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ABSTRACT
Idiopathic scrotal calcinosis (ISC) is a benign, rare condition with incompletely elucidated etiology. It is clin-
ically characterized by the presence of multiple calcified, asymptomatic nodules, located in the scrotum. 
The onset of the disease occurs during childhood or young adulthood. We present the case of a patient with 
idiopathic scrotal calcinosis with onset around the age of 20 years. The peculiarity of the case lies in the 
rarity of this condition and the fact that the patient came to our clinic about 25 years after the onset of his 
condition, even though he had multiple nodules, which makes it difficult to diagnose and complicates the 
promptness of surgery.

Keywords: calcifications, calcinosis, idiopathic, scrotum

Article History: 
Received: 30 May 2021 
Accepted: 3 June 2021

INTRODUCTION

Idiopathic scrotal calcinosis (ISC) is part of a 
group of conditions characterized by the presence 
of dermic or hypodermic deposits of calcium hy-
droxyapatite crystals or amorphous calcium phos-
phate, called calcinosis cutis (1-3).

Idiopathic calcinosis, unlike other types of cal-
cinosis cutis (dystrophic, metastatic, iatrogenic, 
calciphylaxis) is not associated with damage to the 
underlying tissue and abnormal levels of calcium 
or phosphorus (4,5).

Idiopathic calcinosis can be classified in local-
ized calcinosis, that include scrotal calcinosis, 
Winer’s solitary nodular calcinoma and calcinosis 
circumscripta, and generalized calcinosis or calci-
nosis universalis (6,7).

CASE  PRESENTATION

We present the case of a 45-year-old patient, 
who lives in an urban environment, presented him-
self for physical examination for multiple nodular 
formations, located in the scrotum, without any 
subjective signs. The lesions developed at the age 
of 20. There were no similar injuries in the family 
history, and his personal medical history was of no 

significance, there was no record of trauma or in-
fections in the scrotum. Also, he had no systemic 
or metabolic disease.

At the dermatological examination, multiple, 
firm, painless, white-yellow nodules were ob-
served, with variable sizes between 0.5 and 2.5 
cm, located in the scrotum (Figure 1). 

FIGURE 1. Multiple, firm, yellow, skin nodules, with 
dimensions between 0.5 and 2 cm, located on the 
scrotum

1Faculty of Medicine, “Titu Maiorescu“ University of Bucharest, Bucharest, Romania 
2Regina Maria Private Health Network, “Titu Maiorescu“ Policlinic, Bucharest, Romania



Romanian medical JouRnal – Volume lXViii, no. 2, 2021294

The testes were normal, and there was no ingui-
nal lymphadenopathy. The nodules had progres-
sively increased in size and number over time 
(Figure 2). 

FIGURE 2. Macroscopic aspect of multiple excised 
nodules

Histopathological examination revealed colla-
gen tissue that coats an area of amorphous material 
with multiple microcalcifications, surrounded by 
uninucleate and multinucleate macrophages. All 
tests conducted (determination of calcium and 
phosphorus levels, vitamin D level, parathyroid 
hormone level, specific antibodies for lupus ery-
thematosus, markers for possible tumors) exclud-
ed metabolic, endocrine, autoimmune, neoplastic 
disorders.

Based on the anamnesis as well as the clinical 
and histopathological aspects, the diagnosis of idi-
opathic scrotal calcinosis was established. The 
treatment consisted in the surgical excision of the 
nodules with the removal of the hard, white-yel-
low, chalky content in two sessions. The medium 
and long-term postoperative evolution is favora-
ble.

DISCUSSIONS

Idiopathic scrotal calcinosis (ISC) is a rare, be-
nign condition, characterized by the appearance of 
solitary or multiple calcified nodules, located in 
the scrotum (8-10). Historically, it was first reported 
by Lewinski in 1883 and named as idiopathic scro-
tal calcinosis by Shapiro in 1970 (4,8).

Despite of its benignity, the impact on the pa-
tient’s quality of life can be very important. It ap-
pears mainly in men aged 20-40 years old and it is 
more common among dark colored skin patients, 
suggesting an ethnic susceptibility (9,11).

Our patient, at 45 years of age, has had the ini-
tial nodules when he was around 20 years old, sup-

porting the observation that it tends to develop in 
the second decade of life. Clinically, the nodules 
are firm, yellowish, with variable sizes (0,5-3 cm) 
and usually asymptomatic, sometimes they could 
be itchy or painful, located in the scrotum and the 
patient can present with chalk white discharge fol-
lowing an episode of infection. Also, the dermato-
logical examination labelled the lesions as being 
similar to those described in the literature (7,12,13).

ISC develops slowly, insidiously without any 
systemic disorder of the calcium/phosphorus me-
tabolism. The diagnosis is often delayed, due to 
slow development and the intimate localization of 
the nodules. The pathogenesis of this condition 
still remains unclear and controversial (1,3). Our 
patient had a similar record of a slow progression, 
little to no symptoms and the anamnesis was una-
ble to pinpoint any of the usual trigger factors in-
volved in ISC.

In all cases of calcinosis cutis, insoluble calci-
um compounds are deposited in the skin due to lo-
cal and/or systemic factors. These calcium salts are 
mainly composed of hydroxyapatite crystals or 
amorphous calcium phosphate.

Metabolic and physical factors are absolutely 
necessary in the development of most cases of cal-
cinosis. Ectopic calcification may occur in hyper-
calcemia and / or hyperphosphatemia when calci-
um-phosphate products exceed 70 mg/dl, with no 
history of tissue alteration. These increased extra-
cellular values may also increase intracellular lev-
els, calcium phosphate nucleation and crystalline 
precipitation (11,13,14).

The damaged tissue allows an influx of calcium 
ions, leading to increased intracellular calcium 
levels and secondary crystalline precipitation. Tis-
sue damage can also lead to the formation of dena-
tured proteins that preferentially bind phosphate. 
Then calcium reacts with bound phosphate ions, 
leading to the precipitation of calcium phosphate.

Numerous theories have been proposed con-
cerning the origin of idiopathic scrotal calcinosis, 
such as the one where the nodules have emerged 
de novo without any triggering metabolic condi-
tion, infiltration of foreign body material or in-
duced by trauma (9-11). In our patient’s case no 
abnormalities in calcium metabolism were ob-
served, the serum level of calcium, phosphate and 
parathyroid hormones was normal, which argues 
for the idiopathic etiology of calcinosis. Also, 
some research indicate that they are the result of 
dystrophic calcification of preexistent epidermal 
inclusion cysts (epidermoid, sebaceous, of the ec-
crine glands) (9,10,12).
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Pabuççuoğlu et al. speculated that the degener-
ation and necrosis of dartos muscle played a prom-
inent primary role in the etiopathogenesis of ISC 
following which dystrophic calcification occurred 
(10,15,16).

Akinboro et al. are not in support of the hypoth-
esis which suggests the origin of ISC from degen-
eration of dartos muscle, as the excision of the le-
sion showed that the encapsulated nodule occurred 
separately above the dartos fascia. They opined 
that the ISC could be the end stage of a single dis-
ease that started from multiple etiologies, reports 
from isolated and some large surgical anatomical 
reports support this view (10). Other theories sug-
gest that ISC might be represented by the calcifica-
tion of lymphangiomas, xanthomas, fibromas, ter-
atomas, gonad blastomas (4,13,17). However, the 
calcification of preexistent epidermal cysts is the 
most suggested theory by many authors as a possi-
ble pathogenesis.

For our case the differential diagnosis included 
tumoral formations that can lead to calcifications 
such as scrotal epidermoid cysts, sebum cystoma-
tosis, benign tumors (lipomas, fibromas, angioker-
atomas, circumscribed lymphangioma), testicular 
tumors (teratomas, gonad blastomas, Leydig cell 
tumors) (8,13).

Paraclinical diagnosis can be supported by 
complex investigations; imaging studies such as 
CT scans will show calcifications in the scrotal 
wall but are usually not needed as diagnosis is 
mainly clinical and confirmed with histology of 
excised nodules (8).

In our case the histology sections revealed cal-
cium deposition, and basophilic globules of vary-
ing sizes and shapes within the reticular dermis. 
There was an occasional scalloped appearance, 
with some of the smaller fragments surrounded by 
multinucleated giant cells and a sparse lymphocytic 
infiltrate. In between the globules, there were 
dense collagenous stroma and areas of fibrosis that 
were seen, and a fibrous capsule surrounded the 
entire lesion (Figure 3), as it is emphasized in other 
works (8,10,18). Our patient also presented a his-
topathological examination suggestive for the di-
agnosis of idiopathic scrotal calcinosis.

A new developing technology to aid diagnosis 
is advanced vibrational spectroscopy. This diag-
nostic technique uses Fourier transform infrared 
(FTIR) or Raman spectroscopic analysis (RSA) to 
quickly identify the chemical composition of cal-
cinosis skin lesions and can predict accurately the 
progression of the disease.

Even though the nodules are benign, the main 
reason why patients search medical advice remains 

the aesthetic nature of the lesions and the impact of 
their sex life and self-esteem. 

The treatment of choice is surgical excision. 
The extent of excision must include all nodules, 
even the smallest ones, to avoid rapid recurrence. 
The high risk of recurrence is to be considered.

In our patient’s case, surgical excision of the 
nodules was performed with good outcome and 
satisfactory aesthetic results (Figure 4), improving 
the quality of life and boosting self-esteem. At 
1-year post-surgery, the patient did not have local
recurrences, as it is described in literature
(1,6,8,14).

FIGURE 4. Postoperative aspect of the scrotum

CONCLUSIONS

Scrotal calcinosis is a rare and benign disease, 
with major impact on patient’s life quality. The 
pathogenesis and basic origin remain controver-

FIGURE 3. Histological aspect of a fibro collagenous 
structure delimiting an area of amorphous material with 
multiple calcifications (Col HE, Ob. 40x)
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sial. The theory of the calcification of the preexist-
ent epidermoid cysts appears to be most likely to 
believe. Complete surgical excision is the recom-
mended treatment, it appears to provide good clin-
ical outcome with low risk of recurrence. Impaired 
quality of life, self-esteem and fear of sexual dys-
function often led the patient to see a doctor and 
accept the surgical treatment.

The peculiarities of the presented case are the 
rarity of the condition and the long period of time 
before presentation from the onset of the disease 
(approximately 25 years) as this location, being in 
an intimate area, usually drives the patients much 
faster for medical advice. Therefore, clinicians 

may not be familiar with this disease, leading to a 
significant delay in diagnosis to a refusal of the 
patient regarding the surgical treatment due to the 
intimate location of the nodules.

The presentation of this case brings into ques-
tion the need for education and prevention cam-
paigns for genital diseases in order to reduce the 
number of cases with delayed presentation and 
long periods of evolution that may render a surgi-
cal excision impossible.
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