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ABSTRACT

Calcified scrotal cyst is a benign rare disorder characterized by multiple or single asymptomatic calcified
nodules of various sizes in the wall of the scrotum [1]. It usually results from calcification of epidermal or hair
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follicular or duct cysts [2]. Here we report a case of multiple painless nodules over the scrotum in a 50 year old male patient present since the last

20years.

INTRODUCTION:

Calcified scrotal cyst is a benign disorder presenting with multiple
tense firm to hard nodules over the scrotum. Idiopathic scrotal
calcinosis was initially described by Lewinski in 1883 as a category of
calcinosis cutis [3] and Shapiro described it as a separate disorder in
1992 [4].It usually starts from 20 to 40 years of age [5]. The etiology is
not clear. It might be idiopathic or may arise from calcification of the
dartos muscles [6]. It might also be due to inflammation of the
epidermal, eccrine epithelial or hair follicle cysts.

CASE REPORT:

A 50 year old man presented to our OPD with multiple painless
nodules over the scrotum present since the last 20 years. History of
chalky white discharge was present. No history of any systemic or
metabolic disorder. No history of trauma, infection, ulceration or
inflammation at the site.

On examination around 8 firm to hard non tender subcutaneous
nodules ranging in size from 0.5 to 3 cm were seen on the scrotum
[Figure 1]. Chalky white discharge was seen from two of the nodules.

Serum parathyroid hormone, phosphorus and calcium hormone
levels were within normal limits. An excision biopsy was done from
one of the nodules. The biopsy showed lobules of amorphous
calcified areas within the dermis [Figure 2]. Borders of the lobules
show fibrosis. There was no epithelial lining nor were there
inflammatory cell infiltration or granuloma formation [Figure 3].

The patient was referred to a surgeon for excision of the other
nodules.

Figure 1: Multiple firm to
hard nodules over the
scrotum with chalky white
discharge

Figure 2: Scanning view

A section with H&E staining
showing

Lobules of amorphous calcified
areas are seen within the dermis.
Borders of the lobules shows
fibrosis.

Figure 3: Lowpower 10x 10

The amorphous calcified areas
are more clearly seen.

No inflammatory cells or
granuloma formation.

No epithelial lining.

~ | Noforeign body reaction.

DISCUSSION:

Calcified scrotal cyst is generally an asymptomatic condition and has
a benign course due to which there is a delay of many years in the
inception of the disease and the therapy [7]. However, discharge of
whitish chalky material, heaviness oritchingmaybe seen.

Usually the serum parameters such as calcitonin, parathyroid
hormonelevels, 25-OH vitamin D, calcium and phosphoruslevels are
normal [6].

Histopathological findings include basophilic amorphous calcium
deposits in the dermis which is surrounded by a foreign body type of
granulomatous reaction [8]. Initially inflammation of the cysts with
infiltration of mononuclear cells is seen. This is followed by
granuloma formation. Later resorption of the cyst walls and
keratinous debris is seen. At the end calcified deposits are seen [6].
Histopathology findings correspond to the age of the cyst and
therefore long term cysts show few or no epithelial lining cells and
showmore of calcified deposits.

Differential diagnoses include sebaceous cysts, hematoma, sperm
granuloma, calcifications resulting from chronic epididymitis [9],
hydrocele with secondary scrotal calculi and testicular tumors such
as gonadoblastoma, teratoma and leyding cell tumors which may
showsecondary calcification [10].

Treatmentis generally for aesthetic reasons and is surgical excision is
the gold standard for treatment. Smaller lesions can be removed by
pinch punch excision [11, 12]. Larger lesions can be removed by wide
excision and direct closure [13]. Scrotal reconstruction might be
required for extensive or recurrent disease. Left over microscopic foci
of calcification maylead to recurrence [14].
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