
Test your diagnostic skills in our 
regular dermatology quiz. What 
is the cause of this erythematous 
plaque?

Case presentation
A 58-year-old woman presents with an 
18-month history of a scaly eruption on 
her right nipple. It is tender and mildly 
pruritic. The lesion has been unresponsive 
to treatment with a combination ointment 
containing triamcinolone acetonide, 
nystatin, neomycin sulfate and gramicidin.

The patient’s last mammogram and 
breast ultrasound, performed 12 months 
earlier, did not reveal any breast masses. 
She has a history of Hashimoto’s thyroiditis 
but is otherwise in good health. She has no 
history of atopy. Her father has had prostate 
cancer.

On examination, an erythematous 
plaque with a small amount of crust  
is observed on the nipple (Figure 1a).  
Erythematous round globules, pink  
structureless areas, dotted vessels and 
yellow scale are noted on dermoscopy 
(Figure 1b). There are no palpable masses 
on breast examination and no axillary 
lymphadenopathy.

Differential diagnoses
Conditions to consider among the dif
ferential diagnoses for a patient with a  
unilateral scaly eruption on the nipple 
include the following.

Eczema of the nipple and areola
Eczema of the nipple and areola, which  
may be unilateral or bilateral, mainly occurs 
in women but is occasionally seen in men.1 
The condition has an intermittent course 
and is characterised by pruritus and  
eczematous changes with poorly defined 
margins.2 Nipple anatomy is preserved.

Eczema of the nipple has been associ-
ated with atopy, breastfeeding and contact 

allergens.3-7  Skin irritation caused byfriction 
from undergarments may also cause nip-
ple eczema (also known as jogger’s nipple 
and cyclist’s nipple).8,9 However, often no 
cause can be established. 

For the case patient, a diagnosis of 
nipple eczema could be excluded. She has 
minimal associated pruritus and no history 
of atopy, and her symptoms are pro
gressively worsening, not intermittent. In 
addition, her condition has not responded 
to topical corticosteroid treatment.

Nipple psoriasis
Psoriasis is a chronic inflammatory skin 
disease with an incidence of 1 to 3%.10 The 
scalp, extensors of the knees and elbows, 
and sacral area are the most commonly 
affected sites, but psoriasis can appear in 
atypical locations after trauma by the 
process of koebnerisation.11 Although very 
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Figure 1a. The erythematous plaque with a 
small amount of scale on the nipple (case 
patient).

Figure 1b. Dermoscopic examination of the 
patient's lesion shows erythematous round 
globules, pink structureless areas, a few 
dotted vessels and yellow scale. 

56   MedicineToday   ❙   OCTOBER 2022, VOLUME 23, NUMBER 10

Downloaded for personal use only. No other uses permitted without permission. © MedicineToday 2022. https://medicinetoday.com.au/mt/october-2022



rare, there have been biopsy-proven cases 
of nipple psoriasis in breastfeeding women 
that have been provoked by the trauma of 
suckling.2

The case patient’s lesion is not consist-
ent with nipple psoriasis, which would be 
expected to be marginated, scaly and 
pruritic. On dermoscopy, nipple psoriasis 
typically demonstrates uniformly distrib-
uted dotted vessels and white scales, which 
are not seen in this case.12 She has no other 
cutaneous signs of psoriasis.

Staphylococcal aureus infection
Pathological conditions caused by Staphy-
lococcus aureus – an easily transmissible 
bacterium present in the anterior nares 
of up to 35% of healthy people in the 
community – are due to direct bacterial 
invasion through breaks in the skin.13,14 

Infection is facilitated in areas that are 
kept moist and humid, which favours local 
multiplication of S. aureus.13 A trauma-
tised and/or cracked nipple, especially 
after breastfeeding, provides an entry 
point for the bacterium, which may 
precipitate a deeper cellulitis, adenitis or 
mastitis.15 Puerperal mastitis is reported 
to affect 1.4% to 8.9% of nursing mothers 
presenting with general malaise, chills 
or sweats, and fever.16 However, half of 
patients will only have localised symptoms 
and signs of inflammation with no  
systemic features.14

Although the case patient’s lesion had 
yellow-coloured crust that can indicate 
S. aureus infection, an infective aetiology 
is unlikely given the protracted course of 
the lesion. She was not breastfeeding and 
did not have other inciting trauma to 
provide bacterial entry.

Paget’s disease of the nipple
This is the correct diagnosis. Paget’s disease 
of the nipple is a type of breast carcinoma 
that is thought to be caused by epidermal 
invasion of the nipple and areola by under-
lying in situ or invasive ductal carcinoma 
in the deeper breast tissue.17 It is a very rare 
condition, occurring in fewer than 3% of 
breast cancers overall.2 The disease most 

commonly affects postmenopausal women 
of Anglo-saxon descent who live in Western 
countries. However, rare cases have been 
noted in men and exceptionally cases are 
bilateral.2,17-19

The disease often presents as patches 
extending from the nipple and areola that 
resemble dermatitis.2 The early changes 
may be minimal, with a small, crusted and 
intermittently weeping area on the nipple 
that may leave brownish stains on cloth-
ing.2 These changes may be accompanied 
by itching, pricking or burning sensations, 
and the surface may become progressively 
thickened and erythematous.20 With more 
advanced lesions, erosions, ulceration, 
bleeding and extension may occur into the 
surrounding skin with a well-demarcated, 
slightly raised and irregular outline.17,21 On 
dermoscopy, pink structureless areas, fine 
white scale and dotted and short linear 
vessels are typically seen.12 About 30 to 
50% of patients will have a palpable breast 
lump, which is associated with a poor 
prognosis as half of these will have axillary 
node involvement.2,22 It is not uncommon 
for patients to wait over 12 months before 
seeking medical advice.2

Nipple eczema is a common mimicker 
of Paget’s disease of the nipple, which may 
lead to a delayed or missed diagnosis.17,21 
If nipple eczema is suspected but the diag-
nosis is unclear then a biopsy should be 
performed, particularly if there has been 
no response to topical corticosteroids.2

Investigations and management
A full-thickness biopsy of the nipple and 
areola is important if a patient presents 
with nipple-areola skin changes to estab-
lish the correct diagnosis but may not 
always detect an underlying breast 

carcinoma.2,17,21 All patients should have 
a mammogram or ultrasound to demon-
strate whether there is deeper pathology 
in the underlying breast because this will 
help guide the extent of surgery required.2 
However, breast MRI can identify changes 
that might not be detected by an ultra-
sound or mammogram.20,23,24 Breast MRI 
should be arranged if mammographic or 
ultrasound findings are normal or the 
extent of disease is uncertain.25,26

Referral of the patient to a breast sur-
geon is required. Management should 
be carried out as for carcinoma of the 
breast, which will likely involve surgery 
with or without axillary lymph node 
dissection and/or chemotherapy.2,20 In 
patients who have no evidence of an 
underlying carcinoma, breast conservation 
may be appropriate, with or without radio
therapy according to the presence or 
absence of an invasive component.27,28

Outcome
The case patient had a nipple biopsy, 
which confirmed the diagnosis of Paget’s 
disease of the nipple. She was referred to a 
breast oncoplastic surgeon, where further 
investigations, including biopsies and 
breast MRI, revealed high grade ductal 
carcinoma in situ.  She underwent bilat-
eral mastectomies and chemotherapy 
with paclitaxel and trastuzumab. Two 
years on, she is disease-free.�   MT
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