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The vexing syndrome of non-lactational chronic recurring subareolar abscess and fistula 
was accurately described by Zuska, Crile, and Ayres in 19511, but the condition 
continues to frustrate patients and physicians alike. Zuska et al recognized the associati
of the condition with squamous metaplasia and keratin plugging of the nipple duct
correctly noted that “excision of the sinus tract and its indurated base without removal or 
incision of the terminal portion of the involved duct results in recurrence of the abscess or 
in persistence of the drainage.”  Later it was noted that patients with a history of heavy 
cigarette smoking were particularly susceptible to develop subareolar infections.
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school of thought has been that the smoking causes squamous metaplasia, perhaps by 
lowering β-carotene, with resulting duct obstruction due to keratin plugging and 
secondary infection due to stasis.4  An alternate hypothesis is that the smoking damages 
the ducts by direct toxins, microvascular damage, and altered bacterial flora and that the 
squamous metaplasia is secondary to chronic inflammation.5,6  Regardless of whether the 
keratin filled terminal ducts in the nipple are the primary etiology or a secondary 
phenomenon, their removal gives the best chance of cure for the condition. 
 
 
The condition is not related to pregnancy or lactation, but is most often seen in women in 
their thirties who have a long history of smoking.  They often have had recurrent 
abscesses with periodic flare ups over several years and have had many failed attempts at 
surgical extirpation.  Many of the women have inverted nipples or a central cleft in the 
nipple, but whether this is cause or effect is conjectural. 
 
If the patient presents with an abscess that is pointing in thin skin, it must be opened and 
drained, but the incision can be kept small and no drain is necessary.7 
Ideally, the abscess will present before the skin is thinned and ultrasound guided 
aspiration and irrigation with xylocaine is the optimal treatment.  Repeat aspiration every 
few days is sometimes necessary to affect a resolution.  The aspirate should be cultured 
both aerobically and anaerobically since anaerobes are a common offender.  It is 
particularly important to begin broad spectrum antibiotics that will cover the majority of 
potential pathogens when the abscess is treated with aspiration rather than open drainage.  
Staphylococcus aureus is the most common pathogen, and the incidence of methicillin 
resistant staph is increasing.8  Anaerobes are also common offenders, in addition to 
diphtheroids, Pseudomomas, Proteus and Streptococcus.  Trimethoprim-
sulfamethoxazole (Bactrim, Septra) is the single best initial choice of antibiotic.  
Metronidazole (Flagyl) should also be begun until cultures are available unless the 
abscess has been opened.  
 
A minority of patients will have no further symptoms following antibiotics and/or 
drainage, but the majority will have recurrent abscesses or develop intermittently draining 
fistulae which usually open at the border of the areola.  If symptoms become recurrent, 
proper surgical treatment is necessary to cure the problem.  Although patients should be 
encouraged to stop smoking for a variety of health reasons, the inability of the patient to 



stop smoking should not be used as a reason to deny operative intervention.  There is no 
evidence that smoking cessation reverses the damage to the ducts and alleviates the 
problem, but it may decrease the likelihood of involvement of other ipsilateral or 
contralateral ducts.  Approximately 80% of patients will experience recurrence after 
surgical treatment that does not include excision of the lactiferous ducts.9  Passaro et al, 
at the Cleveland Clinic emphasized the importance of removing not only the subareolar 
granulation tissue, but also the ducts within the nipple.10  A radial incision was favored, 
opening the nipple vertically to gain access to the ducts within.  Success was reported in 
47 of 48 patients, though some patients required several operations to achieve it.  The 
Mayo Clinic reported a 91% success rate when the central cleft of the nipple and the 
ducts within the nipple were resected along with the underlying chronically infected 
subareolar tissue.11  The excision was accomplished using a curvilinear incision in the 
periareolar region.  The most successful approach was described by Lannin from Yale 
University School of Medicine.12  He reported success in 26 of 26 patients who had duct 
excision by placing a probe through the fistulous opening and out the nipple, excising a 
wedge in a radial fashion like a “slice of pie.”  All incisions healed primarily with 
excellent cosmesis.  This is the technique favored by the author who has had similar 
excellent results without recurrence. 
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