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Abstract: Hyperkeratosis of the nipple and areola is a rare, sporadic,
benign condition characterized by verrucosus thickening and brown-
ish discoloration of the nipple and areola. Approximately 50 cases of
hyperkeratosis of the nipple and areola have been reported in the
literature. Dermatologists treated most of them conservatively. We
have described the case of healthy 19-year-old girl with bilateral
nevoid hyperkeratosis of the areola and our treatment by surgical
removal of the areola and reconstruction with a skin graft. As far as
we know, this is the first report of this kind of treatment. The final
result is esthetically excellent and without recurrence during 12
months’ follow-up.
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Nevoid hyperkeratosis is very rare and sporadic derma-
tosis in population with unknown etiology. Mehanna et

al1 have described that this disease may be more common in
the population than previously thought. Approximately 50
cases of hyperkeratosis of the nipple and areola have been
reported in the literature.1–23

Hyperkeratosis of the nipple and areola is a benign
condition characterized by verrucosus thickening and brown-
ish discoloration of the nipples and areola. This dermatosis
was first time described in 1923, without large series since
then.

Several case reports in the literature refer to the clas-
sification of hyperkeratosis of the nipple and areola suggested

by Levy-Franckel2 in 1938, who has described the following
3 types:

Type 1: hyperkeratosis of the nipple and areola repre-
senting an extension of a verrucosus (epidermal) nevus,
usually unilateral.

Type 2: hyperkeratosis of the nipple and areola associ-
ated with other dermatosis such as ichthyosis, acanthosis
nigricans, Darier disease, and lymphoma. This type could be
bilateral.

Type 3: also known as idiopathic or nevoid hyperker-
atosis of the nipple and areola, an unusual variant that appears
predominantly in women in the second or third decade of life.
This type is usually bilateral and, according to some authors,
may appear at puberty, during pregnancy, and in men with
prostate cancer treated with diethylstilbestrol.

Mehanna et al1 have proposed new classification also in
3 categories: (1) primary hyperkeratosis of the nipple and
areola (occurring coincidentally with other skin diseases); (2)
secondary hyperkeratosis of the nipple and areola (secondary
to hormonal changes, internal malignancy, or lymphoma) and
(3) idiopathic hyperkeratosis of the nipple and areola (in
women in the second or third decade of life with no obvious
cause) instead of nevoid.

Treatment of nevoid hyperkeratosis is predominantly
conservative and performed by dermatologists. The following
methods have been described in the literature: local applica-
tion of keratolytics, oral therapy with vitamin A, retinoids,
corticosteroids, calcipotriol. The recent reports about cryo-
therapy with liquid nitrogen5 and local therapy with CO2

laser13 are quite encouraging.
Exceptionally, there were 2 reports of the treatment of

this rare condition from the departments of plastic surgery.
The first one was about a 25-year-old woman with bilateral
nevoid hyperkeratosis of the areola who was offered surgical
removal of the areola and reconstruction with a skin graft, but
she refused it.21 Comments by dermatologists were that the
proposed option of surgical removal of the areola followed by
skin graft would bear significant risk of a suboptimal esthetic

Received November 26, 2004, and accepted for publication, after revision,
February 16, 2005.

From the Department of Plastic and Reconstructive Surgery, University
Hospital “Dubrava,” Zagreb, Croatia.

Reprints: Zlatko Vlajcic, MD, Department of Plastic and Reconstructive
Surgery, University Hospital “Dubrava,” Av. Gojka Suska 6, 10000
Zagreb, Croatia. E-mail: zvlajcic@kbd.hr.

Copyright © 2005 by Lippincott Williams & Wilkins
ISSN: 0148-7043/05/5406-0667
DOI: 10.1097/01.sap.0000164532.74411.17

Annals of Plastic Surgery • Volume 54, Number 6, June 2005 667



outcome, offering curettage as an alternative.22 The second
one, the most recent report, is about bilateral shave excision
of the lesion performed under general anesthesia, with a
satisfactory outcome and no evidence of recurrence at 10
months.23 Nevertheless, both cases were first unsuccessfully
treated topically with keratolytics.

Patient Report and Methods
We describe 19-year-old healthy girl presenting with

asymptomatic progressive bilateral thickening of the areolas
of the breasts, first-time occurrence at puberty, unsuccessfully
treated with keratolytics. There was no discharge from the
nipple, no evidence of the associated dermatosis or lympho-
mas, and no family history of similar lesion.

On physical examination, thick, hyperkeratotic, verru-
cous, and brownish-pigmented plaques were found involving
both areolas and not adherent to the underlying structures.
There was no significant lymphadenopathy. The nipples were
normal (Fig. 1).

In general anesthesia, we excised the hyperkeratosis

from both areolas and reconstructed areolas with full-thick-
ness skin grafts taken from the inguinal region. Definitive
histologic finding was nevoid hyperkeratosis (Fig. 2A, B).
The early postoperative esthetic result is shown (Fig. 3), and
the donor region was healed in 10 days. The patient was in
the hospital for 3 days after operation and had regular
follow-up after that. No recurrence has been observed during
12 months’ follow-up (Fig. 4).

DISCUSSION

Response to topical treatments for hyperkeratosis of the
nipple and areola is variable. Local therapy has to be applied
several times per day, making compliance difficult. Kerato-
lytic and retinoid therapy is mostly abandoned because
of its variable results, long treatment period, and recur-
rences.1,4,5,8,11,12,15,17 Ineffective treatment with etretinate
was also described in literature.16 Mitxelena et al5 described
better results after cryotherapy than after keratolytic therapy,
and CO2 laser treatment has been reported to be effective.12

FIGURE 2. Definitive histologic finding: hyperkeratosis, papil-
lomatosis and acanthosis of the epidermis with hyperpigmen-
tation of the basal layer and mononuclear infiltration of the
dermis (hematoxylin and eosin, magnification �40).

FIGURE 1. Preoperative involvement of both areolas without
nipples with nevoid hyperkeratosis.
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The major advantage of local therapy is noninvasive
treatment of patients, no need for hospitalization and general
anesthesia. The main problem of these methods is the long
period of treatment, daily application of therapy, and high
rate of recurrences. Early results of all these methods have
been usually acceptable, but the final esthetic result often was
not so satisfactory, and during longer follow-up, recurrences
became more frequent. By using local therapy, there is
always the possibility for recurrence of disease.

There are many cases in literature with: “we have
explained to her about the benign nature of her skin lesion
after previous local treatments were unsuccessful and she
refused surgery.” Surgical treatment, especially as we have
described, is a reasonable option. It is a radical, short treat-

ment with a good esthetic result. Because of that, it could be
considered as an initial treatment in difficult, recurrent cases.
Considering the shave excision treatment, excising and graft-
ing is superior because of predictable time of healing (1
week), predictable final esthetic result (opposite of shave
excision), radical excision of the affected areola in 3 dimen-
sions without residue, and possibility of getting the whole
areola for definitive histologic analysis.
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FIGURE 3. Early postoperative result, second day after opera-
tion.

FIGURE 4. Final result, 12 months after operation.
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