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Abstract

Objective: To review the current management of women with breast
pain.

Options: The effect of various treatment modes and health practices,
including medications, was considered for the management of both
cyclical and noncyclical breast pain.

Outcomes: Effective and timely management of the woman with
breast pain and improved quality of life.

Evidence: A literature search was performed to identify reports
published in English between 1975 and July 2003 using MEDLINE
and Cochrane Database of Systematic Reviews.

Values: Levels of evidence, as outlined, have been determined using
the criteria outlined by the Canadian Task Force on the Periodic
Health Examination. Participants were the principal authors: a
clinical dietitian, a surgeon oncologist, and a nurse.

Benefits, Harms, and Costs: Utilizing the information will increase
knowledge, enabling a consistent approach, which will reduce the
number of ineffective interventions and ensure appropriate use of
medications.

Validation: Comparison has been made with management protocols
in the literature, but no clinical guidelines have been located. No
formal clinical testing has taken place.

Sponsor: The Society of Obstetricians and Gynaecologists of

Canada (SOGC). Work on these guidelines was initiated by team
members to fill a need for practice guidelines at Winnipeg Regional

Health Authority Breast Health Centre, Winnipeg, MB.

Recommendations

1. Education and reassurance is an integral part of the management
of mastalgia and should be the first-line treatment. (II-1 A)

2. The use of a well-fitting bra that provides good support should be
considered for the relief of cyclical and noncyclical mastalgia.
(II-3 B)

3. A change in dose, formulation, or scheduling should be considered
for women on HRT. HRT may be discontinued if appropriate. (III C)

4. Women with breast pain should not be advised to reduce caffeine
intake. (1 E)

5. Vitamin E should not be considered for the treatment of mastalgia.
(1 E)

6. There is presently insufficient evidence to recommend the use of
evening primrose oil (EPO) in the treatment of breast pain. (II-2 C)

7. Flaxseed should be considered as a first-line treatment for cyclical
mastalgia. (I A)

8. Topical non-steroidal anti-inflammatory gel, such as diclofenac 2%
in pluronic lethicin organogel, should be considered for pain control
for localized treatment of mastalgia. (I A)

9. Tamoxifen 10 mg daily or danazol 200 mg daily should be
considered when first-line treatments are ineffective. (I A)

10. Mastectomy or partial mastectomy should not be considered an
effective treatment for mastalgia. (III E)

J Obstet Gynaecol Can 2006;28(1):49-60

INTRODUCTION

This document addresses the need for a review of the

current management and treatment of breast pain with

recommendations based on the best available evi-

dence. Treatments were reviewed, including dietary

changes, non-prescription medications, prescription drugs,

and other therapies. In evaluating the evidence, the impor-

tance of randomized, double-blind, placebo-controlled tri-

als was emphasized. Mastalgia has a natural history of

remission and relapse, and placebo response in most trials is

significant, approaching 40%. Some interventions widely

recommended in the past have not been found to have any
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useful effect when tested in clinical trials with appropriate

blinding and controls. In addition, interpretation of the lit-

erature is difficult because most of these studies were per-

formed in an era when breast lumpiness was felt to

represent a disease, variously described as fibrocystic dis-

ease, cystic mastopathy, or “dysplasia,” and studies focused

on physician-assessed nodularity and tenderness, rather

than patient-assessed pain.

INCIDENCE AND CLASSIFICATION

In Western societies mastalgia, or breast pain without
underlying pathology, is a common complaint that may
affect up to 70% of women in their lifetime.1,2 Interestingly,
it is less common in Asian cultures, affecting as few as 5%.

3

It is not unusual for women to have 2–3 days of mild breast
pain premenstrually but 8–30% of women report moderate
to severe breast pain with a duration of 5 or more days each
month.2,4 It can be severe enough to interfere with quality
of life rating,5 and when compared with other conditions
the mean pain-index has been found to be similar to chronic
cancer pain.6 Fifteen percent of women who present to a
breast clinic will need drug treatment.7 Breast pain may be
bilateral, may be in only one breast or part of one breast, and
may radiate to the axilla and down the medial aspect of the
upper arm. The affected breast is often extremely tender to
touch and pain may be accompanied by swelling. Although
breast nodularity is sometimes associated with breast pain,
it is a separate entity3,8 and should be assessed
independently.

A recent classification, first described by the Cardiff
Mastalgia Clinic9 is useful in making clinical decisions and
consists of 3 components: cyclical, noncyclical, and
chest-wall pain. Cyclical pain is most prominent towards the
end of the menstrual cycle.6 Cyclical mastalgia affects up to
40% of women before menopause, most often in their thir-
ties.10 In approximately 8% of these women pain will be
severe and interfere with their normal activities. A minority
of women with the most severe pain will also experience it
during menstruation.6 The pain can continue for many years
but will usually disappear after menopause. In 20% of
women it subsides without intervention. Cyclical mastalgia
is not to be confused with premenstrual syndrome (PMS)
which, by definition, is associated with the menstrual cycle
but differs in presentation, effective treatment, and likely
etiology.8

ETIOLOGY

The etiology of mastalgia is not well understood. Hormonal
assays of estrogen, progesterone, and prolactin have shown
no consistent abnormalities despite the relationship to the
menstrual cycle. Even so, pregnancy, lactation, menopause,
oral contraceptives, and hormone replacement therapy vari-
ously affect the course of breast pain.

5 Some studies have
shown hyperresponsiveness of prolactin to stimulation by
thyrotropin-releasing hormone,11-13 while others have sug-
gested elevated levels or abnormalities of lipid metabo-
lism.14,15 It has been proposed that breast pain during the
luteal phase of the menstrual cycle may be due to higher
serum estrogen-to-progesterone ratios. This may be related
more to an insufficiency of progesterone rather than an
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Table 1. Criteria for quality of evidence assessment and classification of recommendations

Level of evidence* Classification of recommendations†

I: Evidence obtained from at least one properly designed
randomized controlled trial.

II-1: Evidence from well-designed controlled trials without
randomization.

II-2: Evidence from well-designed cohort (prospective or
retrospective) or case-control studies, preferably from
more than one centre or research group.

II-3: Evidence from comparisons between times or places with
or without the intervention. Dramatic results from
uncontrolled experiments (such as the results of treatment
with penicillin in the 1940s) could also be included in this
category.

III: Opinions of respected authorities, based on clinical
experience, descriptive studies, or reports of expert
committees.

A. There is good evidence to support the recommendation that
the condition be specifically considered in a periodic health
examination.

B. There is fair evidence to support the recommendation that
the condition be specifically considered in a periodic health
examination

C. There is poor evidence regarding the inclusion or exclusion
of the condition in a periodic health examination.

D. There is fair evidence to support the recommendation
that the condition not be considered in a periodic health
examination.

E. There is good evidence to support the recommendation that
the condition be excluded from consideration in a periodic
health examination.

�The quality of evidence reported in these guidelines has been adapted from the Evaluation of Evidence criteria described in the Canadian Task Force

on the Periodic Health Exam.
85

†Recommendations included in these guidelines have been adapted from the Classification of Recommendations criteria described in the Canadian

Task Force on the Periodic Health Exam.
85



excess of estrogen. Preece et al. found no correlation
between women with mastalgia and controls when deter-
mining total body water.16 Therefore, as fluid retention is
not a factor, there is no rationale for the use of diuretics or
sodium restriction. A recent study17 investigated morpho-
logical structures by ultrasound of 335 women in Germany,
212 of whom had breast pain. The intensity of pain showed
a significant positive correlation with the width of the milk
ducts, suggesting an association between duct ectasia and
mastalgia. Moreover, the site of pain positively correlated
with the site of duct dilatation in the noncyclical type.

MASTALGIA AND BREAST CANCER

Rarely is mastalgia the only symptom of breast cancer. In a
retrospective study of 2332 new patients attending a breast
clinic in South Wales, only one carcinoma presented with
pain alone.18 However, breast pain has been reported as a
presenting symptom of breast cancer in a range of 5–18%
of breast cancers.19-22 Two studies23,24 have found an
increase in relative risk for developing breast cancer in
women who had a history of cyclical mastalgia. The first23 is
a case-control study of 420 premenopausal women
matched with age and age at first full-term pregnancy. A his-
tory of cyclical mastalgia was associated with an increased
risk of breast cancer. A second study24 included 192
premenopausal women recently diagnosed with
node-negative breast cancer, age-matched with 192 con-
trols. Breast tenderness scores were significantly higher
premenstrually. The investigators identified an association
of cyclical breast tenderness with breast cancer risk in
premenopausal women. A third,25 later study examined the
association between mastalgia and breast cancer by analys-
ing data for 5463 women who presented at a Breast Care
Centre. Of these, 1532 had initially reported breast pain and
861were diagnosed with breast cancer. After adjusting for
risk factors, the authors found that women who experi-
enced pain were less likely to be diagnosed with breast
cancer. They acknowledged that further investigation is
warranted.

Although an association between mastalgia and the subse-
quent development of breast cancer may exist, the nature of

the relationship is not clear, based on current evidence.
Clinical examination of the breasts and assessment of the
patient’s individual risk for breast cancer should be the
main determinants of the need for imaging or other
investigation.

Psychological Factors

Whether stress is a result of the pain or a contributing fac-
tor, psychological assessment and support is an integral part
of the management of mastalgia. Two studies found ele-
vated anxiety and depression among women with mastalgia.
In a small study26 consisting of 20 premenopausal women
with severe cyclical breast pain and 12 women with no
symptoms, it was found that the women with mastalgia had
higher levels of anxiety and depression. The authors con-
cluded that women who sought treatment for severe cycli-
cal mastalgia were psychologically different from those in
the control group. Another study,27 which compared sev-
eral groups of women, reported the high levels of mood dis-
turbance in women with severe mastalgia were comparable
to those of women with newly diagnosed breast cancer on
the morning of their surgery. Levels of anxiety, depression,
and social dysfunction were also shown to be significantly
higher in women with severe mastalgia compared with
those who had non-severe mastalgia. Some of the women
who had improvement after drug treatment continued to
experience some residual anxiety that suggests psychosocial
factors may also contribute to the complaint of mastalgia.
The authors suggested that women with severe breast pain
be screened for psychological problems and be provided
with support. Those who might benefit from a specific psy-
chological intervention should be referred to a psychiatrist
or a clinical psychologist.

Are explanations and reassurance enough? In a randomized
controlled study (n = 121)28 evaluating the intensity of the
breast pain following a treatment based on explanations and
reassurance, an overall success rate of 70% was verified.
Reassurance was found to be 85.7% efficient in mild cases,
70.8% in moderate cases, and 52.3% in severe cases. It was
also found to be more effective for those whose symptoms
were more intense in the premenstrual period. Relaxation

Mastalgia
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Table 2. Classification and description of mastalgia
6, 9

Cyclical Pronounced pattern; pain experienced around luteal phase of menstrual cycle; associated with
ovulatory cycles; more common in pre-menopausal women; often bilateral; often described as
sharp, shooting, stabbing; heaviness, aching, deep tenderness, throbbing.

Noncyclical No pattern; no association with menstrual events; pain tends to be well-localized; often
sub-areolar or medial; may be bilateral; often described as heavy, aching, tender, fearful,
burning, pulling, stabbing, pinching.

Chest wall pain No pattern; any age; almost always unilateral; consider costochondritis (Tietze’s syndrome),
musculo-skeletal origin, surgical trauma, referred pain.



therapy has been shown to have potential in the treatment
of mastalgia. A 4-week randomized controlled study29

involving 30 women evaluated the effects of keeping a pain
diary and listening to a relaxation audio tape versus keeping
a pain diary alone (control group). In 61% of the relaxation
therapy patients versus 25% of the control patients, there
was a complete or substantial response. In addition, there
was an increase in the number of pain-free days in the treat-
ment group. The data also suggested that this treatment
might be more effective for cyclical rather than noncyclical
mastalgia. Despite the smallness of the study and a dropout
rate of 34%, relaxation therapy does show promise in the
treatment of cyclical and noncyclical mastalgia.

Recommendation

1. Education and reassurance is an integral part of the
management of mastalgia and should be the first-line
treatment. (II-1 A)

Well-Fitting Support Bra

Although randomized controlled trials (RCTs) are lacking,
there is evidence that a well-fitting bra may provide relief
for mastalgia. In two 2 prospective studies30,31 where
women wore an individually fitted bra or a sports bra, a
75–85% improvement in mastalgia was reported.

Recommendation

2. The use of a well-fitting bra that provides good support
should be considered for the relief of cyclical and
noncyclical mastalgia. (II-3 B)

HORMONES

Hormone Replacement Therapy (HRT)

Mild and temporary to severe and persistent breast tender-
ness can result from taking estrogen replacement.32 Product
monographs cite breast pain as an adverse effect of HRT.
One small (n = 44) RCT33 compared HRT with tibolone, a
synthetic steroid prescribed in Europe, with no treatment.
The objective was to evaluate the effect of hormone
replacement therapy and tibolone on the breast. Breast pain
was found to be significantly increased in women on HRT
versus tibolone after one year. Two studies found that mod-
erate to severe breast pain was significantly less frequent
with intranasal 17â estradiol than with the patch34 or oral
administration.35 No methodical studies on modifying or
eliminating hormone replacement therapy with regard to
mastalgia have been reported. Suggested management
includes discontinuing HRT if appropriate or trying a low
dose and increasing slowly.2,10,36

Recommendation

3. A change in dose, formulation, or scheduling should be
considered for women on HRT. HRT may be discontin-
ued if appropriate. (III C)

Oral Contraceptives

When breast pain occurs in women taking oral contracep-
tives, it often resolves after a few cycles.13,37 In the case of
severe pain that does not resolve, a lower dose or a different
preparation could be tried. If this is not effective, consider-
ation should be given to changing to alternative methods of
birth control.10 In a RCT37 of 1417 women comparing con-
traceptives, breast pain was cited by 18% of those using
transdermal therapy versus 5.8% of those using oral therapy
and was described by 85% as mild-moderate in severity. A
multi-institutional cross-section prevalence study38 found
that women receiving long-acting parenteral progesterones
for contraception reported significantly less breast pain
than the control group. It is unclear whether oral contracep-
tives relieve or cause cyclic mastalgia.

CAFFEINE

Interest in caffeine as a causative agent in fibrocystic breast
disease arose from two observational studies by Minton39, 40

in which resolution of signs and symptoms occurred in 85%
of subjects who abstained from methylxanthines for a
period of 8 weeks or more.

Seven case-control studies have addressed the relationship
between methylxanthines and fibrocystic breast disease,
4 negative41-44 and 3 positive.45-47 These studies are of lim-
ited relevance to mastalgia because cases were identified by
a clinical or biopsy diagnosis of benign breast disease, and
not by the presence of breast pain.

Three RCTs have been done to determine the efficacy of
methylxanthine avoidance in treating fibrocystic disease.
The only positive trial1 is significantly marred by its failure
to blind the examiner to the patients’ treatment status and
by the absence of a placebo intervention. In addition, the
observed effect, although statistically significant, was
judged too small to be clinically important. The 2 negative
trials,48,49 although smaller, are methodologically sound. In
both, no benefit was observed after 6 months of a
caffeine-free diet.

Recommendation

4. Women with breast pain should not be advised to reduce
caffeine intake. (1 E)
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VITAMINS

Vitamin E

Three RCTs have been done,50-52 all showing vitamin E to
be no better than placebo in the treatment of benign breast
disease. In the first,50 patients were asked whether their
breast pain was better, worse, or unchanged after 2 to
3 months of therapy. In each group, 40% reported
improvement. The second trial51 did not assess breast pain,
but found no improvement in nodularity. The third52

found no improvement in nodularity or mammographic
density, and although a larger proportion of women in the
vitamin E group reported improvement in breast tender-
ness, this was not statistically significant.

Recommendation

5. Vitamin E should not be considered for the treatment of
mastalgia. (1 E)

Vitamin B6

In uncontrolled studies53,54 vitamin B6 has been used to
treat cyclical mastalgia with mixed results. A small (n = 42),
double-blind, controlled study55 found vitamin B6 did not
significantly improve cyclical mastalgia at a dose of 200 mg
daily as compared with a placebo.

FAT

Evening Primrose Oil

All RCT evidence in support of evening primrose oil (EPO)
comes from 2 centres in Wales and Scotland. Two studies
have been published,56,57 both with serious methodologic
flaws, and neither of them in a peer-reviewed journal.
Patients with at least a 6-month history of cyclic or
noncyclic mastalgia were randomized to 3 months of EPO
or placebo, followed by 3 more months of open-label EPO.
Noncyclic mastalgia showed no response to EPO. Patients
with cyclic mastalgia had significant improvement in pain
after 3 months on EPO, but not on placebo. Pain levels
returned to baseline by 6 months, despite continued therapy
in the EPO group, and the placebo group showed no reduc-
tion in pain when they were treated at “crossover” with
open-label EPO.

Three randomized, placebo-controlled, double-blind clini-
cal trials 58-60 have shown no efficacy for EPO in the treat-
ment of cyclic mastalgia. One of these58 used a
non-standard dose of EPO (3 g daily given during the luteal
phase only). A second study59 randomized 27 women with
premenstrual syndrome (PMS) in a double-blind,
placebo-controlled crossover trial. Patient-assessed breast
discomfort was the same in both arms of the trial, before
and after crossover. The third study60 also dealt with
patients diagnosed with PMS. After an initial cycle with no

treatment, patients received 3 months of EPO or placebo
and then crossed over. Thirty-eight women were entered
and results analyzed. EPO had no effect on breast pain.
The latter 2 studies are methodologically rigorous and used
a standard dose and duration of EPO. However, they may
not be generalizable to the mastalgia population because
patients were selected from a premenopausal group deemed
to suffer from PMS.

Recommendation

6. There is presently insufficient evidence to recommend
the use of EPO in the treatment of breast pain. (II-2 C)

Dietary Fat

There is support for lipid metabolism playing a role in the
pathophysiology of cyclical mastalgia.3,61 However, only
one small randomized single-blinded controlled study (n =
21)62 assessed the effect of a low fat diet (15% energy from
fat) on severe cyclical mastalgia. Reduced swelling, tender-
ness, and nodularity were reported in 6 out of 10 patients in
the intervention group. More research is needed before any
recommendation can be made.

PHYTOESTROGENS

Isoflavones

To date only one small double-blind RCT63 has looked at
the role of isoflavones in the treatment of cyclical breast
pain. Eighteen women were randomized to receive a pla-
cebo or 40 mg isoflavones or 80 mg isoflavones. It demon-
strated isoflavones reduced cyclical breast pain. More stud-
ies are required before any recommendation can be made
about the use of isoflavones to treat cyclical mastalgia.

Flaxseed

A Canadian study64 examined the effects of dietary flaxseed
in women with severe cyclical mastalgia. One hundred six-
teen women were enrolled in the double-blind
placebo-controlled trial with the treatment group receiving
25 g of flaxseed daily, in a muffin, and followed for up to
four menstrual cycles. However, there was no long-term
follow-up. Breast pain was alleviated in both treatment
groups but was reduced to a significantly greater degree in
the flaxseed group. This one study shows promise and mer-
its further research.

Recommendation

7. Flaxseed should be considered as a first-line treatment
for cyclical mastalgia. (I A)

Mastalgia
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HERBS

Ginseng

Ginseng has been cited by 2 references as contributing to
mastalgia.65,66 No controlled studies were found.

Chasteberry

The effect of chasteberrry on cyclical mastalgia has been
researched. In a double-blind placebo-randomized con-
trolled trial with 97 women, chasteberry (vitex agnus castus)
was found to be useful and tolerable in the treatment of
cyclical breast pain.67 Another clinical trial68 was published
in German, and no English abstract is available (Tschudin
et al. 1999).

MEDICATIONS

Progesterone Cream

Topical progesterone locally applied to the breast has been
used in France for many years, but in a small randomized
controlled cross-over trial have not proved superior to a
placebo.69

However, a vaginal cream of micronized progesterone was
found to be effective in reducing pain in 64.9% of cases
compared with 22.2% of controls in a randomized
double-blind placebo-controlled study in Italy.70 A small
randomized double-blind crossover study (n = 26) con-
cluded that the therapeutic response of
medroxyprogesterone acetate in cyclical mastalgia is no
better than a placebo in the management of breast pain.71

Topical non-steroidal anti-inflammatory drugs

A small (n = 26) prospective pilot study72 demonstrated the
potential for effective treatment of cyclical and noncyclical
mastalgia using stronger types of topical NSAID —
diclofenac and piroxicam. There is some indication that
weaker types like ibuprofen gel are not effective in relieving
breast pain.53,72 A larger prospective randomized blinded,
placebo-controlled study (n = 108)73 demonstrated signifi-
cant improvement with diclofenac diethylamonium
(Voltaren emulgel) in the treatment group for both cyclical
and noncyclical mastalgia with minimal side effects. This is
a reasonable alternative to a systemic analgesic for those
who prefer topical therapy.

Recommendation

8. Topical, non-steroidal anti-inflammatory gel, such as
diclofenac 2% in pluronic lethicin organogel (PLO),
should be considered for pain control for localized treat-
ment of mastalgia. (I A)

Tamoxifen

Two RCT’s74,75 found tamoxifen superior to placebo in
premenopausal women with cyclic or noncyclic mastalgia.
Tamoxifen 20 mg daily alleviated pain (defined as 50%
reduction in linear analogue score) in 71% of patients at
3 months, compared with 38% who received placebo.74

Tamoxifen 10 mg daily eliminated symptoms in 89% of
women at 6 months, compared with 38% who experienced
“partial improvement” in the placebo group.75 The 2 doses
were then compared directly and found to have equivalent
response rates (86% for the 20 mg dose, 90% for the 10 mg
dose) in a further trial.74 Side effects were significantly
reduced at the lower dose. Response rates were superior in
cyclic mastalgia: 94% versus 56% in the noncyclic group.

Side effects of tamoxifen commonly observed in
short-term treatment for mastalgia include hot flashes
(10%), menstrual irregularity/amenorrhea (10%), weight
gain, nausea, vaginal dryness, and bloating (5% or less).
Thromboembolic events, endometrial cancer, and cataracts
are rare but serious side effects of tamoxifen; their inci-
dence in short-term, low-dose treatment regimens for
mastalgia is not known. Tamoxifen 10 mg daily is effective
in the treatment of mastalgia. As it is significantly cheaper, it
can be used as a first medication except in women with a
history of thromboembolic disease.

Danazol

Two RCT’s have compared danazol with placebo in
premenopausal women with cyclic mastalgia76,77 and one
3-arm trial compared tamoxifen with danazol with pla-
cebo.78 The first of these,76 a double-blind crossover trial,
compared danazol 200 mg/day with placebo in 28 women
with cyclic mastalgia. Crossover occurred at 3 months.
Mean pain scores showed significant response to danazol.
The second trial77 used danazol 200 mg/day in the luteal
phase of the cycle only. One hundred women were ran-
domized and followed for 3 menstrual cycles. Danazol was
found to reduce breast discomfort without any increase in
side effects in comparison with placebo. The third trial,
comparing danazol with both tamoxifen and placebo,78 ran-
domized 93 patients with cyclic mastalgia to 6 months of
danazol 100 mg bid, tamoxifen 10 mg od or placebo. Treat-
ment success was defined as >50% reduction in mean pain
score and was achieved in 65% of those on danazol, 72% of
those on tamoxifen, and 38% of those on placebo. Statisti-
cally, tamoxifen and danazol were equivalent, and both
were significantly better than placebo.

Side effects of danazol at the 200 mg daily dose included
weight gain (30%), menstrual irregularity/amenorrhea or
menorrhagia (50%), deepening of the voice (10%), and hot
flashes (10%).76 Danazol 200 mg daily is effective in the
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treatment of breast pain. To minimize side effects, it can be
given in the luteal phase only.

Recommendation

9. Tamoxifen 10 mg daily or danazol 200 mg daily should be
considered when first-line treatments are ineffective. (I A)

Bromocriptine

Bromocriptine, 5 mg daily, has been found effective in the
treatment of cyclic mastalgia in 2 randomized,
placebo-controlled trials.79,80 The first,79 carried out in
Pakistan, found that bromocriptine reduced breast pain,
tenderness, and nodularity after 3 months of treatment.
There was an absolute reduction of 40% (relative reduction
of 50%) in mean linear analogue scores for pain, and 65% of
patients on bromocriptine were reported as experiencing
complete relief of symptoms. Side effects were experi-
enced by 40% of patients taking the drug, and included nau-
sea, dizziness, postural hypotension, and headache. The
second RCT, a multicentre European trial,80 analyzed 187
premenopausal women with cyclic mastalgia. Both arms
(bromocriptine and placebo) showed significant improve-
ment in breast pain, but bromocriptine was more effective,
with an absolute 45% reduction in mean linear analogue
score for pain. Side effects of bromocriptine included nau-
sea (32%), dizziness (12%), and vomiting (7%). Overall,
11% of patients in the bromocriptine group and 6% in the
placebo group discontinued treatment because of side
effects.

Surgical Intervention

The experience with surgery for relief of mastalgia is very
limited. Only 4 patients in a British breast clinic had under-
gone mastectomy for mastalgia in 12 years10 and only 12 out
of 1054 patients seen in the Cardiff Mastalgia Clinic over
25 years underwent surgery. A retrospective chart analysis5

of this latter group found that only those women who had

had a mastectomy for mastalgia were pain-free following
surgery. Other forms of surgery did not bring relief.81,82

It is necessary to differentiate true mastalgia from other
causes such as muscular-skeletal and referred pain. Sutton
et al. report 5 cases of breast pain relieved by surgical
decompression of the thoracic outlet.83 These patients all
had arm pain together with breast pain. Davies et al.5 con-
cluded that surgery for mastalgia should be considered only
in a minority of women who are resistant to all other forms
of treatment. Patients must be informed of possible compli-
cations and warned that in 50% of cases their pain will not
be improved.

Recommendation

10. Mastectomy or partial mastectomy should not be con-
sidered an effective treatment for mastalgia. (III E)

Evaluation of Evidence

The quality of evidence and classification of recommenda-
tion reported in these guidelines has been describes using
the Evaluation of Evidence criteria outlines in the Report of
the Canadian Task Force on the Periodic Health Exam.84
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