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Outline

• Discussion of male breast pathway 

• Relevant history and examination for symptomatic male presentations

• Overview of gynaecomastia

• Overview of male breast cancer

• Summary



Background: what is the service demand?

• 5% of OSBC referrals

• April 16-Sept 21
• 2,052 male referrals
• 22 mBC diagnosed (1.1%)
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Assessment in Primary Care

Patient History 

• Prescribed medications
• Recreational drug use
• Current and previous 

alcohol consumption
• Testicular lumps
• Family history breast 

cancer

Patient 
Examination

• Bilateral breasts & nodal 
areas

• Lump/nipple/skin 
changes

• Unilateral/bilateral
• Offer testicular 

examination



DO NOT investigate

• Adolescents can be reassured that gynaecomastia will be 
transient in 90%

Adolescents with 
physiological pubertal 

gynaecomastia 

• Men >70 can be reassured that it is a benign symptom related 
to ageing

Elderly men with age-
related bilateral 
gynaecomastia

• Consider stopping or changing causative drug
• If other comorbidities render this unsafe, reassure drug-

related gynaecomastia is not dangerous and does not need 
further investigation or treatment

Men with a drug related 
cause (prescribed 

medication or 
recreational drug use)

• Fatty chest tissue enlargement requires no further 
investigation and provide appropriate lifestyle support.

Men with fatty 
pseudogynaecomastia



DO investigate (blood tests)

• Recent onset in lean 
men >20yo

• Rapid enlargement
• Persistent painful 

gynaecomastia
• Eccentric lumps
• Adolescents with 

persistent (>18
months) or massive 
gynaecomastia

Blood tests: 
9am testosterone (fasted)
FSH
LH
Prolactin
TFTs
LFTs
Oestradiol
U&Es

--------------

Tumour markers: 
BhCG
Alpha-fetoprotein

If abnormal refer to medical 
endocrinology unless abnormal LFTs only 
(Ix as per Abnormal LFTs)

If abnormal refer to Non-specific Site 
Pathway (NSS) - NSS to investigate 
further if normal findings on Testicle 
Ultrasound

ROUTINE BREAST REFERRAL



Refer to breast clinic

• >40yo with a hard, fixed, 
irregular/suspicious 
retro/peri-areolar lump

• Bloody nipple discharge
• Ulceration/distortion of 

nipple
• Lump with first degree family 

history of breast/ovarian 
cancer or genetic condition 
e.g. Klinefelter’s Syndrome

ROUTINE BREAST REFERRALURGENT SUSPECTED BREAST 
CANCER REFERRAL

Abnormal endocrine 
bloods
Refer for symptomatic 
management of painful 
gynaecomastia advice and 
guidance

Normal bloods
Refer to breast clinic for:
Persistent painful 
gynaecomastia > 6 
months

Unilateral lump with no 
obvious physiological or 
drug cause



Gynaecomastia: Background

• Gynaecomastia is the enlargement of male 
breast tissue due to hyperplasia of the 
glandular tissue
• It is common – 35% of men will develop 

gynaecomastia
• Most prevalent age group is 50-69
• Secondary alterations in male 

oestrogen:testosterone ratios
• Pseudogynaecomastia: due to adipose tissue – 

requires no investigation or treatment
• Male breast cancer = 0.7% of all breast cancer, 

approx. 350-400 cases/year 



Gynaecomastia: Causes – Physiological
• Neonatal: 

• up to 90% of neonates
• due to placental oestrogen transfer
• resolves within few weeks

• Pubertal:
• affects 60% adolescent males
• regression occurs in 90% of cases
• 10% persist to adulthood

• Senile:
• age 70+
• up to 65% of men
• due to reduction in testosterone relative to oestrogen



Gynaecomastia: Causes – Drug-induced

• 10–20% of gynaecomastia is due to prescribed drugs

• GnRH agonists e.g. Buserelin, Goserelin

• Androgen receptor blocking drugs e.g. Bicalutamide, Cyproterone acetate, spironolactone, flutamide

• Androgen production inhibiting e.g. Finasteride, ketoconazole, dutasteride

• Recreational drugs such as marijuana, amphetamines, heroin, methadone

• Anabolic steroids

• Alcohol

For a more comprehensive list: https://associationofbreastsurgery.org.uk/media/b2ljdqhr/abs-summary-
statement-gynaecomastia-v3.pdf 

https://associationofbreastsurgery.org.uk/media/b2ljdqhr/abs-summary-statement-gynaecomastia-v3.pdf
https://associationofbreastsurgery.org.uk/media/b2ljdqhr/abs-summary-statement-gynaecomastia-v3.pdf


Gynaecomastia: Causes – Pathological

• Adrenal or testicular tumours
• <3% of gynaecomastia (Daniels 2003)

• Primary hypogonadism – failure of testicular function
• Secondary hypogonadism – failure of the hypothalamic-pituitary axis
• Prolactinoma
• Thyrotoxicosis
• Androgen insensitivity

Gynaecomastia: Causes – Endocrine



Gynaecomastia: Causes – Systemic 
illness
• Liver cirrhosis – increased sex hormone binding globulin and 

peripheral oestrogen levels, decreased oestrogen degradation
• Renal failure – suppression of testosterone production
• Malnutrition & re-feeding syndrome
• Obesity – increased leptin and aromatase activity, increasing 

oestrogen levels



Gynaecomastia: Hormonal treatment

• Treatment is off-licence

• Most effective for recent onset gynaecomastia (before it becomes 
fibrotic)

• Alleviates mastalgia but not always regression of mass

• Usually initiated in secondary care

• Tamoxifen 10mg PO OD 3–9 months OR Anastrozole 1mg PO OD 3 
months



Gynaecomastia: Surgery

• Requires IFR approval

• Rarely funded by the NHS 
• 2/120 IFR in 2022-2024

• Endocrine causes should be excluded first

• Weight optimisation and smoking cessation expected

• Surgery associated with significant reduction in psychiatric morbidity, 
suicidal ideation/self harm and anxiety.



Male breast cancer – Background 

• 0.7% of all primary breast cancers 
• Approximately 350–400 cases diagnosed annually in the UK
• More men with metastatic disease (11.1%) vs 6.9% in women

• Presentation:
• Median age at diagnosis ≈70 years
• Usually presents as a painless unilateral lump
• Around 50% involve the nipple at presentation



Male breast cancer - 

• Red flag features
• Hard unilateral breast lump
• Bloody nipple discharge
• Nipple inversion, distortion or ulceration
• Associated axillary lymphadenopathy

• Risk factors
• Family history of breast cancer
• BRCA2 pathogenic variants
• Klinefelter syndrome



Male breast cancer 

• Referral
• Refer via the urgent suspected breast cancer pathway when malignancy is 

suspected

• Reassurance
• Most male breast symptoms seen in primary care are benign and due to 

gynaecomastia



Take Home Messages

• Most male breast symptoms are benign

• Do not investigate physiological, age-related or obvious drug-induced 
gynaecomastia

• Investigate selected patients for endocrine causes

• Think cancer when there is a hard unilateral lump, nipple change or bloody 
discharge

• Follow the NCA pathway to ensure the right patient reaches the right clinic


