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Case Report

Elephantiasis nostras verrucosa in a patient with
lipedema and lipolymphedema
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ABSTRACT
Elephantiasis nostras verrucosa is a group of rare cutaneous changes comprising dermal fibrosis, hyperkeratotic, and
verrucous and papillomatous lesions secondary to chronic non-filarial lymphedema. The following study reports a case
associated with lipedema and lymphedema, several episodes of erysipelas unfolding over the previous years, and warty
lesions appearing in the transitional region between the right ankle and foot. Several episodes of erysipelas in patients
with lipolymphedema can evolve into elephantiasis nostras verrucosa (ENV).
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INTRODUCTION
Elephantiasis nostras verrucosa (ENV) is a group of
rare cutaneous changes comprising dermal fibrosis,
hyperkeratotic, and verrucous and papillomatous lesions
secondary to chronic non-filarial lymphedema [1]. It
is a peculiar clinical stage of lymphedema resulting
from infectious processes in the limbs and leading to
their fibrosis. It is also a progressive condition that,
without intervention, leads to continuing deformity
and disability [2]. However, there is no standard
treatment for ENV, and surgery may not always be its
best treatment since it does not treat its cause, only its
cutaneous symptoms. Nevertheless, debridement is a
quick and aesthetically adequate form of treatment [3].
Lipedema is a clinical syndrome first described by
Allen and Hines in 1940 [1] that is characterized by
a bilateral and symmetrical increase in the size of the
lower limbs, but not the feet. Its physical features are
characterized by a more pronounced deposition of fat
tissue in the extremities. Stemmer’s sign is negative.
Its signs and symptoms may include, among other

conditions, cutaneous hypothermia, alterations in the
plantar support, and hyperalgesia [4,5]. It is important
to understand that the concept of lipolymphedema is a
progression of lipedema to lymphedema [6]. The aim
of this study is to report on the association of lipedema
with elephantiasis, the most advanced clinical stage of
lymphedema, and elephantiasis nostra verrucosa.

CASE REPORT
The patient reported that the swelling had been
persistent for around five years without diminishing upon
rest and was, therefore, diagnosed as lipolymphedema.
The warty lesions on the right ankle and foot (Fig. 1)
were diagnosed as elephantiasis nostras verrucosa, the
advanced clinical stage of lymphedema. There were
no obvious clinical signs of lymphedema of the left
foot at the time of the physical examination (Fig. 2),
but there was an ulcerated lesion due to infection.
Lesions were also observed in the middle third of the
right leg, suggestive of grade II lipedema. The case
received approval from the Human Research Ethics
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DISCUSSION
This report describes elephantiasis nostras verrucosa
in a patient with an evolution of lipedema into
lipolymphedema. This type of presentation of
lipedema has not been described in the literature.
The term ‘nostras’ was introduced by Castellani in
order to distinguish tropical filarial elephantiasis
from lymphedematous disorders in the temperate
regions. One suggested hypothesis for the etiology
and pathogenesis of the disease is lymphangitis and
localized lymphatic lesions caused by streptococcal
infection [7].

Figure 1: The right ankle and foot with lipolymphedema and
elephantiasis nostras verrucosa; advanced fibrosis and nodules on
the lower third of the leg, suggestive of grade II lipedema.

In this study, the patient reported several outbreaks
of erysipelas, which had probably contributed to
the aggravation of the lipedema. Initially, these
outbreaks were localized and led to the development
of elephantiasis nostra. Subsequently observed was
evolution of lipolymphedema. This finding highlights
the consequences of chronic infection in the evolution
of this type of disease.
Lipedema is a common condition that involves the
distribution of fat tissue and leads to changes in the
lymphatic system [8]. The possibility that prior lymph
injury or recurrent infection may be its cause should,
however, be questioned.
As for treatment, the use of bandages is inadvisable
because the friction on the verrucosities may cause
injury and infection. The patient reported that this
change occurred during one of the treatments. Clinical
management does not, therefore, appear to be effective
in more advanced cases of the disease, and surgical
resection of the lesions to permit the use of bandages
seems, currently, to be the best option. In this case,
prophylaxis with benzathine penicillin reduced the
outbreaks of infection, but, on cessation, the infections
restarted.

Figure 2: The lower limbs with lipolymphedema, advanced
elephantiasis nostras verrucosa on the right leg, and an ulcerated
lesion on the left leg.
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