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How best to address breast pain 
in nonbreastfeeding women
This guide—with accompanying algorithms—will help 
you to streamline your approach to breast pain in a 
patient who isn’t breastfeeding.

CASE 1 u
Robin S is a 40-year-old woman who has never had children or 
been pregnant. She is in a relationship with a woman so does 
not use contraception. She has no family history of cancer. She 
presents with worsening bilateral breast pain that starts 10 days 
before the onset of her period. The pain has been present for 
about 4 years, but it has worsened over the last 6 months such 
that she is unable to wear a bra during these 10 days, finds lying 
in bed on her side too painful for sleep, and is unable to exercise. 
She has tried to eliminate caffeine from her diet and takes 
ibuprofen, but neither of these interventions has controlled her 
pain. Her breast exam is normal except for diffuse tenderness 
over both breasts. 

CASE 2 u
Meg R is a 50-year-old healthy woman. She is a G2P2 who 
breastfed each of her children for 1 year. She does not smoke. 
She has no family history of breast cancer or other malignan-
cies. She presents with 2 months of deep, left-sided breast pain. 
She describes the pain as constant, progressive, dull, and achy. 
She points to a spot in the upper outer quadrant of her left 
breast and describes the pain as being close to her ribs. She had 
a screening mammogram 3 weeks earlier that was normal, with 
findings of dense breasts. She did not tell the technician that 
she was having pain. Clinical breast examination of both breasts 
reveals tenderness to deep palpation of the left breast. She has 
dense breasts but a focal mass is not palpated.  

Mastalgia, or breast pain, is one of the most common 
breast symptoms seen in primary care and a com-
mon reason for referrals to breast surgeons. Up to 

70% of women will experience breast pain during their life-
time—most in their premenopausal years.1,2 

The most common type of breast pain is cyclic (ie, relating 
to the menstrual cycle); it accounts for up to 70% of all cases of 
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PRACTICE  
RECOMMENDATIONS
❯ Instruct patients to  
maintain a pain diary, which, 
along with a careful history 
and physical examination, 
helps to determine the cause 
of breast pain and the type 
of evaluation needed.  C

❯ Treat cyclic, bilateral 
breast pain with chasteberry 
and flaxseed.  B

❯ Consider short-term 
treatment with danazol 
or tamoxifen for women 
with severe pain.  A
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breast pain in women.1,3 The other 2 types of 
breast pain are noncyclic and extramammary. 
The cause of cyclic breast pain is unclear, but it 
is likely hormonally mediated and multifactori-
al. In the vast majority of women with breast 
pain, no distinct etiology is found, and there 
is a very low incidence of breast cancer.2,4 

In this review, we describe how to pro-
ceed when a woman who is not breastfeeding 
presents with cyclic or noncyclic breast pain. 

Evaluation: Focus on the pain,  
medications, and history
Evaluation of breast pain should begin with 
the patient describing the pain, including 
its quality, location, radiation, and relation-
ship to the menstrual cycle. It’s important to 
inquire about recent trauma or aggravating 
activities and to order a pregnancy test for 
women of childbearing age.1 

❚ Cyclic mastalgia is typically described 
as diffuse, either unilateral or bilateral, with 
an aching or heavy quality. The pain is often 
felt in the upper outer quadrant of the breast 
with radiation to the axilla. It most com-
monly occurs during the luteal phase of the 
menstrual cycle, improves with the onset of 
menses, and is thought to be related to the 
increased water content in breast stroma 
caused by increasing hormone levels during 
the luteal phase.5-7

❚ Noncyclic mastalgia is typically uni-
lateral and localized within 1 quadrant of the 
breast; however, women may report diffuse 
pain with radiation to the axilla. The pain is 
often described as burning, achy, or as sore-
ness.5,6 There can be considerable overlap 
in the presentations of cyclic and noncyclic 
pain and differentiating between the 2 is of-
ten not necessary as management is similar.8

 ❚ A thorough review of medications 
is important as several drugs have been as-
sociated with breast pain. These include oral 
contraceptives, hormone therapy, antidepres-
sants (selective serotonin reuptake inhibitors 
[SSRIs], venlafaxine, mirtazapine), antipsy-
chotics (haloperidol), and some cardiovascu-
lar agents (spironolactone, digoxin).5 

Inquiring about stress, caffeine intake, 
smoking status, and bra usage may also yield 
useful information. Increased stress and caf-

feine intake have been associated with mas-
talgia,7 and women who are heavy smokers 
are more likely to have noncyclic hypersen-
sitive breast pain.9 In addition, women with 
large breasts often have noncyclic breast 
pain, particularly if they don’t wear a suffi-
ciently supportive bra.3 

❚ Medical, surgical, family history. Rel-
evant aspects of a woman’s past medical, sur-
gical, and family history include prior breast 
mass or biopsy, breast surgery, and risk fac-
tors associated with breast cancer (menarche 
age < 12 years, menopause age > 55 years, 
nulliparity, exposure to ionizing radiation, 
and family history of breast or ovarian can-
cer).1 A thorough history should include 
questions to evaluate for extra-mammary 
etiologies of breast pain such as those that 
are musculoskeletal or dermatologic in na-
ture (TABLE 11,5,8,10). 

❚ Using an objective measure of pain is 
not only helpful for evaluating the pain itself, 
but also for determining the effectiveness of 
treatment strategies. When using the Cardiff 
Breast Pain Chart, for example, menstrual cy-
cle and level of pain are recorded on a calen-
dar (see www.breastcancercare.org.uk/sites/
default/files/files/breast_pain_chart.pdf ).11 
If the pain is determined to be cyclic, the con-
cern for malignancy is significantly lower.2 

Ensure that the physical exam 
is thorough 
Women presenting with breast pain should 
undergo a clinical breast exam in both the 
upright and supine positions. Inspect for 
asymmetry, erythema, rashes, skin dimpling, 
nipple discharge, and retraction/inversion. 
Palpate the breasts for any suspicious mass-
es, asymmetry, or tenderness, as well as for 
axillary and/or supraclavicular lymph-
adenopathy and chest wall tenderness. 
This is facilitated by having the patient lie 
in the lateral decubitus position, allowing 
the breast to fall away from the chest wall.5,12,13

Imaging: Preferred method  
depends on the age of the patient
Women with a palpable mass should be re-
ferred for diagnostic imaging (FIGURE 11,14). 
Ultrasonography is the recommended mo-
dality for women < 30 years of age (TABLE 215). 

Up to 70% of 
women will  
experience 
breast pain  
during their  
lifetime,  
most in their  
premenopausal 
years.
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For women between the ages of 30 and 39 
years, appropriate initial imaging includes ul-
trasound, diagnostic mammography, or digi-
tal breast tomosynthesis (DBT). For women  
≥ 40 years of age, diagnostic mammography 
or DBT is recommended.15 

❚ Cyclic breast pain. Women with cyclic 
breast pain do not require further evaluation 
with imaging. Reassurance and symptomatic 
treatment is appropriate in most cases, as the 
risk of malignancy is very low in the absence 
of other concerning signs or symptoms. A 
screening mammogram may be appropriate 
for women > 40 years of age who have not had 
one in the preceding 12 months.1-3,10,12,15

❚ Noncyclic breast pain. In contrast, 
imaging may be appropriate in women who 
present with noncyclic breast pain depend-
ing on the woman’s age and whether the pain 

is focal (≤ 25% of the breast and axillary tis-
sue) or diffuse (> 25% of the breast and axil-
lary tissue). Although evidence suggests that 
the risk of malignancy in women with non-
cyclic breast pain is low, the American Col-
lege of Radiology advises that imaging may 
be useful in some patients to provide reas-
surance and to exclude a treatable cause of 
breast pain.3,14 In women with focal pain, ul-
trasound alone is the preferred modality for 
women < 30 years of age and ultrasound plus 
diagnostic mammography is recommended 
for women ≥ 30 years of age.3,14 

In one small study, the use of ultraso-
nography in women ages < 30 years with fo-
cal breast pain had a sensitivity of 100% and 
a negative predictive value of 100%.16 Simi-
larly, another small retrospective study in 
older women (average age 56 years) with fo-

TABLE 1 

Differential diagnosis of breast pain1,5,8,10

Differential diagnosis History and exam clues to the diagnosis

Cyclic mastalgia Diffuse, achy pain that occurs during the luteal phase of the menstrual cycle 
and improves with the onset of menses

Noncyclic mastalgia

Mastitis Unilateral pain with associated swelling, erythema, warmth, tenderness,  
± fever in a breastfeeding woman

Pregnancy Bilateral breast tenderness, positive pregnancy test

Trauma History of trauma

Cyst Smooth, firm, mobile, discrete mass on exam

Benign tumor Discrete, mobile mass on exam

Malignancy Unilateral, intense, and progressive pain, ± mass on exam

Thrombophlebitis (Mondor’s disease) History of breast augmentation with firm or painful cord on the anterior 
abdominal wall leading up to the breast

Stretching of Cooper’s ligaments Large pendulous breasts; may report neck, back, and/or shoulder pain 

Traumatic fat necrosis History of breast trauma or surgical intervention

Diabetic mastopathy Longstanding type 1 diabetes mellitus with mass on exam

Extramammary conditions

Musculoskeletal: costochondritis, rib fracture,  
fibromyalgia, vertebral fracture, muscle injury

History of trauma or injury, tenderness to palpation of chest wall

Cardiac: ischemic heart disease, pericarditis Risk factors for cardiac disease; associated chest pain, dyspnea; pericardial 
friction rub on exam; ST elevation or depression on electrocardiogram

Pulmonary: pulmonary embolus, pleurisy Risk factors for thromboembolic disease; associated dyspnea, pleuritic chest 
pain, tachycardia, tachypnea, and/or hypoxia

Gastrointestinal: peptic ulcer, cholelithiasis,  
gastroesophageal reflux

Epigastric or right upper quadrant pain, associated nausea/vomiting, early 
satiety, and/or fatty food intolerance

Dermatologic: herpes zoster, eczema,  
contact dermatitis, candidiasis

Rash on exam (if dermatomal, suggestive of herpes zoster); history of new  
exposures or prior eczema
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cal breast pain and no palpable mass showed 
that ultrasound plus diagnostic mammogra-
phy had a negative predictive value of 100%.4 
DBT may be used in place of mammography 
to rule out malignancy in this setting. 

In general, routine imaging is not in-
dicated for women with noncyclic diffuse 
breast pain, although diagnostic mammog-
raphy or DBT may be considered in women 
≥ 40 years of age 14 (see “Less common diag-
noses with breast pain”4,5,17-21). 

Treatment:  
When reassurance isn’t enough
Nonrandomized studies suggest that reas-
surance that mastalgia is benign is enough to 
treat up to 70% of women.8,22,23 Cyclic breast 
pain is usually treated symptomatically since 

the likelihood of breast cancer is extremely 
low in absence of clinical breast examination 
abnormalities.2 Because treatment for cyclic 
and noncyclic mastalgia overlaps, available 
treatments are discussed together on the fol-
lowing pages. 

❚ Lifestyle factors associated with breast 
pain include stress, caffeine consumption, 
smoking, and having breastfed 3 or more chil-
dren (P < .05).9 Although restriction of caf-
feine, fat, and salt intake may be attempted to 
address breast pain, no randomized control 
trials (RCTs) of these interventions have dem-
onstrated effectiveness in reducing mastalgia.8,10

Although not supported by RCTs, first-
line treatment of mastalgia includes a recom-
mendation that women, particularly those 
with large, heavy breasts, wear a well-fitted 
and supportive bra.8,10

FIGURE 1

Stepwise approach to the evaluation of breast pain1,14

Woman presents with breast pain

History and physical exam

No palpable mass Palpable mass

Cyclic pain Noncyclic pain

Imaging not 
indicated Focal pain

Age < 30 years Age ≥ 30 years Age ≥ 40 yearsAge < 40 years

Diffuse pain

Ultrasound* Ultrasound + diagnostic 
mammogram* or DBT*

Imaging not indicated 
(unless risk factors for 

breast cancer)

Diagnostic mammogram* 
or DBT*

Age < 30 years

Age 30-39 years

Age ≥ 40 years

Ultrasound

Diagnostic mammogram, 
DBT, or ultrasound

Diagnostic mammogram 
or DBT

DBT, digital breast tomosynthesis.

*Imaging may be appropriate.

CONTINUED
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Complementary and alternative medicine  
treatments for mastalgia 
A number of complementary and alternative 
medicine treatments have demonstrated ben-
efit in treating mastalgia and are often tried be-
fore pharmacologic agents (TABLE 324-28). Keep 
in mind, though, that these therapies are not 
regulated by the US Food and Drug Adminis-
tration (FDA). So it’s wise to review particular 
products with your patient before she buys 
them (or ask her to bring in any bottles of 
product for you to review). 

❚ Flaxseed, omega-3 fatty acids, and 
soy milk. Flaxseed, a source of phytoes-
trogens and omega-3 fatty acids, has been 
shown to reduce cyclic breast pain in 2 small 
RCTs.24,25 Breast pain scores were significantly 
lower for patients ingesting 25 g/d of flaxseed 
powder compared with placebo.24,25 Omega-3 
fatty acids were also more effective than pla-
cebo for relief of cyclic breast pain in 2 small 
RCTs.25,26 Another small RCT demonstrated 
that women who drank soy milk had a non-
significant improvement in breast pain com-
pared with those who drank cow’s milk.27 

❚ Chasteberry. One RCT demonstrated 
that Vitex agnus-castus, a chasteberry fruit 
extract, produced significant and clinically 
meaningful improvement in visual analogue 
pain scores for mastalgia, with few adverse 
effects.29 Another RCT assessing breast full-
ness as part of the premenstrual syndrome 
showed significant improvement in breast 
discomfort for women treated with Vitex 
agnus-castus.30 

❚ Evening primrose oil (EPO). In at least 
one small study, EPO was effective in con-
trolling breast pain.28 A more recent meta-
analysis of all of the EPO trials including 
gamolenic acid (the active ingredient of EPO) 
showed no significant difference in mastalgia 
compared with placebo.31  

Pharmacologic Tx options: 
Start with NSAIDs
❚ Oral nonsteroidal anti-inflammatory drugs 
(NSAIDs) are often recommended as a first-
line treatment for mastalgia and are likely 
effective for some women; however, there 
is currently insufficient evidence that oral 

TABLE 2

Evaluation of a palpable mass in women15

Age Imaging modality

< 30 years  Ultrasound

30-39 years Ultrasound, diagnostic mammogram, or digital breast tomosynthesis

≥ 40 years Diagnostic mammogram or digital breast tomosynthesis

TABLE 3 

CAM treatments for mastalgia
Treatment Dose Comments/adverse effects (LOE)

Flaxseed  25-30 g/d Safe and effective in 2 RCTs.24,25 (B)

Omega-3 fatty acids 180 mg/d EPA and 120 mg/d 
DHA

Effective in 2 small RCTs.25,26 (C)

Soy milk 34 g/d soy protein Nonsignificant improvement in pain  
in 1 small RCT.27 (C)

Chasteberry (Vitex  
agnus-castus)

3.2-4.8 mg/d Effective in 2 small RCTs.24,25 (B) Uncommon 
adverse effects include upset stomach, 
nausea, itching, rash, headaches, acne, 
trouble sleeping, and weight gain. 

Evening primrose oil 3 g/d Equivocal evidence of benefit but consid-
ered safe with low risk. (C) Adverse effects 
may include soft stool and headaches.28

CAM, complementary alternative medicine; DHA, docosahexaenoic acid; EPA, eicosapentaenoic acid; LOE, level of evidence; 
RCT, randomized controlled trial. 

Breast imaging is 
critical in patients 
with a palpable 
mass or focal 
pain but is not 
necessary in  
patients with 
cyclic pain.
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Oral NSAIDs  
are often  
recommended 
as first-line 
treatment for 
mastalgia.

NSAIDs (or acetaminophen) improve pain 
(TABLE 432-37; FIGURE 25,13,17). Nevertheless, the 
potential benefits are thought to outweigh 
the risk of adverse effects in most patients. A 
small RCT did demonstrate that topical di-
clofenac was effective in patients with cyclic 
and noncyclic mastalgia.38 

❚ SSRIs. A meta-analysis of 10 double-
blind RCTs of SSRIs used in women with pre-
menstrual symptoms, including 4 studies that 
specifically included physical symptoms such 
as breast pain, showed SSRIs to be more effec-
tive than placebo at relieving breast pain.35 

❚ Progesterones. Several studies have 
found topical, oral, and injected progester-
one ineffective at reducing breast pain.8,36,39 
However, one RCT did show topical vaginal 
micronized progesterone used in the luteal 
phase to be effective in reducing breast pain 
by at least 50%.36

❚ Oral contraceptives. For women who 
use oral contraceptive pills and experience 
cyclic breast pain, continuous dosing (skip-
ping the pill-free week) or using a lower dose 
of estrogen may improve symptoms. Post-
menopausal women with mastalgia that de-

TABLE 4 

Medications for mastalgia32-37

Treatment Dose Comments/AEs (LOE)

NSAIDs (oral) Various doses No trials to support their use for breast 
pain, but it’s reasonable to consider a trial 
in patients without contraindications. (C)

Diclofenac gel 2% gel applied to painful 
area of breast up to  
4 times/d

Effective in 1 RCT and well tolerated.33 (C) 
Long-term use may cause skin irritation. 

Combined oral  
contraceptives 

Various doses No proven benefit to their use. Consider 
decreasing the estrogen dose or stopping 
their use in patients already taking them 
for breast pain. (C)

Micronized progesterone 
vaginal cream

1 g/d during luteal phase Oral progesterone was no better than 
placebo in one RCT.36 (C)

SSRIs Various doses Evidence of benefit in the treatment 
of mastalgia as part of a premenstrual 
syndrome. Fluoxetine and sertraline are 
approved for use in PMDD; citalopram 
and escitalopram also have evidence for 
benefit.35 (C)

Danazol 100 mg bid Weight gain (30%), menstrual irregularity 
(50%), deepening of the voice (10%), hot 
flashes (10%)32 (B)

Tamoxifen 10-20 mg/d Hot flashes (10%), menstrual irregular-
ity (10%), weight gain, nausea, vaginal 
dryness, bloating (≤ 5%). Rare, serious 
AEs: thromboembolic disease, endometrial 
cancer.34 (B)

Bromocriptine 2.5 mg bid (after a gradual 
increase)

Nausea, dizziness, headache, postural 
hypotension. Rare adverse effects include 
seizures, stroke, hypertension. (C) 

Goserelin 3.6 mg injected monthly Causes reversible ovarian suppression. Use 
only for refractory pain. AEs include vagi-
nal dryness, hot flashes, decreased libido, 
oily skin or hair, decreased breast size, and 
irritability.37 (C)

AEs, adverse effects; LOE, level of evidence; NSAIDs, nonsteroidal anti-inflammatory drugs; PMDD, premenstrual dysphoric 
disorder; RCT, randomized controlled trial; SSRIs, selective serotonin reuptake inhibitors. 
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veloped with initiation of hormone therapy 
may benefit from discontinuing hormone 
therapy or decreasing the estrogen dose; 
however, there are no RCTs to offer conclu-

Less common diagnoses  
with breast pain 
Many women presenting with breast pain are concerned about ma-
lignancy. Breast cancer is an uncommon cause of breast pain; only 
0.5% of patients presenting with mastalgia without other clinical 
findings have a malignancy.4 Mastalgia is not a risk factor for breast 
cancer. 

When mastalgia is associated with breast cancer, it is more likely 
to be unilateral, intense, noncyclic, and progressive.5 Concerning 
features that warrant further evaluation include new onset focal 
pain with or without an abnormal exam. If symptoms cannot be 
explained by an obvious cause (such as trauma, costochondritis, 
radicular back or intercostal pain, herpes zoster, or superficial 
thrombophlebitis that does not resolve), diagnostic breast imaging 
is indicated. 

Inflammatory breast cancer (IBC) is an aggressive form of breast 
cancer that initially presents with breast pain and rapidly enlarging 
diffuse erythema of the breast in the absence of a discrete breast 
lump. The initial presentation is similar to that seen with benign 
inflammatory etiologies of the breast tissue like cellulitis or abscess, 
duct ectasia, mastitis, phlebitis of the thoracoepigastric vein (Mon-
dor’s disease), or fat necrosis.17 Benign breast conditions due to 
these causes will generally resolve with appropriate treatment for 
those conditions within 7 days and will generally not present with 
the warning signs of IBC, which include a personal history of breast 
cancer, nonlactational status, and palpable axillary adenopathy. 
Although uncommon (accounting for 1%-6% of all breast cancer 
diagnoses), IBC spreads rapidly over a few weeks; thus, urgent 
imaging is warranted.17

Mastitis is inflammation of the breast tissue that may or may not 
be associated with a bacterial infection and uncommonly occurs in 
nonbreastfeeding women. Periductal mastitis is characterized by 
inflammation of the subareolar ducts and can present with pain, 
periareolar inflammation, and purulent nipple discharge.18 The 
condition is typically chronic, and the inflamed ducts may become 
secondarily infected leading to duct damage and abscess formation. 
Treatment generally includes antibiotics along with incision and 
drainage of any associated abscesses or duct excision.18,19 

Idiopathic granulomatous mastitis (IGM) is a rare inflamma-
tory breast disease that typically affects young parous women. 
The presentation can vary from a single peripheral breast mass to 
multiple areas of infection with abscesses and skin ulceration. The 
etiology is unknown. Diagnosis requires a core needle biopsy to rule 
out malignancy or other causes of granulomatous disease. IGM is a 
benign condition and typically resolves without treatment over the 
course of several months, although antibiotics and/or drainage may 
be required for secondary infections.20,21

sive evidence of the effectiveness of these in-
terventions.10

❚ Danazol. Women with severe mastalgia 
that does not respond to more benign therapies 
may require hormone therapy. As with all symp-
tom management, it is imperative to engage the 
patient in a shared decision-making conversa-
tion about the risks and benefits of this treat-
ment strategy. Women must be able to balance 
the potential adverse effects of agents such as 
danazol and tamoxifen with the need to allevi-
ate pain and improve quality of life. 

Danazol is the only medication FDA-
approved for the treatment of mastalgia. Da-
nazol is an androgen that blocks the release 
of other gonadotropins to limit hormonal 
stimulation of breast tissue. One RCT dem-
onstrated that danazol (100 mg bid) reduces 
breast pain in 60% to 90% of women, although 
adverse effects often limit utility.40 Adverse 

FIGURE 2

Stepwise approach to  
benign breast pain5,13,17

If the patient has been evaluated accord-
ing to FIGURE 1 and the pain is deemed 
to be benign, take the stepwise approach 
detailed below.

1. Provide reassurance and ensure 
the patient is wearing a proper,  

well-fitting bra. 

2. Initiate a trial of flaxseed, 
omega-3 fatty acids, chasteberry, 
EPO, and/or oral/topical NSAID

3. Consider an SSRI (especially  
if there is an association with  
premenstrual syndrome) or  
micronized progesterone  

vaginal cream.

4. Discuss the use of hormonal  
treatment (danazol or  

tamoxifen). 

EPO, evening primrose oil; NSAID, nonsteroidal anti-
inflammatory drug; SSRI, selective serotonin reuptake 
inhibitor. 
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effects of danazol include weight gain, hot 
flashes, deepening of the voice, hirsutism, 
menorrhagia or amenorrhea, muscle cramps, 
and androgenic effects on a fetus.8,31,40 Dan-
azol may be best used cyclically during the 
luteal phase of the menstrual cycle to limit 
these adverse effects with reduction of the 
dose to 100 mg/d after relief of symptoms.31,40

❚ Tamoxifen, a selective estrogen re-
ceptor modulator, has been shown to re-
duce breast pain in 80% to 90% of women, 
although it is not indicated for mastalgia.40 

Tamoxifen may cause endometrial thicken-
ing, hot flashes, menstrual irregularity, ve-
nous thromboembolism, and teratogenicity. 
The 10 mg/d dose appears to be as effective 
at improving symptoms as the 20 mg/d dose 
with fewer adverse effects.8,31,40 

In a head-to-head randomized trial, 
tamoxifen was superior to danazol for relief 
of breast pain with fewer adverse effects.34 

Experts recommend limiting use of tamoxi-
fen and danazol to 3 to 6 months. Neither of 
these drugs is considered safe in pregnancy.

❚ Bromocriptine, a prolactin inhibitor, 
has been shown to be more effective than 
placebo in reducing breast pain, although 
nausea and dizziness contribute to high dis-
continuation rates. Bromocriptine is less ef-
fective than danazol.40 

❚ Goserelin, which is not available in 
the United States, is a gonadorelin analog 
(luteinizing hormone-releasing hormone 
analog) that produces reversible ovarian sup-
pression. One RCT showed that goserelin in-
jection may be more effective than placebo 
in reducing breast pain.37 Adverse effects in-
clude vaginal dryness, hot flashes, decreased 
libido, oily skin or hair, decreased breast size, 
and irritability. It is recommended as treat-
ment only for severe refractory mastalgia and 
that it be used no longer than 6 months.31,37 

CASE 1 u 
You reassure Ms. S that her history and physi-
cal exam are consistent with cyclic breast pain 
and not malignancy. You review the current 
US Preventive Services Task Force recommen-
dations for breast cancer screening in women 
ages 40 to 49 years (Grade C; women who 
place a higher value on the potential benefit 
than the potential harms may choose screen-

ing).41 Based on shared decision-making, you 
offer her a screening mammogram, which re-
turns normal. After confirming that she is us-
ing an appropriately-sized supportive bra, you 
recommend adding 25 g/d of ground flaxseed 
to her diet. 

After 2 months she reports a 30% im-
provement in her pain. You then recommend 
chasteberry extract 4.2 mg/d, which provides 
additional relief to the point where she can 
now sleep better and walk for exercise.

CASE 2 u 
You order a diagnostic mammogram of the 
left breast, which is normal, and an ultra-
sound that demonstrates a 6-cm deep mass. 
A biopsy determines that Ms. R has invasive 
lobular breast cancer—an extremely unlikely 
outcome of breast pain. She elects to have a 
double mastectomy and reconstruction and is 
doing well 4 years later.    		             JFP

CORRESPONDENCE	
Sarina Schrager, MD, MS, University of Wisconsin Department 
of Family Medicine and Community Health, 1100 Delaplaine 
Ct., Madison, WI, 53715; sbschrag@wisc.edu.
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