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Benign and Malignant Lesions of the Nipple

Joseph H. Farrow, M.D.

The nipple is a conic organ which gives
outlet to the secretions of the mammary
gland. It contains the lactiferous ducts and
muscular tissue and is covered by thick-
ened and wrinkled skin that is perforated
by varying numbers of duct orifices. Be-
cause of its function and anatomic location
the nipple plays an important role in the
diagnosis of pathological lesions of the
breast. Thus, the character of abnormal
discharges from the duct orifices may be
the clinical basis for detecting such lesions
as intraductal papilloma, duct stasis, or
cancer. Alterations of the nipple by ulcera-
tion or retraction are recognized features
of breast carcinoma. On the other hand,
the nipple may be the site of diseases and
new growths which are not peculiar to the
breasts.

The lesions of the nipple that are most
common as well as most difficult to dif-
ferentiate are Paget’s disease and eczema.
Paget’s description of the disease which
bears his name was published in 1874
under the title, “On Disease of the Mam-
mary Areola Preceding Cancer of the
Mammary Gland.” It contained only 1050
words and has no equal for clarity and
brevity in medical literature. A portion of
this classic, which was published in the St.
Bartholomew’s Hospital Reports, London,
10:87-89, 1874, follows:

“The patients were all women, various
in age from 40 to 60 or more years, hav-
ing in common nothing remarkable but
their disease. In all of them the disease
began as an eruption on the nipple and
areola. In the majority it had the appear-
ance of a florid, intensely red, raw surface,
very finely granular, as if nearly the whole
thickness of the epidermis were removed;
like the surface of very acute diffuse
eczema, or like that of an acute balanitis.
From such a surface, on the whole or
greater part of the nipple and areola, there
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was always copious, clear, yellowish, viscid
exudation. The sensations were commonly
tingling, itching, and burning, but the mal-
ady was never attended by disturbance of
the general health. 1 have not seen this
form of eruption extend beyond the are-
ola, and only once have seen it pass into
a deeper ulceration of the skin after the
manner of a rodent ulcer.

“In some of the cases the eruption has
presented the characters of an ordinary
chronic eczema, with minute vesications,
succeeded by soft, moist, yellowish scabs
or scales, and constant viscid exudation.
In some it has been like psoriasis, dry, with
a few white scales slowly desquamating;
and in both these forms, especially in the
psoriasis, I have seen the eruption spread-
ing far beyond the areola in widening cir-
cles, or, with scattered blotches of redness.
covering nearly the whole breast. I am not
aware that in any of the cases which I
have seen the eruption was different from
what may be described as long persistent
eczema, or psoriasis, or by some other
name, in treatises on diseases of the skin:
and 1 believe that such cases sometimes
occur on the breast, and after many
months’ duration are cured, or pass by,
and are not followed by any other dis-
ease. But it has happened that in every
case which I have been able to watch, can-
cer of the mammary gland has followed
within at the most two years, and usually
within one year. The eruption has resisted
all the treatment, both local and general,
that has been used, and has continued
even after the affected part of the skin has
been involved in the cancerous disease.”

It was entirely a clinical description and
therefore contained no reference to the
cells, subsequently called Paget’s cells.
which are a characteristic histological fea-
ture of this condition. Although there
were controversial opinions for many
years regarding both his observations of
the clinical course of the disease and the
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nature of the Paget's cells as described
by others, this condition is now generally
regarded and treated as a type of breast
cancer. One feature which Paget did not
mention is that it has been observed only
as a unilateral disease.

Eczema is not uncommonly bilateral
but may be unilateral. As a rule the onset
is more acute than in Paget’s disease and
the condition appears in patients of a

younger age group. While eczema may re-
semble Paget’s disease symptomatically
and clinically, it may initially involve only
the areola but later spread to the nipple,
whereas Paget’s disease first appears on the
surface of the nipple.

An important point regarding the super-
ficial lesions of the nipple is that they re-

quire a prompt biopsy for differential di-

agnosis and proper treatment.

Legends

(See pages 18 and 19.)

Fig. 1. Papillomatosis. Age 23. Crusting, bleeding,
and itching left nipple for 1'% years. Lesion confined
entirely to surface of the nipple without palpable in-
duration or mass in the breast. Biopsy: Atypical
papillomatosis of terminal ducts, cystic mastopathy.

Fig. 2. Sclerosing adenosis and duct papillomatosis.
Age 52. Indolent, pruritic sore involving left nipple
and areola for 2 years. Recurrence following limited
excision 1 year previously. Biopsy: Ulcerative fibro-
sis and inflammation. Did not heal following anti-
biotic therapy and hot soaks. Wide excision. Patho-
logical report: Sclerosing adenosis and duct papillo-
matosis.

Fig. 3. Eczema. Age 28. Three weeks' duration of
itching, scaly lesions involving the nipples and areola
of both breasts. Examination revealed bilateral in-
volvement of the nipples and areolas by a dry, scaly
eczematoid dermatitis. No mass palpable in the
breasts. Unfortunately a biopsy was not done because
the patient was referred for immediate dermatolog-
ical therapy due to the acute onset of the condition
and the bilateral involvement.

Fig. 4. Eczema. Age S55. Itching of left nipple for
2 months. Progressive, scaly erythema of skin and
adjacent base of nipple of 2 weeks’ duration. Super-
ficial lesion without underlying induration or mass in
the breast. Biopsy: Eczema. Referred for dermato-
logical therapy.

Fig. 5. Syphilis. Age 22. Postpartum 4 months
without nursing child. Four weeks' history of sticking
pain in breast with rapid onset of raw, granular
lesion involving the right nipple and areola. Biopsy:
Granulation tissue, serodiagnosis requested. Repeated
Mazzini, Kline and Kahn tests were 4 plus. Referred
for antiluetic therapy.

Fig. 6. Eczema. Age 41. Eight months previously
patient had noticed reddening of the right nipple and
staining of her night clothes by a clear fluid. Applied
ointments without relief. For 2 months pain in region
of the nipple. The surface of the nipple and superior
half of the areola was scaly with a leathery thicken-
ing of the skin, which cracked on palpation. A thin,
serous exudate oozed from the fissures in the areola.
Biopsy: Chronic inllammation consistent with ec-
zematoid dermatitis. Referred for dermatological
x-ray therapy.

Fig. 7. Melanoma. Age 50. Purulent discharge from
right nipple for 3 months. Pigmented area on nipple
presont for as long as she could remember. It had
become larger during the past month. Non-ulcerated.
clinically benign, pigmented lesion 1.5 by 1 cm. in-

volving the nipple and adjacent areola. No axillary
adenopathy. Local excision and simple mastectomy.
Pathological report: Malignant melanoma of nipple.
Breast tissue negative. Follow-up report 94 years
later indicated no evidence of diseass.

Fig. 8. Cancer. Age 44. Painless retraction of
ni;:rle and progressive reddish induration of nipfle
and areola for one month. Examination revealed
underlying mass that measured 1.5 cm. Biopsy: No
evidence of Paget’s disease but subepithelial area of
mammarly cancer. Radical mastectomy. Pathological
report: Infiltrating duct carcinoma, Grade III, with
metastases to axillary lymph node.

Fig. 9. Paget's disease. Age 68. Complaining of
progressive red scaly lesion of the right nipple and
areola for 3 weeks. Examination demonstrated a
4-cm., scaly, granular lesion involving the nipple,
areola, and adjacent skin, and a well defined 7-cm.
mass in the breast. Biopsy: Paget’s disease. Radical
mastectomy. Pathological report: Paget's disease, in-
filtrating duct cancer, Grade III, metastatic to other
are;s in the breast, and multiple axillary lymph
nodes.

Fig. 10. Paget’s disease. Age 37. Red, weepin&. and
tender right nipple and areola for 6 months. Entire
nipple and a small margin of the areola were in-
durated, granular, and erythematous. No mass pal-
pable in the breast. Biopsy: Everted, inflamed ter-
minal duct. Repeat biopsy: Paget's disease. Radical
mastectomy. Pathological report: Paget's disease with
lobular, comedo and infiltrating duct carcinoma; axil-
lary lymph nodes negative. Follow-up report 10 years
later revealed no evidence of disease.

Fig. 11. Paget's disease. Age 58. Asymptomatic
mass in the left breast for two months. Although
patient had not noticed any alterations of the nipple,
examination.revealed a scaly erythema involving the
nipple and adjacent areola. Underlying this area was
an infiltrating 2.5 cm. mass with skin attachment.
Biopsy: Paget’s di Radical ctomy. Patho-
logical report: Paget’s disease; infiltrating duct carci-
noma with metastases to multiple axillary nodes.
Patient died six years later with mediastinal metas-
tases.

Fig. 12. Basal-cell ePithelioma. Age 49. Ten years
previously “soap burn’ of right nipple. Had persisted
without healing as a scaly and crusty lesion. No
symptoms. Nipple indistinct due to scar and 2 dis-
crete ulcerations, with well defined rolled edges,
measuring 1.5 and 2 cm. respectively. No masses
were felt in the breast. Biopsy and wide excision.
Pathological report: Basal-cell epithelioma of nipple.
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Figure 1. Papillomatosis.
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Figure 3. Eczema.
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Figure 5. Syphilis.
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Figure 2. Sclerosing adenosis and duct
papillomatosis.

Figure 6. Eczema.
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Figure 7. Melanoma.

Figure 8. Cancer.

Figure 9. Paget’s disease.

Figure 11. Paget’s disease.

Figure 12. Basal-cell epithelioma.
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