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Abstract
Background: Elephantiasis nostras verrucosa is a rare cutaneous complication
of chronic lymphatic obstruction. It is most commonly caused by bacterial infec-
tion, trauma, neoplasia, obesity, and venous stasis.

Main observations: In this report, we describe a case of elephantiasis nostras
verrucosa involving the scrotum and perineal area in a 32-year-old. The lesions
were excised, and full-thickness skin grafting of the penis, scrotum, and perine-
al skin was performed.

Conclusion: This case demonstrates the efficacy of excision with full-thickness
skin grafting of the penis, scrotum, and perineal area in a patient with elephan-
tiasis nostras verrucosa confined to the scrotum and perineal region. (J Derma-
tol Case Rep. 2016; 10(2): 32-34)
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grafting of the penis, scrotum, and perineal area
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Introduction
Elephantiasis nostras verrucosa (ENV) is a rare condition

that arises in the setting of chronic, non-filarial lymphede-
ma.1 Common etiologies of the lymphedema include bac-
terial infection, trauma, neoplasia, obesity, and chronic ve-
nous stasis.2 Chronic lymphatic obstruction leads to dermal
fibrosis and enlargement of the affected body part. Cutane-
ous changes seen in ENV include non-pitting edema, hyper-
keratosis, papillomatosis, and verrucous lesions.3 In this re-
port, we describe a case of ENV involving the scrotum and
perineal region.

Case Report
The patient is a 32-year-old man with a past medical histo-

ry significant for von Willebrand disease and hypertension,
who presented to clinic with a 10-year history of multiple

scrotal and penile skin lesions, scrotal elephantiasis, and
chronic drainage (Fig. 1). His past surgical history was signi-
ficant for splenectomy and cholecystectomy. The patient de-
nied any trauma, surgery or infection to groin area. A dia-
gnosis of elephantiasis nostras verrucosa was made based
on the results of a skin biopsy.

Complete removal of scrotal, partial penile skin lesion
excision, and right inguinal orchiectomy were performed,
along with a full-thickness skin graft of the penis, scrotum,
and perineal skin. The post-operative period was unevent-
ful, and the skin graft took very well (Fig. 2).

Discussion
Elephantiasis, the massive enlargement of a body part, re-

sults from chronic lymphedema and is sub-classified based
on the etiology of the initial lymphatic obstruction.1 The
most common form is elephantiasis tropica, which is due
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Figure 1
The patient presented with multiple scro-
tal and penile skin lesions, scrotal elephan-
tiasis, and chronic drainage.

Figure 2
Postoperative 1 month. Diseased scrotal
and penile skin is removed and the defect
is skin grafted.

to filarial infection. The term "elephantiasis nostras" was ini-
tially introduced by Castellani in 1934 to differentiate fila-
rial elephantiasis from elephantiasis of bacterial origin.2 "No-
stras" means "of our region" (temperate zone), and "verru-
cosa" describes the verrucous cutaneous changes seen in
the later stages of elephantiasis nostras.1 Although elephan-
tiasis nostras was originally described as due to recurrent
bacterial infection, the definition has since been expanded
to include all non-filarial forms of elephantiasis.3

The pathogenesis of ENV involves chronic lymphatic ob-
struction, which causes lymphostasis and accumulation of
protein-rich fluid in the dermis. The protein-rich fluid indu-
ces fibroblast proliferation and blunts local immune respon-
ses.3 Fibroblast proliferation leads to fibrosis of the dermis
and subcutaneous tissue, and impaired local immune re-
sponse predisposes to recurring lymphangitis. Inflamma-
tion associated with recurrent lymphangitis promotes fur-
ther fibrosis.3

ENV can occur in any location in which chronic lympho-
stasis is present. The most common sites of involvement
are the lower legs and feet, but it may also rarely involve
the face, ear, upper extremities, abdomen, and scrotum.3

Early in the course of the condition, recurrent lymphangitis
is accompanied by enlargement of the affected area and pit-
ting edema.4 Progressive fibrosis leads to chronic non-pit-
ting edema, and the epidermis develops a cobblestone-like
appearance.5 In the late stages of the condition, verrucous
lesions develop and give the skin a mossy appearance.5

Histological characteristics of ENV include pseudoepithelio-
matous hyperplasia and dermal fibrosis.3 The diagnosis of
ENV is made based on clinical history, physical examina-
tion, and biopsy findings.

Management of ENV is difficult, and there is recurrence in
the vast majority of cases. To date, there have been no lar-
ge, long-term studies of ENV treatment, and there is no stan-
dard of care.3 The primary treatment goal is reducing lym-
phatic obstruction.3 Conservative options include weight re-
duction and use of compression stockings.3 Several case re-
ports have suggested that oral retinoids may have some ef-
ficacy in improving cutaneous changes and reducing lym-
phedema.7 Surgical intervention is often a viable option for
ENV cases refractory to conservative and medical therapy.7

Surgical debridement has been shown to produce some es-
thetic improvement; however, it does not correct the un-
derlying lymphatic obstruction.3 Lesion excision has been
successful for some large ENV lesions, but recurrence is ne-
arly inevitable.7-9

Conclusion
This case is significant because we were unable to find

any published case reports of elephantiasis nostras verruco-
sa confined to the scrotum and perineal area. The patient did
very well after the surgery and was pleased with the result.
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