
Intratesticular calcified nodule
İntratestiküler kalsifiye nodül

1Clinic of Urology, Samsun 
Terme State Hospital, Samsun, 
Turkey
2Clinic of Urology, Ankara 
Atatürk Training and Research 
Hospital, Ankara, Turkey
3Clinic of Pathology, Ankara 
Atatürk Training and Research 
Hospital, Ankara, Turkey

Submitted:
17.10.2016 

Accepted:
28.11.2016 

Correspondence:
Fatih Akdemir 
E-mail:  
nfatihakdemir@hotmail.com

©Copyright 2017 by Turkish 
Association of Urology

Available online at
www.turkishjournalofurology.com

Fatih Akdemir1, Mustafa Aldemir2, Huban Sibel Orhun3

ABSTRACT
Since calcified nodule of the testis is seen very rarely, its etiology and diagnostic approach are not fully known. 
There have been a few cases reported in the literature. The objective of this study was to review the literature 
and report the case of a 30-year-old patient, who applied to our clinic due to a suspicious stiffness in his testis 
and underwent partial orchiectomy.
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ÖZ
Testisin kalsifiye nodülü çok nadir görülmesi dolayısıyla etiyolojisi ve tanısal yaklaşımı tam olarak bilinme-
yen bir durumdur. Literatürde bu konuda birkaç vaka bildirilmiştir. Kliniğimize testisinde şüpheli bir sertlik 
sebebiyle gelen ve parsiyel orşiyektomi yapılan 30 yaşındaki hasta literatür bilgileri de gözden geçirilerek 
tartışıldı.
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Introduction

Along with their rarity, testis malignancies con-
stitute the most commonly seen solid urologic 
malignancies in men between the ages of 24 
and 30, and 1-2% of all male cancers. They are 
frequently seen between the ages of 30 and 34; 
however, they reach to peak under the age of 5 
and after the age of 60.[1] Intratesticular calcifi-
cations show 3 patterns on ultrasound examina-
tion namely microlithiasis, nonmicrolithiasis 
calcification (macrocalcification), and tumor-
associated calcifications. Testicular microcalci-
fications are less than 1 mm, and macrocalcifi-
cations bigger than 1 mm.[2] Dystrophic calci-
fied nodule of the testis is a rarely encountered 
lesion whose etiology is unknown and diagnos-
tic evaluation is controversial. 

Case presentation

A 30-year-old male patient presented to our 
clinic with a suspicious solid mass in his left 

testis, which he newly noticed. There wasn’t 
anything remarkable in his medical history. 
During his physical examination, a solid pal-
pable mass in the size of a chick-pea near the 
upper pole of the left testis was noted. The 
contralateral testis was normal in appearance. 
A 16 x 12 mm mass with rim was detected 
during the color- Doppler scrotal ultraso-
nography of the patient which also revealed 
calcification and lobulated contour. However, 
the mass could not be distinguished as being 
benign or malignant. Alpha-fetoprotein (AFP), 
beta subunit of human chorionic gonadotropin 
(beta-HCG) and lactate dehydrogenase (LDH) 
levels of the patient were within normal limits. 
As a result of the pelvic magnetic resonance 
imaging performed with the thought of receiv-
ing further information regarding the status 
of the patient, it was reported that a mass was 
observed within the parenchyma of the left 
testis, and calcification of the tunica albuginea 
was present, while contrast involvement was 
not evident (Figure 1). Thereupon, realization 
of left partial, or if necessary, radical orchi-
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ectomy was decided upon. Owing to the fact that the patient 
was single and there was a risk of gonad loss, a preoperative 
semen analysis was conducted which was determined to be nor-
mal. After completing preoperative preparations and obtaining 
informed consent of the patient, the patient was taken to surgery 
and the spermatic cord was found through a left inguinal inci-
sion and clamped with a tourniquet. The testis was freed from 
the scrotum and delivered out through the inguinal incision. 
After the tunica vaginalis was opened, the tunica albuginea 
was incised to reach the palpable nodule. The nodule within the 
testicular tissue, which was approximately a chick-pea in size, 
yellow in color and sharply-circumscribed, was extracted as a 
whole (Figure 2). Intraoperatively frozen section procedure was 
performed, and the specimen was examined histopathologically 
in order to decide on whether to carry out a radical orchiectomy 
or not, and after the lesion was reported as a calcified nodule, 
partial orchiectomy was found sufficient and the operation was 
ended by closing the layers properly. Later, the final histopatho-
logic examination of the whole specimen was found to be con-
sistent with that of the frozen section procedure, and the lesion 
was reported as degenerated calcified nodule (Figure 3). Due to 
the fact that it is a rare occurrence, there is no data regarding the 
follow-up of these patients in the literature. Therefore, during 
the 11-month follow-up, the physical examination, abdominal 
ultrasonographic findings, and hormonal profile of the patient 
were assessed to be within normal limits. 

Discussion

Testicular cancer is a rare disease accounting for 1-2% of male 
neoplasms and the most commonly malignancies were found in 
20 to 34-year-old man. Usually they begin as a palpable, solid 

mass. There is a clear increase in the incidence of testicular 
cancers worldwide particularly within the last 20 years. Such an 
increase leads urologists and andrologists to pay more attention 
to testicular nodules and to testicular symptoms such as a tes-
ticular mass, pain, swelling, hardness, epididymitis or orchitis.[3] 

Dystrophic degenerated calcified nodule of the testis is a very 
rare occasion, and there have been a few cases reported in the 
literature that carry the same characteristics. The etiology of intra-
testicular calcified nodule is unclear, and it was first reported by 

Figure 1. Intratesticular mass seen in the MRI (arrow) 
Figure 3. HEX40: the calcified region with seminiferous tubu-
les in the testis (arrows)

Figure 2. Intraoperative image of the intratesticular nodule 
(arrow)
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Minkowitz et al.[4] in 1965. After the first report, various authors 
have reported cases with the same characteristics.[5-8] Numerous 
soft tissues have osteogenic potential, and the renal pelvis, artery 
wall, eyes, muscles and tendons have been classified as the 
regions where ectopic ossification is seen.[5] Scrotal calcifications 
are classified as intratesticular and extratesticular. Intratesticular 
calcifications show three patterns on ultrasound examination: 
microlithiasis, nonmicrolithiasis (macrocalcification), and tumor-
associated calcifications. The etiology of the testicular micro-
lithiasis is not clearly known. The presence of microlithiasis in 
the testis has been known for a long time, and reported both in 
children and adults with its association with tumoral and nontu-
moral pathologies. Macrocalcification is defined as any focus of 
‘‘coarse’’ calcification larger than 1 mm separate from any intra-
testicular mass, if present. Extratesticular calcifications can be 
localized in the epididymis, testicular or epididymal appendices, 
wall of tunica vaginalis, or within the intravajinal space.[2]

Intratesticular calcifications are generally associated with 
phlebolith or spermatic granuloma, and regions of vascular 
calcification are seen as clusters. Teratocarcinoma, metastatic 
carcinoid tumor or embryonal cell carcinoma can be seen as cal-
cifications associated with hypoechoic regions.[9] Regions hav-
ing a calcified scar image and acoustic shadowing are classified 
as “burned- out tumors” and accepted as the histologic proof of 
regressed testicular cancer. Hemosiderin accumulation is seen in 
the testicular regression syndrome along with dystrophic calci-
fication. Intratesticular calcifications, large cell calcified Sertoli 
cell tumor, simple testicular cysts, infective conditions like 
tuberculosis or filariasis can be seen in the regions of trauma, 
peripheral infarction, and necrosis.[3] 

If the contralateral testis is normal in testis tumors, the stan-
dard approach is radical inguinal orchiectomy. In cases with 
bilateral solitary testicular tumors or atrophic contralateral 
testis , organ-preserving surgery can be performed. In many 
young patients with a normal testosterone level, fertility and 
life expectancy, the same procedure can be implemented 
without causing relapse or progression in order to prevent the 
physiologic and psychological effects of castration, and hence, 
unnecessary gonad loss will be prevented in cases with benign 
testicular lesions.[10] 

Intratesticular calcified nodules can present with benign pathol-
ogies, and the urologist, radiologist, and pathologist must act 
together while assessing these. Since the calcified nodule of 
the testis is a rare occasion, differential diagnosis of testicular 
masses should be also kept in mind. If malignancy is suspected, 
biopsy will be useful in the surgical approach.
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