If it’s 

Tietze’s syndrome of course anti-inflammatories, simple analgesics, 

topical analgesics can be particularly useful for breast pain. 

For simple mastitis of course clearly the case would be oral 

antibiotics.  But chronic mastitis can be much more difficult and that 

might need specialist advice.  Mostly I think those are what we 

would be thinking about in primary care.  In secondary care 

certainly there’s a much wider use for women who have severe 

mastalgia for things like danazol, the so called anti-gonadotrophin.  

It is licensed for severe tenderness in benign breast disease.  

Interestingly tamoxifen has been used with some success although 

at a lower dose than the dose used for breast cancer.  I hasten to 

add that it is not a licensed indication.  Goserelin injections can be 

used and sometimes bromocriptine. 

Although we need to bear in mind that women do have to have 

pretty severe breast pain in order to justify these treatments, 

because the side effect profile is not good for any of them.  Nausea, 

dizziness, rash, backache, gastrointestinal symptoms, hot flushed, 

vaginal dryness, the list is kind of almost endless for these things.  

Of course with tamoxifen technically an increased risk of venous 

thromboembolism. 

 

Alison: Do women ever end up having surgery? 
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Sarah: Well if they have an abscess then yes of course occasionally it may 

need an incision and drainage.  But really I can’t think of any other 

cause, unless you have clearly an underlying breast cancer in 

which case absolutely they end up having surgery.  For the vast 

majority of patients though the answer is no. 

 

Alison: Okay.  So would you put a follow up plan in place for your women 

who come with breast pain? 

 

Sarah: I put a follow up plan in place for any woman who comes with any 

breast symptom.  My index of suspicion and my anxiety levels are 

always that high.  Not least of course because a woman who is in 

her 50s really has quite a high likelihood of developing breast 

cancer in the next 10 years.  If you’ve seen her, reassured her and 

she develops a breast cancer one year later, it is highly likely to 

have nothing to do with the initial diagnosis or presentation.  But 

that’s not the point.  She’s been to see the GP.  She’s been told 

there was nothing to worry about and now she’s got breast cancer.  

So yes I would absolutely always get a woman back. 

How soon I would get them back would very much depend on what 

they’d presented with.  Again I don’t think of abscesses and mastitis 

immediately when I think of breast pain.  With an abscess you 

would probably be referring the patient on.   With mastitis, certainly 

breastfeeding related mastitis, they may well be fine if they take the 

antibiotics.  Of course we no longer tell women to stop 

breastfeeding if they’re taking things like flucloxacillin. 
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If they’ve come in and they’ve got perhaps long standing, certainly 

more severe mastalgia.  They’ve come in at a particular time in 

their cycle.  I would usually ask them to come in two weeks later so 

that they would be at a different time in their menstrual cycle.  Of 

course very importantly, absolutely give and document advice on 

self awareness, on red flag symptoms, and on when to come back. 

 

Alison: Thank you.  Do you have any final comments you’d like to make? 

 

Sarah: Breast pain is common.  It is incredibly common.  Probably at least 

seven in ten women get it.  About half of them will present to the 

GP.  It raises their levels of anxiety, it raises ours.  In the majority of 

cases you can tease out with a simple history and by doing an 

examination where you will be looking for precisely nothing of 

course.  That is a really important positive finding.  You should be 

able to reassure women.  What’s very important, I would suggest at 

the outset, is to find out why the woman has come in because, of 

course, that will very much determine what you do for her. 

 

Alison: Many thanks to Dr Sarah Jarvis.  For further reading and useful 

resources please follow the links on the next page. 

 

V/O: Thank you for listening to this audio module from BMJ Learning. 
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