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ABSTRACT

Genital elephantiasis is characterized by massive growth of genitals as a result of chronic lymphedema caused by
numerous infectious and noninfectiuos triggers. In most cases it occurs in filarial endemic zones and is rarely encountered
in developed nations. Herein, we report a case of 33-year-old previously healthy patient who presented with rapid
penoscrostal enlargement and systemic signs due to probable streptococcal contagion after a surgical treatment of
phimosis subsequently complicated with chronic penoscrotal lymphedema. Genital elephantiasis is usually irreversible
with systemic therapy alone and frequently requires surgical procedures following the acute stage of the discase.
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INTRODUCTION

Elephantiasis is a symptom of many diseases
characterized by thickening of the skin and underlying
tissues [1]. The term “elephantiasis” was first used by
Celsus (30 BC-50 AD) to describe bizarrely enlarged
elephant-like lower limb due to lymphatic obstruction.
It was also known as satyriasis, sarcocele or leontiasis.
Subsequently, the term was used to describe the similar

growth of the arm, chest, breast, penis, scrotum or
vulva [2-3].

Gentital elephantiasis usually affects young and
productive individuals. Chronic lymphedema is
disabling with physical and psychological morbidity
and complications, including impaired hygiene,
sexual disfunction, problems with walking, urinary
incontinence and immobility. The majority of cases are
due to filarial parasites Wucheria bancrofti, less often
due to bacterial sexually transmitted infections, such
as lymphogranuloma venerum and donovanosis. The
other, rare causes include leishmaniasis, tuberculosis,
pelvic and abdominal or haematological malignancy
as well as its therapy, continuous ambulatory
peritoneal dialysis or dermatological diseases, most

commonly lichen simplex chronicus and hidradenitis

suppurativa [3-7].

An estimated 120 million people in Southeast Asia and
Africa are infected with lymphatic filariasis. Of these,
25 million men have genital disease and 15 million
women have lymphedema or elephantiasis of the leg.
One-third of infected people live in India, one third
in Africa, and the remainder in South-Asia, the Pacific
and the Americas [8]. Filarial elephantiasis of vulva is
uncommon and comprises 1-2 % of the total cases of
filarial elephantiasis [9].

Cellulitis and erysipelas of penis are uncommon clinical
conditions, most often seen in young individuals and
presented with local and systemic symptoms that
progress rapidly. It needs to be differentiated from
sexually transmitted infections.

CASE REPORT

We report a case of 33-year-old male who was aware
of redness and swelling of the penis and scrotum with
reccuring fever for 2 months prior to a consultation at
our department. In October 2014 patient underwent
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urological surgery for phimosis (Schloffer technic].
Several hours before the operation patient had fellatio
performed without condom by his wife who was
suffering from strep throat at that time. Two days
later patient presented with paraphimosis, severe
pain, redness, swelling of penis and scrotum and fever
up to 39°C. The patient was treated firstly at Urology
Department where prepuce was restored to its original
postion, surgical penoscrotal and suprapubical drainage
was performed. He was also administred of broad-
spectrum antimicrobial agents and hyperbaric oxygen
therapy but it all proved to be ineffective. Subsequently,
the patient visited our department (Figs. 1 and 2). On
examination, body temperature was normal, the penis
and scrotum were massively edematous and enlarged,
the skin was erythematous and tender. No vesicles or
pustules were seen and there was no discharge. Inguinal
lymph nodes were enlarged. There was no history of
diabetes mellitus and the patient was not taking any
regular medications. During last year patient travelled
several times to Asia. His blood test revealed an elevated
C-reactive protein (103 mg/dl). Laboratory studies did
not reveal evidence of a systemic disease (complete
blood count, erythrocyte sedimentation rate, RPR,
HIV, Chlamydia trachomatis, Neisseria gonorrhoeae,
microfilariae in blood smear, fungal and bacterial
cultures, chest X-ray, abdominal ultrasonography were
normal). The clinical history and absence of other
etiologies suggested diagnosis of erysipelas complicated
with elephantiasis. The patient was administered
of intramuscular penicillin, oral levofloxacin and
SuSpensory.

In our patient only a slight progress was monitored after
amonth of therapy (Figs. 3a and 3b). Penoscrotal edema
reduced inconciderably, penis and scrotum remained
erythematous. Most cases of erysipelas usually response
to antibiotic therapy rapidly. In our patient penile
cellulitis was complicated with chronic lymphedema
which worsened the response to treatment.

DISCUSSION

Penile cellulitis is rare clinical condition, mainly
encountered in sexually active uncircumcised young
men. Streptococcus agalactiae (the Lancefield group B
beta haemolytic streptococcus) is the usual causative
organism, although less virulent organisms can rarely
trigger the disease, especially in immunocompromised
patients [10]. Streptococcus pyogenes (the Lancefield
group A beta hemolytic streptococcus) is known as a
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Figure 1: A month after surgery of phimosis- penosctrotal elephantiasis
with surgical incision of penis.

Figure 2: A month after surgery of phimosis- surgical incision of penis.

Figure 3: (a and b) After a month of therapy.

cause of pharyngitis, erysipelas and impetigo. However,
cases of severe balanitis due to S. pyogenes aguired
during fellatio performed by commercial sex workers
have been reported [11-13].

Group B beta-haemolytic streptococci are known to

colonise the throat and lower female genital tract;
prevalence is 4% to 187% [14]. Other causative organisms
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include Staphylococcus, Chlamydia trachomatis,
Escherichia coli, Klebsiella pneumoniae, Bacteroides
spp., Candida and anaerobic streptococci. Other host
factors such as alcoholism, trauma (including surgery),
intracavernosal injection for erectile dysfunction penile
prosthesis and immunosuppression may predispose to
penile cellulitis [10].

Cellulitis of the penis usually presents with penile
swelling and pain, and may be associated with
discharge, urinary symptoms, fever and inguinal
lymphadenopathy. Sexually transmitted infection
should be ruled out and purulent discharge, if present,
sent for Gram staining and culture. Abscess should be
excluded by imaging studies [10].

Gupta et al. reported erysipelas as a frequent
complication in patients with genital elephantiasis due
to impaired defense mechanism of the skin related to
chronic lymphatic obstruction and compromised blood
supply. Contrarily postinflammatory changes from
recurrent or prolonged streptococcal lymphangitis and
cellulitis leads to permanent obstruction of lymphatic
channels, which escalates fibrogenesis. These processes
lead to destruction of lymph nodes and subsequently
to lymphedema or elephantiasis. Such patients benefit
from long term penicillin therapy and vaccination
against streptococct [3,15].

The objectives of treatment are to reduce edema, restore
shape and normal sexual and urinary function, and
prevent inflammatory episodes, for example recurrent
cellulitis [16]. Surgery is the only effective option for a
group of patients in whom the disorder is disabling and
persistent. Operations fall into two categories: bypass
procedures and reduction procedures [3].

Although our patient improved partially, the potential
for complete resolution remains poor.

CONCLUSION

Cellulitis of the penis is an uncommon condition, seen
rarely as an acute case in urology. Both with penoscrotal
elephantiasis are still a diagnostic and therapeutic
challenges. Although the majority of worldwide genital
lymphoedemas are of infectious origin, in industrialized
countries genital elephantiasis is usually attributed
to surgery, irradiation or malignancies. Since people
are travelling all over the world broad spectrum of
causative organisms should be considered in case
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of penile cellulitis. Administration of appropriate
antibiotics resolves the local and systemic symptoms
and avoids complications. Genital elephantiasis may
become a major burden to affected people thus the
importance of thorough clinical examination can not
be overestimated.

Consent

The examination of the patient was conducted
according to the Declaration of Helsinki principles.
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