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Crusted nipple and areola: A new aetiology 
of  secondary hyperkeratosis of  the nipple 
and areola
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Abstract
Hyperkeratosis of the nipple and areola is a rare condition first described by Tauber in 1923. Less than 
100 cases have been reported in the literature. Hyperkeratosis of the nipple and areola presents as 
hyperkeratotic, hyperpigmented plaques on the nipple and areola. It is more common in females. An 18‑year‑old 
female patient presented with hyperkeratotic, plaque‑like, hard crusts on both nipples and areolas. The 
examining physician could successfully remove this crust using his finger. The crust had accumulated as a 
result of the patient’s reluctance to touch or clean the breast area due to psychological issues. A crusted nipple 
and areola may occur as a secondary condition due to a patient’s reluctance to touch or clean their breasts.

Key words: Crusted nipple and areola, hyperkeratosis of the nipple and areola, neglected nipples

Correspondence: 
Dr. Dhaifallah A. Alenizi, 
Department of Dermatology, 
Faculty of Medicine, 
Northern Borders University, 
P.O. Box: 1321, Arar 91431, 
Kingdom of Saudi Arabia. 
E‑mail: Drdhaif@hotmail.com

Introduction
Hyperkeratosis	 of	 the	 nipple	 and/or	 areola	 is	 a	 rare	 skin	
condition	defined	as	over‑keratinization	of	the	nipple	and/or	
areola	and	is	characterized	by	the	presence	of	hyperpigmented,	
crusted,	keratotic	thickening	of	the	nipple	and/or	areola.	It	is	
often	misdiagnosed.	It	is	classified	into	three	subsets:	Type	I	
hyperkeratosis	of	the	nipple	and	areola	due	to	the	extension	
of	an	epidermal	nevus,	 type	 II	hyperkeratosis	of	 the	nipple	
and	 areola	 in	 conjunction	 with	 disseminated	 dermatoses	
and	type	III	nevoid	hyperkeratosis	of	the	nipple	and	areola.1	
Moreover,	primary	hyperkeratosis	of	the	nipple	and	areola	is	
idiopathic,	while	secondary	hyperkeratosis	of	the	nipple	and	
areola	is	caused	by	a	variety	of	skin	conditions	(e.g.	epidermal	
nevus,	organoid	nevus	and	leiomyomas).2‑6

Case Report
An	 18‑year‑old	 female	 patient	 visited	 us	 at	 Alkhibrah	
Medical	Complex	in	Arar,	Saudi	Arabia,	with	complaints	of	
dark‑brown,	verrucous,	 plaque‑like	hard	 crusts	on	both	 the	
nipples	and	areolas,	which	had	developed	over	the	preceding	
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Figure 1:	 Bilateral	 yellow/dark‑brown,	 plaque‑like,	 friable	 hard	 crusts	
covering	both	the	areola	and	nipple

5	months.	The	crust	had	first	appeared	mainly	on	the	areolas	
and	expanded	 inward.	She	had	 type	 IV	skin	with	a	normal	
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body	 mass	 index.	 Her	 medical	 and	 surgical	 history	 was	
unremarkable	and	she	was	not	taking	any	medications.	Her	
mother	was	51	years	old	and	had	been	diagnosed	with	ductal	
breast	cancer	2	years	earlier.	She	received	chemotherapy	and	
radiotherapy,	but	died	3	months	after	our	patient	presented	
with	her	complaints.	Following	this,	the	patient	had	become	
anxious	 that	 she	 would	 also	 develop	 breast	 cancer	 and,	
therefore,	 she	 became	 obsessive	 about	 not	 cleaning	 or	
touching	her	breasts.

Examination	 revealed	 bilateral	 yellow/dark‑brown,	
plaque‑like,	 friable	 hard	 crusts	 covering	 both	 areolas	 and	
nipples	[Figures	1	and	2].	There	were	no	similar	lesions	on	
any	other	body	parts.	A	mammography	was	performed	before	
dermatology	consultation	and	no	abnormality	was	detected.

The	patient	was	shown	how	to	clean	her	breasts,	and	was	
reassured	 that	 cleaning	 and	 handling	 the	 breast	 does	 not	
increase	 the	 likelihood	 of	 developing	 breast	 cancer.	 In	
addition,	 5%	 salicylic	 acid	 ointment	 was	 applied	 and	 the	
crust	 disappeared	 within	 a	 week.	 Informed	 consent	 was	
obtained	from	the	patient	to	publish	this	case.

Discussion
When	hyperkeratosis	of	 the	nipple	and	areola	 is	 idiopathic,	
the	recommended	classification	is	primary	hyperkeratosis	of	
the	nipple	and	areola.	When	it	is	associated	with	epidermal	
nevus,	 organoid	 nevus,	 leiomyomas,	 verruca,	 congenital,	
acquired	 or	 erythrodermic	 ichthyosis,	malignant	 acanthosis	
nigricans,	 Darier’s	 disease,	 atopic	 dermatitis,	 cutaneous	
T‑cell	 lymphoma	 or	 chronic	 mucocutaneous	 candidiasis,2‑6	
the	recommended	classification	is	secondary	hyperkeratosis	
of	 the	nipple	and	areola.	 It	has	been	 reported	 in	women	of	
child‑bearing	age	and	males	receiving	hormonal	therapy	for	
prostate	cancer7,8	as	well	as	males	receiving	estrogen	therapy	
for	androgen	insensitivity	syndrome.9

This	 case	demonstrates	 a	 potential	 new	aetiology	 that	may	
mimic	 secondary	 hyperkeratosis	 of	 the	 nipple	 and	 areola,	
named	 “crusted	 nipple	 and	 areola.”	 Kaminska‑Winciorek	
et al.	 described	 two	 similar	 cases	 as	 “neglected	 nipples,”	

which	had	presented	as	acanthosis	nigricans‑like	plaques	that	
developed	due	to	avoidance	of	nipple	cleansing.10

In	conclusion,	crusting	of	the	nipple	and	areola	can	manifest	
as	secondary	hyperkeratosis	of	 the	nipple	and	areola	due	 to	
negligence	or	avoidance	of	cleaning	 the	breasts	due	 to	fear,	
misconception	 or	 a	 psychological	 condition.	When	 dealing	
with	 hyperkeratosis	 of	 the	 nipple	 and	 areola,	 the	 physician	
should	 try	 to	 remove	 the	plaque	using	fingers.	Additionally,	
wiping	the	affected	area	with	an	alcohol	swab	is	helpful11	to	
confirm	 that	 it	 is	 simply	 a	hard	 crust.	Because	 a	hard	 crust	
could	clinically	mimic	hyperkeratosis	of	the	nipple	and	areola,	
it	 is	 recommended	 that	 it	 should	 be	 included	 as	 a	 potential	
cause	of	secondary	hyperkeratosis	of	the	nipple	and	areola.
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Figure 2:	The	 successful	 removal	 of	 crust	 following	 treatment	with	 5%	
salicylic	acid	ointment


