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Abstract

Breastfeeding is thought to be the most optimal form of infant nutrition. Nursing mothers

are generally advised to continue breastfeeding until the infant is two years of age or

beyond. Unfortunately, however, a majority of nursing mothers will discontinue breastfeed-

ing much earlier than recommended. The most common reason for early discontinuation of

breastfeeding is nipple pain. It is, therefore, essential that dermatologists know how to

appropriately diagnose and effectively treat nipple pain associated with nipple dermatitis

among nursing mothers. This review article provides a detailed discussion on the clinical

features and management of various causes of nipple dermatitis during lactation, including

problems with infant latch-on, congenital oral anomalies, plugged lactiferous ducts, atopic

dermatitis, irritant contact dermatitis, allergic contact dermatitis, yeast infections, bacterial

infections, herpes simplex virus, and Raynaud’s phenomenon of the nipple.

Introduction

Breastfeeding is considered the ideal method of feeding
and nurturing infants. It offers optimal nutrition and
immunological protection to the infant, provides signifi-
cant health benefits to the mother, and helps the mother
and infant develop a close bond. According to the World
Health Organization,1 infants should be exclusively
breastfed for the first six months of life and should con-
tinue breastfeeding along with appropriate complimentary
foods until at least 24 months old.

Through ongoing international efforts to promote
breastfeeding, overall rates of breastfeeding have begun to
rise worldwide over the past decade.2,3 For example, in
the USA, an astounding 75% of infants start out breast-
feeding. Unfortunately, however, breastfeeding rates fall
dramatically to 43% at six months and further drop to
22% at 12 months. Only 33% of infants are exclusively
breastfed at three months, and a mere 13% are exclu-

sively breastfed at six months.4 Thus, despite overall
increasing rates of breastfeeding, the majority of mothers
discontinue breastfeeding much earlier than recom-
mended.

One common reason reported by nursing mothers for
early cessation of breastfeeding is nipple pain.5 In fact, up
to 90% of nursing mothers experience nipple pain in the
postpartum period.6–8 Nipple pain can cause mothers to
feel especially discouraged, ultimately leading to decreased
frequency and duration of feedings and subsequent termi-
nation of breastfeeding. To extend breastfeeding duration,
dermatologists must feel comfortable helping mothers
overcome breastfeeding difficulties such as nipple pain.

Dermatologists are perfectly suited to manage nipple
pain, in particular nipple pain related to nipple dermati-
tis, as they have much expertise in diagnosing and treat-
ing inflammatory dermatoses. Furthermore, patients with
a history of atopic dermatitis and other underlying der-
matological conditions, who are generally followed by a 1149
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dermatologist, are more prone to experience nipple
dermatitis during breastfeeding and develop secondary
infections with such organisms as Candida albicans and
Staphylococcus aureus.9 The objective of this review arti-
cle is to educate dermatologists on appropriate diagnosis,
management, and treatment of nipple dermatitis among
nursing mothers.

Differential diagnosis for nipple dermatitis

There are many possible etiologies of nipple dermatitis
among nursing mothers. The differential diagnosis
includes mechanical irritation from problems with infant
attachment to the nipple or congenital anomalies of the
mouth, plugged lactiferous ducts, psoriasis, atopic derma-
titis, irritant contact dermatitis, allergic contact dermati-
tis, yeast infections, bacterial infections, herpes simplex
virus (HSV), and/or vasospasm (also known as Raynaud’s
phenomenon of the nipple).

Poor infant latch-on and congenital oral

anomalies

Poor infant latch-on (or inappropriate positioning of
the infant’s mouth on the mother’s nipple) is considered
the most common cause of persistent nipple pain. If the
infant is poorly positioned and suckles vigorously,
the mother can experience abrasions and trauma to the
nipple.10–13 Similarly, congenital mouth abnormalities,
such as cleft lip or palate and short frenulum, can lead to
significant nipple irritation and an increased risk of nipple
dermatitis. Infants with a short frenulum (medically
termed ankyloglossia) often experience breastfeeding diffi-
culties, including poor attachment to the nipple and sub-
optimal weight gain due to inadequate removal of milk
from the breast. During normal suckling, the infant places
the tongue over the lower gum and curves the sides of the
tongue around the nipple. If this cannot be accomplished,
the infant can cause substantial maternal nipple abrasions
and pain as a result of mechanical trauma.14

Psoriasis and eczema

Nursing mothers with a history of psoriasis may experi-
ence a flare-up of psoriasis during lactation. They are also
more likely to experience koebnerization (or the develop-
ment of new plaques of psoriasis in areas of injury) due
to irritation from infant suckling. Psoriasis of the nipple
generally presents as well-demarcated, erythematous
plaques with fine micaceous scales (Fig. 1).

Eczema among nursing mothers most commonly affects
the areola and occasionally extends to the breast. Eczema
of the areola can present as an acute erythematous erup-

tion, with oozing, crusting, and erosion. It can also occur
in a subacute or chronic presentation as dry, lichenified,
and scaling lesions on an erythematous background.
Patients may complain that the lesions are pruritic, pain-
ful, or even burning (Fig. 2).9,15

The term eczema can be used to describe the clinical
presentation of several categories of dermatitis. Three
main categories include endogenous atopic dermatitis, irri-
tant contact dermatitis, and allergic contact dermatitis.
Patients with endogenous atopic dermatitis consist of
those women with a pre-existing tendency to develop
eczema.9 Irritant contact dermatitis occurs as a result of
an irritating agent on the skin. Dermatologists should con-
sider any topical agents, detergent, soap, chlorine clothing
bleach, or prior therapies including topical antibiotics as
possible irritants.16–18 In contrast, allergic contact derma-
titis is a delayed hypersensitivity reaction to an allergen in

Figure 1 Psoriasis of the nipple in a breastfeeding mother

Figure 2 Eczema of the nipple in a breastfeeding patient with
atopic dermatitis
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a topical agent applied to the nipples. Offending agents
can include lanolin, chamomile, vitamins A and E, aloe
vera, and fragrances.19–25 Other potentially harmful
agents that should be avoided are certain home remedies,
such as tea bags containing tannic acid, honey due to the
risk of Clostridium botulinum exposure, and banana or
papaya peels, which can contain high numbers of micro-
organisms.26,27 The pattern of the dermatitis can be par-
ticularly helpful in identifying cases of irritant and allergic
contact dermatitis. For instance, if the inciting agent were
an allergen in a new lactation bra, the dermatitis would
be limited to the area of bra coverage.15

Plugged lactiferous ducts

Plugged lactiferous ducts (‘‘milk blisters’’) can present as
localized tenderness in the breast from inadequate expres-
sion of milk. A firm, erythematous, and painful area may
be present on the affected breast, while a tender, white,
small bleb may appear on the nipple. The bleb is believed
to result from an overgrowth of epithelium or an accumu-
lation of fatty substance. Plugged lactiferous ducts can
also occur deeper in the breast tissue when the flow of
milk is blocked. A chronically plugged lactiferous duct
can result in a galactocele, or a milk cyst.

When milk stagnates and is not regularly expressed due
to plugged lactiferous ducts, mastitis (or inflammation of
the breast) can develop. Other risk factors for mastitis
include cracked or fissured nipples, use of certain nipple
creams, and past history of mastitis.26 Development of
mastitis has been reported in up to 20% of nursing moth-
ers within the first six months after delivery.28 It occurs
when cytokines cross from milk into interlobular connec-
tive tissue and induce an inflammatory response. This
subsequently places the patient at risk of developing both
yeast and bacterial infections. Dermatologists should have
a high index of suspicion for mastitis if the patient has a
fever over 38 �C and complains of malaise, including
headaches, chills, and body aches.

Yeast infection

Yeast infection, most frequently resulting from C. albi-

cans, should be suspected when the nursing mother com-
plains of burning, shooting, or stabbing nipple pain that
can radiate from the nipple through the breast to the chest
wall (Fig. 3). The patient’s symptoms are usually out of
portion to clinical findings. This condition is usually asso-
ciated with an infant with a recent history of oral thrush
or diaper dermatitis. Often, if the infant has evidence of
Candida infection and the mother is afebrile, the patient
will be given a diagnosis of Candida mastitis. In a survey
of 312 lactation experts, 93% of responders made a diag-

nosis of Candida mastitis based primarily on history and
physical exam of the infant, without performing any
cultures of the mother’s nipple and breast milk or infant’s
mouth.29

All too frequently, physicians will neglect to consider
bacterial infections in the differential diagnosis unless the
patient experiences a fever. Considering that patients with
bacterial infection can present without a fever and with
the same symptoms as those with Candida infection, it is
critical to distinguish between these two infections by cul-
turing the mother’s nipple and breast milk, as well as the
infant’s mouth.

Culturing for Candida species has long been considered
difficult or impossible. But, within the last 10 years,
proper culturing techniques to detect Candida species
have been developed.30 Since then, studies have been able
to more accurately assess the occurrence of Candida mas-
titis in nursing mothers. Prior to development of the
proper culturing technique, studies likely underestimated
the prevalence of Candida in patients with chronic breast
pain during lactation (see ‘‘Culture techniques’’ below).31

One recent study, which utilized proper culturing tech-
niques, investigated the frequency of Candida coloniza-
tion among 100 nursing mothers and their infants
(Fig. 4). Cultures of the mother’s skin and breast milk
and the infant’s mouth were performed at two weeks
postpartum. Of the nursing mothers, 23% (23/100) colo-
nized positive for Candida, of which 87% (20/23) had
accompanying symptoms including burning nipples,
breast pain, stabbing pain in the breast, shiny nipple/are-
ola skin, or flaky nipple/areola skin. Of these 20 mothers
symptomatic for Candida mastitis, 15 of their infants col-
onized positive for Candida. In contrast, 77% (77/100) of
the nursing mothers did not colonize for Candida, of
which only 16% (12/77) had accompanying symptoms.
Thus, the vast majority of those colonized had symptoms
clinically suggestive of mastitis, and the vast majority of

Figure 3 Nipple dermatitis in a breastfeeding mother with a
positive Candida culture
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those not colonized did not have symptoms of mastitis.
Notably, this study did not perform cultures for possible
bacterial infection, which may represent at least some of
the women symptomatic for mastitis but not colonized
with Candida (Fig. 4).31

In addition to performing cultures for Candida species,
careful examination of the infant can be particularly help-
ful in making an appropriate diagnosis. Approximately
25% of vaginally delivered infants are infected with Can-

dida through the birth process. Nearly half of all healthy
infants will be colonized by the age of 18 months, but
only 25% of these infants will exhibit symptoms.32–35

Infants with Candida infection may exhibit a fiery red
diaper rash or oral thrush characterized by white patches
in the oral mucosa that can leave bloody areas if scraped.
Physicians must take care not to mistaken Epstein’s pearls
for Candida infection, which represent entrapped epithe-
lium located on the median palatal raphe of the infant’s
mouth. Another clinical clue of Candida infection is that
the infant may make a clicking sound during feeding due
to soreness in the mouth from oral thrush.

Bacterial infection

Bacterial infection due to colonization of S. aureus organ-
isms is another potential cause for chronic breast and nip-
ple pain during lactation. Studies consistently report that
about 50% of nursing mothers who are experiencing deep
breast or nipple pain will culture positive for S. aureus.36–38

If a patient cultures positive for S. aureus, it is important
to treat with oral antibiotics for 4–6 weeks for two rea-
sons. First, systemic therapy is significantly more effective
than topical therapy in reducing pain. Second, oral antibi-
otics can reduce the risk of developing mastitis associated
with fever and malaise. Specifically, in a prospective cohort
study of 84 nursing mothers complaining of cracked, sore
nipples, there was a 79% improvement with oral antibiot-

ics, as compared with a 16% improvement with topical
mupirocin alone. In addition, mastitis developed in up to
35% of mothers not treated with oral antibiotics vs. only
5% of mothers treated with oral antibiotics.36

In a retrospective study consisting of 60 patients with
postpartum breast tenderness, 50% of patients colonized
S. aureus in their breast milk. Interestingly, both those
patients who cultured positive for S. aureus and those
who cultured negative improved at the same rate on oral
antibiotics, with 94% of women experiencing pain resolu-
tion. The only difference in symptoms between these two
groups was that the mothers who cultured negative were
significantly more likely to experience breast pain on deep
palpation. In addition to oral antibiotics, 40% of all
patients received antifungal therapy. Ultimately, because
all patients improved with antibiotic use regardless of
whether they colonized S. aureus, it appears that the anti-
inflammatory properties of the antibiotics may have also
played a role in improving the symptoms of these nursing
mothers, just as in the case of acne patients where derma-
tologists often prescribe an antibiotic for its antimicrobial
and anti-inflammatory effects.38

Herpes simplex virus

Herpes simplex virus infection of the nipple tends to pres-
ent as miniature vesicles on an erythematous base and can
be exquisitely tender. An infant (<3 months old) feeding on
a nipple with HSV can develop a life-threatening infection
involving the CNS that will require intravenous acyclovir.
HSV can mimic more common causes of nipple dermatitis,
such as plugged lactiferous ducts, Candida mastitis, and
bacterial mastitis. Therefore, it is crucial to confirm the
diagnosis of HSV, when clinically indicated, with a viral
culture, serology, direct immunofluorescence assay, poly-
merase chain reaction, or Tzanck smear (Fig. 5).

100 nursing women and 
infants at 2 weeks postpartum 

23% (23/100) of nursing 
mother colonized 

77% (77/100) of nursing 
mothers not colonized 

87% (20/23) 
symptomatic  

13% (3/23) 
asymptomatic 

16% (12/77) 
symptomatic 

84% (65/77) 
asymptomatic 

75% (15/20) of 
their infants 

colonized 

25% (5/20) of 
their infants 
not colonized 

Frequency of Candida Colonization 

Figure 4 Estimated prevalence of Candida colonization in
infants and mother experiencing chronic nipple pain during
lactation

Figure 5 HSV infection in a breastfeeding patient
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Raynaud’s phenomenon of the nipple

Often, despite a dermatologist’s best effort to treat the
underlying inflammatory dermatosis and clear the yeast
or bacterial or viral infection, nursing mothers will con-
tinue to experience chronic pain when breastfeeding.
Over the years, this has been given the elusive label
‘‘chronic candidal mastitis’’, even though cultures do not
detect C. albicans, and there are no signs or symptoms of
Candida infection in either the mother or infant.

There are likely two main contributing factors of
‘‘chronic candidal mastitis’’. Given that improper tech-
niques for culturing Candida species existed prior to
2003, it is likely that some of these patients may, in fact,
have had a yeast infection. However, this does not
explain those patients who continue to experience nipple
pain despite oral and topical antifungal therapy.

Another possible contributing factor in patients given
the label of ‘‘chronic candidal mastitis’’ is Raynaud’s phe-
nomenon of the nipple, described as vasospasm of the
arterioles causing intermittent ischemia (Fig. 6).
Raynaud’s should be considered in the differential if a
nursing mother is experiencing nipple pain for over four
weeks and has failed multiple rounds of antifungal and
antibiotic therapies. Raynaud’s is thought to be quite
common in the hands, affecting up to 20% of women of
childbearing age.39 Although there are only a few
reported cases on Raynaud’s phenomenon of the nipple
among nursing mothers, the largest series being a cohort
of 12 patients,39 it is generally thought to be missed by
dermatologists and underdiagnosed.

Work-up for nipple dermatitis

This section reviews the proper technique to perform cul-
tures of the infant’s mouth as well as the mother’s skin

and breast milk. This is followed by a discussion on rele-
vant questions to ask a nursing mother when working up
nipple dermatitis.

Culture techniques

To perform a fungal culture of the infant’s mouth, simply
swab obvious lesions if present. If, however, the infant’s
mouth appears free of lesions, swab the tongue, buccal
mucosa, and palate. Do not soak the swab in the infant’s
saliva, as saliva has antifungal peptides. Before sending
any fungal culture for processing, be sure to moisten the
swab sufficiently with normal saline. This will help ensure
that yeasts survive. Finally, make sure that the fungal cul-
ture is processed within 24 hours.40,41

When performing either a bacterial or fungal culture of
the mother’s skin, first lightly moisten the swab with sal-
ine before swabbing the skin to increase the yield of
microorganisms. Swab both the skin of the nipple and
areola as well as around the breast in the intramammary
folds. Always perform bacterial cultures first, then clean
the area with 60% ethanol avoiding any areas of skin
breakdown. This will help reduce bacterial contamination
for the fungal culture. After performing the fungal cul-
ture, moisten the swab sufficiently with normal saline and
process it within 24 hours.40,41

Culturing breast milk for fungal infections has long been
considered futile because the presence of immunoglobulins
and lactoferrin in breast milk can inhibit the growth of
C. albicans.42–44 The addition of iron to the breast milk
helps overcome the inhibition of C. albicans growth by
lactoferrin,30 but there are presently no commercially
available fungal cultures that utilize this technique.
Recently, however, several new methods of diagnosing
Candida growth have become available. One approach

Figure 6 Raynaud’s phenomenon of the nipple. Note the
blanching of the nipple with cold exposure

Fungal culture:  Swab the tongue, buccal mucosa, and palate.  Do 
not soak the swab in saliva.  Moisten with saline before sending for 
processing.  Process within 24 hours. 

(including the nipple and mammary folds) 
1.  For bacterial & fungal cultures, moisten swab lightly with saline 
2.  Perform bacterial culture first. 
3.  Then, clean skin with 60% ethanol to reduce bacterial 
contamination.  
4.  Finally, perform fungal culture. Moisten with saline before send 
for processing.  Process within 24 hours 

Fungal culture:  Special processing with iron to overcome effect of 
lactoferrin in milk is not commercially available.  Recently 
developed methods of identifying Candida species include the 
detection of (1 3)- -D-glucan in either plasma or breast milk and 

Bacterial culture:  Hand-express milk.  Discard first 1-m. 

Culture technique 

Figure 7 Proper technique to perform cultures of the infant’s
mouth, as well as the mother’s skin and breast milk
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measures the presence of (1 fi 3)-b-D-glucan in either
plasma or breast milk. Because (1 fi 3)-b-D-glucan makes
up 40% of the cell wall of C. albicans, its detection would
confirm the growth of Candida species. Another approach
uses a new growth medium, CHROMAgar� Candida
(CHROMAgar Microbiology, Paris, France), which selec-
tively promotes the growth and detection of Candida

species because of the presence of a chromogenic agent
(Fig. 7).45

Detection of bacteria in breast milk is much more
straightforward. Simply instruct the mother to hand
express her breast milk, making sure to discard the first
1 ml in order to prevent potential bacterial contaminants
found on the skin.

Ultimately, it is important to remember to be as com-
prehensive as possible. Do perform multiple cultures and
send for sensitivities, as the more cultures and sensitivities

______________tnemtnioppAfoetaD

Questionnaire For Nursing Mothers 

Demographic Information

1. Name of patient (mother) __________________________________________________________ 

2. Name of baby ___________________________________________________________________ 

3. Baby’s date of birth ______________________________________________________________ 

4. Baby’s birth weight ______________________________________________________________ 

5. Current age of baby ______________________________________________________________ 

6. Current weight of baby ____________________________________________________________ 

7. Is this your first child? ____________________________________________________________ 

a. If not, how many other children do you have? __________________________________ 

b. Did you breastfeed your other children? _______________________________________ 

Delivery Information

8. Type of Delivery        ___________ Cesarean              ___________ Vaginal   

9. After how many weeks of pregnancy did you deliver? ___________________________________ 

10. Did any unusual events occur around the time of delivery?  If yes, please explain. _____________ 

_______________________________________________________________________________ 

11. Were any antibiotics or other medications given to YOU around the time of delivery, or after 

delivery?  If yes, please explain why, which medications were given, and for how long. ________ 

_______________________________________________________________________________ 

12. Were any antibiotics or other medications given to the BABY soon after delivery?  If yes, please 

explain why, which medications were given, and for how long. ____________________________ 

_______________________________________________________________________________ 

Nursing Information

13. How soon after delivery did you begin breastfeeding? ___________________________________ 

14. How many days after delivery did your milk come in?  Day # _____________________________ 

15. Do you breastfeed, pump, or both? __________________________________________________ 

16. How often do you breastfeed or pump? _______________________________________________ 

17. Where do you breastfeed? _________________________________________________________ 

18. Do you use a nursing pillow? _______________________________________________________ 

19. How long does the baby nurse on each breast? _________________________________________ 

20. How often does the baby fall asleep during breastfeeding? ________________________________ 

21. Do you ever skip any feedings during the day or night? __________________________________ 

22. When does the baby go to bed? _____________________________________________________ 

23. When does the baby wake up? ______________________________________________________ 

24. Do you breastfeed when the baby wakes up? __________________________________________ 

25. Does the baby receive any formula?  If yes, please explain when and how much. ______________ 

_______________________________________________________________________________ 

26. Does the baby drink from a bottle? If yes, please indicate when. ___________________________ 

Figure 8 Sample questionnaire for nursing mothers to complete at the time of initial evaluation
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that are performed, the more likely the infectious organ-
isms will be detected.

Clinical evaluation

So, what are the key elements of the patient history that
should be obtained from a nursing mother with nipple
dermatitis? First, determine if the nursing mother has seen
a lactation consultant to verify that infant latch-on and
chronic trauma to the nipple is not the source of the
problem. If the patient has not seen a licensed lactation
consultant, evaluate the infant for appropriate latch-on

and positioning and for any suckling disorders due to
congenital oral anomalies. A referral to a lactation con-
sultant can be tremendously helpful, as they have many
years of experience mastering the art of lactation and can
provide the nursing mother with many subtle tricks to
limit pain and trauma to the nipple.

Inquire about personal history of atopic dermatitis or
psoriasis to assess if this could represent a flare of
eczematous dermatitis or koebnerization of psoriasis,
respectively. Check all detergents, soaps, and topical
substances that the nursing mother applies to the breast
to rule out an irritant or allergic contact dermatitis.

Mother’s Situation

27. What difficulty are you experiencing? ________________________________________________ 

_______________________________________________________________________________ 

28. When did it begin? _______________________________________________________________ 

29. What treatments have you tried thus far? ______________________________________________ 

_______________________________________________________________________________ 

30. Do you currently have any flu-like symptoms (such as fever, chills, runny nose, sore throat, 

headache, nausea, etc.)?  If yes, please explain. _________________________________________ 

_______________________________________________________________________________ 

31. Do you have history of eczema, psoriasis, allergies to fragrances, lanolin, or soaps, and/or other 

skin conditions?  If yes, please explain. _______________________________________________ 

_______________________________________________________________________________ 

32. Do you have Raynaud’s phenomenon?  Symptoms may include change in color (white, blue, or 

red) of hands or feet with cold exposure. ______________________________________________  

33. Do you enjoy cold weather sports, such as skiing or ice-skating? ___________________________ 

34. Do you have any current medical problems (such as, diabetes, high blood pressure, etc.)?  If yes, 

please explain. __________________________________________________________________ 

35. Are you currently taking any INTERNAL medications?  If yes, please explain. _______________ 

_______________________________________________________________________________ 

36. Are you currently using any TOPICAL medications?  If yes, please explain. _________________ 

_______________________________________________________________________________ 

Baby’s Situation

37. Has the baby received any treatments?  If yes, please explain. _____________________________

_______________________________________________________________________________ 

38. Has the baby ever had a diaper rash? _________________________________________________ 

39. Has the baby ever had a white coating in the mouth on the gums or on the tongue? ____________ 

_______________________________________________________________________________ 

40. Has the baby ever had “colicky” symptoms, excessive burping, been very “gassy”, spit up greater 

than 1-2 teaspoons at a time, and/or been inconsolable?  If yes, please explain. ________________ 

_______________________________________________________________________________ 

Laundry and Clothing

41. Which laundry detergent do you use for your CLOTHES? ________________________________ 

42. Which laundry detergent do you use for your BRAS? ____________________________________ 

43. Do your bras have 100% cotton cups? ________________________________________________ 

44. What kind of nursing pads do you use?       ___________ Disposable        ___________ Washable   

45. Do you wear a bra at night? ________________________________________________________ 

Figure 8 (Continued)
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To evaluate for Raynaud’s phenomenon of the nipple,
determine if the mother experiences cold sensitivity par-
ticularly in winter months, vasoconstriction of the
hands and feet with cold exposure, or any changes in
color of the nipple. Ask about risk factors for Candida

infection, such as recent use of antibiotics or a history
of gestational diabetes, which can persist postpartum.
Examine the infant for oral thrush and diaper rash.
Finally, ask about any recent fevers or chills, which
may be suggestive of a possible bacterial infection
(Figs. 8 and 9).

Management of nipple dermatitis

When a breastfeeding mother presents with sore nipples,
dermatologists should first and foremost manage pain.
Advise the mother to make nursing intervals every
3–4 hours. Breastfeed for 10–12 minutes first on the less
tender breast, then alternate to the other breast, and then
go back to the less tender breast if necessary. Reassure the
mother that not only is it safe, but it is recommended that
she continue to breastfeed on the tender breast even if the
culture is positive for yeast or bacteria. Instead of

Patient’s Name ____________________

Date of Appointment _______________

Physician’s Note for Nursing Mothers 

Patient History

Chief Complaint: _______________________________________________________________________ 

Allergies: ______________________________________________________________________________ 

Medications: ___________________________________________________________________________ 

Past Medical History: ____________________________________________________________________ 

Past Surgical History: ____________________________________________________________________ 

Family History: _________________________________________________________________________ 

Social History:  Tobacco: ______     Alcohol: ______    Illicit Drugs: ______  Occupation: _____________  

 Single: ______         Married: ______   Divorced: ______       No. of Children: ______    

Physical Examination

Vital Signs:  Pulse:____    Blood Pressure: ____/____       Respiratory Rate: ____   Temperature: ____ºF/C

General appearance: ______________________ Mood: _________________________________

Interaction with baby: ____________________

Breast:  _______________________________________________________________________________

_______ Engorged?

_______ Erythema of areola? 

___ mild  ___ moderate  ___ severe

_______ Erosions?

_______ Desquamation?

_______ Vesicles?

_______ Furrows?  

_______ Focal erythema (not including areola)? 

___ mild  ___ moderate  ___ severe

_______ Focal tenderness?  

_______ Fluctuance?

_______ Plugged ducts? 

Scalp: ________________________________________________________________________________ 

Nails: _________________________________________________________________________________ 

Evidence of atopic dermatitis: _______________ Evidence of psoriasis: _____________________

Additional skin findings: _________________________________________________________________ 

______________________________________________________________________________________

Examination of Baby 

Oropharynx: ___________________________________________________________________________

Genitalia and inguinal folds: _______________________________________________________________

Clothing (Check all that apply)

_______ Cotton bra cup  

_______ Appropriate fit of bra 

_______ Disposable nursing pads 

_______ Cotton nursing pads  

Nursing Observation (Check all that apply)

_______ Appropriate positioning 

_______ Able to latch-on 

_______ Uses a nursing pillow  

_______ Adequate breast support 

Figure 9 Sample physician consultation note to evaluate a breastfeeding mother with nipple dermatitis
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breastfeeding, pumping 2–4 times daily can also be helpful
for pain relief. But, mothers should be advised to return to
breastfeeding as tolerated. Warm water compresses have
been shown to be effective in treating sore nipples and
superior in reducing pain compared with the use of lanolin
or dried breast milk.46 Hydrogel pads (Soothies� by Lasin-
oh� or ComfortGel� by Ameda�) can also provide imme-
diate pain relief when applied to the nipple after each
feeding. Hydrogel pads should be replaced at least every
three days and cleaned after each use with soap and water.

Ibuprofen 400 mg every four hours (maximum dose of
2400 mg/d) can also be used as needed for pain.

To manage nipple soreness due to poor infant latch-on,
one technique is to position the nipple asymmetrically in
the center of the top half of the infant’s mouth, instead
of in the middle of the infant’s mouth. With this tech-
nique, more of the nipple areola will be seen at the
infant’s nose than at the chin because the infant will
suckle the milk from the breast under the nipple into the
mouth. This allows the nipple to better expand in the

Patient’s Name ____________________

Date of Appointment _______________ 

Laboratory Procedures (Check all that apply)

_______ KOH                     

_______ Fungal culture:     _______ Infant  _______ Mother _______ Breast milk             

_______ Bacterial culture:  _______ Infant  _______ Mother _______ Breast milk 

Differential Diagnosis (Check all that apply)

_______ Infection:    _______ Yeast (C. albicans) _______ Bacterial (S. aureus)   _______ Viral (HSV) 

_______ Dermatitis:  _______ Atopic                      _______ Irritant                        _______ Contact

_______ Psoriasis 

_______ Areola Trauma 

_______ Plugged Duct/Galactocele 

_______ Raynaud’s phenomenon of the nipple 

Treatment Recommendations  (Check all that apply) 

General instructions: 

_______ Make nursing intervals Q3-4 hours minimum if possible.  Breastfeed for 10-12 minutes first on 

less tender breast, then alternate to other breast. 

_______ Pump 2-4 times daily, instead of breastfeeding for pain relief. Return to breastfeeding as tolerated.   

_______ Ibuprofen:  Take 400 mg PO Q4 hours (max dose of 2400 mg/day) PRN pain   

_______ Wash with soap-free cleansers, such as Cetaphil®, Cerave®, or Aquanil®.

_______ Apply Aquaphor® ointment BID-TID, over the top of the prescription corticosteroid if     

prescribed, and QHS.  

________Return for re-evaluation 7-10 days

Atopic Dermatitis patients, general instructions plus 

_______ Apply hydrogel pads, such as Soothies® by Lansinoh® or Ameda ComfortGelTM, after nursing 

PRN pain.  Replace hydrogel pads every 3 days and clean after each use with soap and water  

_______ Apply 1ow-to mid-strength topical corticosteroids, such as desonide ointment, hydrocortisone 

butyrate cream, or alcometasone diproprionate cream, BID x 10-14 days after nursing. 

Candidiasis patients, general instructions plus

_______ Gentian violet (less than 0.5% concentrated solution): Swab infant’s mouth QDay x 3-7 days, or 

Nystatin Suspension: Swab infant’s mouth TID x 7-10 days after nursing 

_______ Fluconazole standard course: Take 400 mg PO on day #1, then 100 mg PO BID x 13 days 

Mastitis patients  

_______ Oral antibiotic:  Take cephalexin 500 mg BID-TID, amoxicillin 500 mg BID-TID, or dicloxacillin 

250 mg TID PO x at least 2 weeks (preferably 4-6 weeks) for mastitis, may need prophylactic 

fluconazole of 300 mg PO Q 3 days during course 

Raynaud’s patients 

_______ Nifedipine sustained release:  Take 30 mg PO QHS x 14 days as minimum trial for Raynaud’s. 

_______Wear warm clothing, and take 2 hot showers a day prior to nursing. 

Figure 9 (Continued)
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space between the tongue and the roof of the mouth.12,13

It can also be helpful to position the infant’s body to
directly face the mother, with ears, shoulders, and hips in
alignment.10 In terms of cases of nipple pain secondary to
congenital oral anomalies, surgical correction is generally
considered the most effective method of improving infant
latch-on, increasing milk transfer and decreasing maternal
pain.14

Plugged lactiferous ducts are usually treated with
warm compresses or sterile needle aspiration. Massaging
the affected area in the direction of the nipple can be
helpful. Larger galactoceles may need to be surgically
removed to prevent secondary infection. Nursing mothers
should be advised to avoid tight fitting bras and encour-
aged to breastfeed frequently. If the mother is pumping
and continues to have recurrent milk blisters, recommend
using the lowest possible settings on the pump suction
and be sure to verify that the breast shield is appropri-
ately sized.

If the patient demonstrates an eczematous component
to the nipple dermatitis, prescribe a low- or medium-
strength cortisone ointment twice a day for two weeks.
Category V or VI potency topical corticosteroids, such as
desonide ointment, hydrocortisone butyrate cream
(Locoid Lipocream�), or alcometasone diproprionate
cream (Aclovate�) can be recommended.

If an infection is clinically suspected, begin by asking
the mother to place all pacifiers, nipples, and breast pump
shields in the dishwasher, in addition to any parts of a
breast pump that come in contact with breast milk. Lin-
ens and bras should be washed daily in hot water with
one cup distilled vinegar.

Additionally, over-the-counter gentian violet is an
excellent choice as it can treat both bacteria and yeast
infections. It is particularly effective in treating Candida

infection of the mother and the infant. Gentian violet
(concentrated solution of <0.5%) should be applied to
the infant’s mouth once a day for 3–4 days but for no
more than 7 days. Gentian violet can cause buccal ulcer-
ation and necrotic skin reactions if used at higher con-
centrations and for extended periods of time but is
considered safe at a concentrated solution of <0.5% and
when applied once daily, use for <7 days.47,48 Instruct
the mother to dip a cotton-tipped applicator into the
gentian violet and allow the infant to suck on the tip of
the cotton swab. If the inside of the infant’s mouth does
not completely turn purple, then the mother should
paint the sides of the mouth with the swab. After apply-
ing the gentian violet in the infant’s mouth, the infant
should then feed. Both nipples should turn purple at the
end of the feed. If this does not occur, the mother
should apply the gentian violet directly to the breast.
Mothers should be aware that this treatment can be

messy and can stain clothing and linens. Gentian violet
will turn the infant’s mouth purple, but this purple
color will disappear after a few days.

An alternative therapy to gentian violet for treating the
infant’s oral thrush is to swab 1 ml nystatin suspension in
the infant’s mouth after each feeding for 7–10 days. Reas-
sure the mother that nystatin is not absorbed in the gas-
trointestinal tract, so it will not put her infant at risk. As
for treating the Candida infection on the mother’s nipple,
clotrimazole 0.1% cream can be applied twice a day for
two weeks. For a possible bacterial infection of the nip-
ple, mupirocin 2% ointment can be applied twice a day
for two weeks.

If topical therapies are ineffective, then consider pre-
scribing systemic medications. When a yeast infection is
clinically suspected, oral fluconazole should be prescribed
at a 400 mg one-time dose, then 100 mg twice a day for at
least two weeks or until pain resolves. For bacterial infec-
tion, oral antibiotics such as cephalexin 1000–1500 mg/d,
amoxicillin 1000–1500 mg/d, or dicloxacillin 750 mg/d
should be used for at least two weeks, preferably
4–6 weeks. If the patient does not improve approximately
48 hours after starting oral antibiotics, consider the possi-
bility of an abscess development, given that 5–10% of
patients with mastitis will go on to develop an abscess.28

Order an ultrasound and obtain a surgical consultation, as
the patient may need repeated aspirations, which are gener-
ally less painful and mutilating than Incision & Drainage
and result in less functional impairment.

Finally, if the patient fails oral antibiotics and antifun-
gals or there is any history of cold intolerance, consider
Raynaud’s phenomenon of the nipple. Patients with
chronic breast pain, if properly diagnosed with Ray-
naud’s, can improve dramatically if they are advised to
avoid exposure to cold temperature, use techniques to
keep the breasts and nipples warm, and avoid vasocon-
strictive drugs that may precipitate symptoms. Nifedipine,
approved by the American Academy of Pediatrics for use
in nursing mothers, is a safe and effective medication that
can significantly improve symptoms of Raynaud’s.49

Nifedipine is transferred to breast milk in low levels,
amounting to <5% of the maternal dose.47,48 The recom-
mended dose of nifedipine, sustained release formulation,
is 30 mg/d. Most women can establish increased vascular-
ization with a two-week course of the medication, but
some may require therapy until breastfeeding is discontin-
ued. Common side effects include headache, dizziness,
hypotension, and tachycardia.50

In sum, there are many useful approaches to treat nip-
ple dermatitis among nursing mothers. Because the etiol-
ogy of painful nipple dermatitis is often multifactorial,
therapeutic management should address all possible con-
tributing factors (Fig. 10).
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Conclusion

Nursing mothers with nipple pain and associated nipple
dermatitis will often present to a variety of medical special-
ists, including dermatologists, pediatricians, obstetricians,
and primary care doctors. Dermatologists can really play a
unique role in the care of these patients. While other spe-
cialists care for patients of a specific age group, dermatolo-
gists are comfortable treating both adults and children.
Dermatologists are, therefore, able to evaluate and culture
both the mother and the infant. In addition, dermatologists
are much more accustomed to managing complex eczema-
tous conditions. Thus, dermatologists are truly in the best
position to effectively diagnose, manage, and treat nipple
dermatitis among nursing mothers and, in so doing, help
prevent early termination of breastfeeding.

Questions

1. What is the most commonly reported reason among
nursing mothers for early discontinuation of breast-
feeding?
a. Painful nipples
b. Too little breast milk
c. Engorgement of breasts
d. Fussy baby

2. What can cause painful nipple dermatitis among
nursing mothers?
a. Problems with infant latch-on and positioning
b. Plugged lactiferous ducts

c. Eczematous conditions
d. Yeast, bacterial or viral infections
e. Raynaud’s phenomenon of the nipple
f. All of the above

3. According to the recommendation of the World
Health Organization, for how long should infants be
exclusively breastfed?
a. 3 months
b. 6 months
c. 9 months
d. 12 months

4. According to the recommendations of the World
Health Organization, for how long should infants be
breastfed along with complementary foods?
a. 6 months
b. 12 months
c. 18 months
d. 24 months

5. Approximately what percentage of nursing mothers
experiencing deep breast or nipple pain will culture
positive for S. aureus?
a. 10%
b. 25%
c. 50%
d. 90%

6. Raynaud’s phenomenon of the nipple can be a poten-
tial contributing factor in patients given the label of
‘‘chronic candidal mastitis’’.
a. True
b. False

7. Which of the following procedures should be per-
formed when performing a fungal culture of the
infant’s mouth?
a. Swab the infant’s tongue, buccal mucosa and palate
b. Send fungal culture for processing after 72 h
c. Soak the swab in the infant’s saliva
d. Verify the swab is dry for processing

8. Which of the following is NOT a common side effect
of nifedipine?
a. Hypotension
b. Bradycardia
c. Dizziness
d. Headache

9. Which of the following is considered appropriate with
regard to use of Gentian violet?
a. Use for more than 10 d
b. Use for 3–4 d
c. Use in combination with nystatin
d. Use a concentrated solution of 2%

Atopic 

Multifactorial etilogy!

dermatitis 

Candidal 
infection Raynaud’s Plugged  

duct 

Allergic 
contact 

dermatitis 

Bacterial 
infection 

Figure 10 These Venn diagrams illustrate the concept that
nipple dermatitis can result from one or many possible
causes. This example illustrates that one patient may present
with flare of atopic dermatitis, superinfected with Candida

infection and Raynaud’s phenomenon of the nipple; whereas
another patient may present with allergic contact dermatitis,
superinfected with S. aureus colonization and plugged lactife-
rious ducts. These diagrams are a useful counseling tool to
help patients understand why they may need to use a combi-
nation of multiple topical and oral therapies
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10. Why are dermatologists in the best position to effec-
tively diagnose, manage, and treat painful nipple der-
matitis?
a. Dermatologists are comfortable treating both adults
and children
b. Dermatologists can evaluate and culture both the
mother and infant
c. Dermatologists are accustomed to managing eczem-
atous conditions
d. All of the above
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Answers

1. a.
2. f.
3. b.
4. d.
5. c.
6. a.
7. a.
8. b.
9. b.

10. d.
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