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At least 27 million men present with urogenital manifestations of geni-
tal filariasis (GF). Although there is a large burden of GF in residents in 
endemic regions, infection in short-term travellers and in non-endemic 
areas is rare. We report the case of a 75-year-old Italian man referred 
to our institution for a testicular discomfort. Clinical examination and 
ultrasound detected a mass of 40×18 mm in the scrotum without signs 
of varicocele, hydrocele and testicular or epididymal abnormalities. 
After ineffective medical treatment, the patient underwent surgical 
excision. Histology demonstrated filarial granuloma with thick cuticles 
pathognomonic of an adult worm in the testicular tunics. Surgery has a 
fundamental role in localized cases of GF to remove nematodes from 
the fibrotic nodules. The present manuscript describes a singular case 
of GF observed in Italy in a non-immigrant patient with evidence of 
remnants of an adult worm in the testicular tunics.
SIMILAR CASES PUBLISHED: 11

Lymphatic filariasis (LF) is caused by infection of parasites classified as 
nematodes of the Filarioidea family. There are three types of filarial 
worms causing LF: Wuchereria bancrofti, which accounts for over 90% 

of the global burden, Brugia malayi and Brugia timori. LF affects about 
120 million people in at least 83 countries throughout the tropics and sub-
tropics. Its distribution extends from Latin America, across central Africa, 
Southern Asia and into the Pacific Islands.1 At present, an estimated 43 mil-
lion people in endemic areas suffer the from sequelae of LF in the form of 
lymphedema and urogenital disorders. The number of cases of LF reported 
in non-endemic countries in the past 30 years has been very modest and 
the acquisition of filariasis by individuals who do not have a relevant travel 
history is extremely rare.2-5 At least 27 million men suffer from urogenital 
manifestations of genital filariasis (GF), presenting testicular hydrocele, 
lymph scrotum and dilation of the scrotal lymphatic vessels. Wuchereria 
bancrofti is the only lymphatic filarial parasite that specifically induces geni-
tal diseases.6-9 In Italy, some reports10-11 have described the involvement 
of the genital area in cases of Dirofilariasis (i.e. Dirofilaria repens), which 
in rare cases presents with nodules in the subcutaneous tissues. A similar 
condition has also been reported in animals in Italy.12-14 A previous case of 
GF in Italy was described in an immigrant patient presenting with acute 
scrotal pain.15 In an era of massive immigration, observation of GF is likely 
to become more frequent in Western countries. Despite hydrocele being 
the most common presentation of GF, the discovery of filarial granuloma 
with cuticles specific to an adult worm in the testicular tunics, is a specific 
sign of the disease, which is rare in non-endemic areas.
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CASE 
A 75-year-old Italian man was referred to our institution 
in February 2020 with a 2-month history of testicular 
discomfort. At clinical examination, a nodular mass in 
the scrotum measuring about 4 cm was detected. His 
past medical history was unremarkable and no previous 
travels to regions endemic for filariasis were reported. 
A urological examination was negative for hydrocele, 
varicocele, peripheral lymphedema, adenopathy or 
other abnormalities and no fever or signs of systemic 
infection were detected. The laboratory tests showed 
mild eosinophilia with a normal white blood cell count. 
Ultrasonography (US) detected a 40×18 mm right scro-
tal isoechoic mass with internal vascularity, edema and 
light calcifications adherent to the right epididymis 
(Figure 1). No US signs of varicocele, hydrocele, tes-
ticular or epididymal abnormalities were detected. At 
US examination, the mass was adherent but not appar-
ently originating from the testis or from the epididymis; 
therefore, a neoplasm was not primarily suspected and 
for this reason a fine needle aspiration (FNA) was not 
considered. Antibiotic therapy (doxycycline 200 mg 
daily) was administered for one week after which a mild 
reduction of the scrotal mass volume was observed 
(20×16 mm vs 40×18mm). The primary differential diag-
nosis was a local infection; alternatively a large inflamed 
granuloma was suspected. The patient’s condition was 
closely followed but since the clinical condition persist-
ed, a surgical approach was considered after 4 weeks. 
The mass was removed by scrotal incision and isolation 
with sharp dissection from the epididymis, which was 
adherent but not infiltrated (Figure 2). An intraopera-
tive pathological examination excluded the presence of 
neoplastic features. The final histology showed fibro-
adipose tissue with chronic inflammatory eosinophilic 
infiltration, macrophages and isolated giant cells, as-
sociated with the presence of thick cuticles pathogno-
monic of a filarial worm (Figure 3). Albendazole 800 
mg daily was administered for 3 weeks to complete the 
treatment. The patient healed after this treatment. At 
current follow up the patient is doing well with no signs 
of recurrence.

DISCUSSION
A review of the scientific literature shows that the num-
ber of cases of LF infection reported in non-endemic 
countries in the past 30 years is quite modest.1,2 The 
acquisition of insect-transmitted tropical diseases by 
individuals who do not have a relevant travel history is 
extremely rare.3 Moreover, while hydrocele with an as-
sociated epididymo-orchitis is the most common pre-
sentation of GF, the discovery of an adult worm in the 

Figure 3. Histology after H&E staining (5×) showing 
fibroadipose tissue with chronic inflammatory 
eosinophilic infiltration, macrophages and isolated giant 
cells, associated with the presence of thick cuticles 
pathognomonic of a filarial worm.

Figure 1. Scrotal ultrasound showing a 40x18 mm right scrotal isoechoic mass 
with internal vascularity, edema and light calcifications embedded just above 
the epididymis. 

Figure 2. The gross specimen measuring 25×20×15 mm.
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testicular tunics is extremely rare in non-endemic areas. 
The cause of human filariasis in non-endemic areas, as 
in the reported case, might be ascribed to local mos-
quito species becoming vectors for human infection 
from an animal reservoir, for example dogs or autoch-
thonous cattle.3,13-14 The disease may be manifested 
in the genitourinary organs in an acute (lymphangitis, 
epididymitis, orchitis, abscess) or chronic form (el-
ephantiasis, hydrocele, calcifications of tunica vagi-
nalis). The acute phase may appear in a milder form 
with only moderate pain in the genital area, with no 
systemic symptoms and only slight inflammation of the 
cord and epididymis. The chronic phase is the result of 
permanent obstruction of lymphatic vessels resulting in 
a hydrocele of the tunica vaginalis.16 GF lesions occur 
in the stage of early established filarial infection. After 
migration outside the bloodstream, microfilariae may 
produce granulomas that contain an abundance of 
eosinophilic cells, macrophages, occasional giant cells 
and zones of necrosis of a variable extent. Clinically, it 
presents as a tender, well-circumscribed, firm nodule 
close to the epididymis. As observed in the present 
report, a preoperative diagnosis of GF with testis in-
volvement was difficult due to the extreme rarity of the 
disease in non-endemic areas and the lack of specific 
clinical and US features. Parasitic infections are often 
known to produce mild to moderate eosinophilia but 
this was not considered under the circumstances in our 
patient until a final histology was available. US is an 
ideal non-invasive tool to detect adult worms resid-
ing in the scrotal lymphatic vessels. The “filarial dance 
sign” caused by undulating movements of adult worms 

during scrotal US may be diagnostic but it may also be 
absent, as in our case.17 The role of FNA is question-
able even though it is used for differential diagnosis in 
countries where the prevalence of genital tuberculosis 
and filariasis is high, whereas in non-endemic areas it 
is not advisable for the risk of disease dissemination 
when malignancy may be suspected.17 There is no 
consensus on management methods for the different 
urogenital manifestations. Doxycycline treatment can 
serve as an effective treatment to halt or ameliorate 
lower stages of GF and diethylcarbamazine citrate is 
thought to be the anthelmintic treatment of choice for 
LF.18 Diethylcarbamazine is not registered in Italy; thus 
the medical treatment of acute LF is usually based on 
a high initial dose of ivermectin together with cortico-
steroid and chlorpheniramine followed by albendazole 
for 3-4 weeks.19 Drug treatment has been suggested 
even in the treatment of mild edema, but the benefit 
appears to be inconsistent and the drugs take a long 
time to act. Surgical intervention is usually considered 
after medical management has failed and is required 
to remove nematodes in fibrotic nodules.20 Urogenital 
surgery is considered by WHO to be a critical aspect in 
controlling filarial morbidity, with the aim of minimizing 
infertility produced by the effects of this disease and 
to improve the aesthetic of affected young adults.21-23 
In the presented case surgery was carried out only for 
local symptoms and disease control as well as obtain-
ing diagnosis but it must be highlighted that in non-
endemic countries GF should be considered as a dif-
ferential diagnosis when a scrotal mass with the above 
reported features is present. 
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