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INTRODUCTION

Lymph edema is caused by stasis of lymph in subcutaneous tissues. It may cause 

problems with hygiene, urinary incontinence, inability to have sexual intercourse, and 

even immobility.1 The most effective treatment is surgical excision of the affected tissue, 

followed by wound closure. In males with genital lymph edema, the wounds can be closed 

using split-thickness skin grafts, or skin flaps from the perineum and the most posterior 

part of the scrotum. We treated six patients using a combination of these two techniques.  

PATIENTS AND METHODS

Between 1996 and 2010, we treated six men with chronic lymph edema of the penis and/

or scrotum. Two patients had a previous history that led to the diagnosis of secondary 

lymph edema. In two patients, the legs were also affected. Five patients complained that 

the edema had increased to such an extent that intercourse was no longer possible. To 

exclude any possible secondary causes, four patients underwent MRI of the genitals, 

lower pelvis, and abdomen. Other than the lymph edema, no abnormalities were found.   

Case reports

Case 1 

A 40-year-old man had been suffering from genital edema for three years (figure 1). 

It had started in the penile shaft. He had regular erections, but coitus was no longer 

possible. The man denied that he entertained the possibility of self-mutilation. Owing to 

severe depression, the patient had sought treatment from a psychiatrist for more than a 

year. Further inquiries revealed that the psychiatrist also considered self-mutilation very 

unlikely. After the surgery, the initial result was very good (figure 2). Within six months, 

hypertrophic scarring occurred, particularly on the penis. Nevertheless, the patient was 

very satisfied and did not wish to undergo any further surgery.   

Case 2 

A 23-year-old man had been suffering from lymph edema since the age of six, initially 

only in his legs, but, since the age of 13, also in the scrotum and penis. At the age of 

18, attempts had been made to improve the situation with lymphatico-venous shunts. 

For psychological reasons, the young man entered a special, supervised home-

accommodation project. Physical examination revealed such gross edema that the penis 

was totally invisible and micturition took place via a sort of groove (figure 3).  During 

surgery, 26.7 kg of tissue was excised. Both the short-term and long-terms results were 

satisfactory (figure 4).     
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Figure 1. Preoperative front view of case 1

Figure 2. Case 1 direct postoperatively

             
Figure 4. Case 2 direct postoperatively and at 

three-month follow-up

    
Figure 3. Frontal and dorsal view case 2: 

massive oedema of the legs and the genitals
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Case 3 

A 50-year-old patient had been suffering from genital lymph edema for two years, for which 

no obvious cause had been found. According to the patient, the edema had developed 

in a relatively short time, that is, over a period of a few weeks. Erections still occurred, 

but the patient experienced them as painful. Furthermore, he was ashamed of himself in 

front of his wife, coitus had ground to a halt, and his urine erupted as a spray. Physical 

examination revealed gross genital lymph edema with signs of fungal infection in the 

groin (figure 5). Surgery took place after successful treatment of the fungal infection. The 

patient was satisfied with the postoperative result. One and a half years later, second-

stage surgery was performed to correct hypertrophic scar formation. 

Case 4 

A 35-year-old patient had been suffering from edema since the age of 22, initially in the 

legs, but later extending to the penis and scrotum (figure 6). At the age of 15, he had 

undergone partial bladder resection and bilateral pelvic lymph node dissection because 

of leiomyosarcoma. Without success, a total of six attempts had been made to improve 

the situation with lymphatico-venous shunts. The patient said that he was not concerned 

about his legs, but that he was dissatisfied with the inability to have normal sexual 

intercourse and normal micturition. Postoperatively, he was very satisfied with the result.  

Case 5 

A 59-year-old patient had been suffering from genital lymph edema for more than nine 

years. According to the patient, the edema developed after an erysipelas infection. Three 

years before presentation at our clinic, he had already undergone surgery elsewhere. An 

excision  of the pathologic skin using liposuction and a split-thickness skin graft had been 

carried out. Unfortunately, the edema recurred (figure 7). We operated on this patient, 

and during surgery 4.1 kg of tissue was excised. Both the short-term and long-terms 

results were satisfactory (figure 8).    

Case 6 

A 63-year-old patient had been suffering from scrotal edema and a hidden penis for 

4 years. The patient was autistic and mentally retarded. The cause of the edema was 

unknown. He had problems walking and urinating. Surgery was complicated by a bacterial 

infection under the skin graft, but with intravenous antibiotics the wound healed without 

any further problems. The long-term result was satisfactory (figure 9). 
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Figure 9. Case 6 preoperative view and at 

sixteen-month follow-up

Figure 6. Case 4 with scrotal scars 
of lymphatico-venous shunt surgery

Figure 5. Case 3 with signs of fungal 
infection in the groins

 
Figure 8. Case 5 direct postoperatively and at 

thirty-month follow-up
Figure 7. Case 5 recurrence 

after surgery elsewhere
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SURGICAL TECHNIQUE

Intravenous administration of broad-spectrum antibiotics was started preoperatively. 

Surgery was performed with the patient in the lithotomy position. The patient was cross-

matched in advance, in view of possible blood loss and lymphorrhagia. A Foley catheter 

was inserted into the bladder. Penis, scrotum, and both legs above the knee were shaved 

and disinfected. An incision was made around the affected penile and scrotal skin, which 

was then removed together with the subcutaneous tissue layer. The most posterior part of 

the scrotal skin and the skin of the perineum were normal in all the patients; these were 

therefore spared from excision and used for wound closure. The spermatic cords, testes 

with tunica vaginalis, and Buck’s penile fascia remained in situ; dissection was performed 

distally up to the level of the coronary sulcus under the glans. In cases where a split-

thickness skin graft was necessary, mineral oil was applied to the thigh. Split-thickness 

skin grafts, 0.8 mm thick, were taken using a compressed air dermatome. The donor site 

was covered with alginate. The spermatic cords were sutured together to prevent a bifid 

scrotum before applying the grafts. The skin graft for the scrotum was meshed (1:1.5) and 

sutured in such a way that apposition was achieved on the spermatic cords and testes. 

In contrast, the skin graft for the penis was not meshed. Instead, it was fixed with loose 

sutures (or surgical staples) to the coronary sulcus and the ventral raphe. The skin grafts 

were covered with a layer of fatty gauze, saline gauze, and an elastic foam rubber outer 

layer to provide light compression. 

POSTOPERATIVE COURSE

The urinary catheter remained in situ for at least one week. After seven days, the bandage 

was removed. Previous to that, the patient had been prescribed bed-rest. As soon as it 

became clear that the skin grafts had taken, the patient was discharged from the hospital. 

The patient was advised to refrain from coitus for two months. Erections, however, were 

not opposed: these served as natural tissue expanders.   

RESULTS

The skin grafts healed successfully in all six patients. Wound healing on the perineal side 

of the scrotum was uneventful in all cases. One patient underwent secondary surgery 

for excision of hypertrophic scar tissue. All patients were satisfied with the cosmetic and 

functional result. During follow-up (7 to 65 months), edema had not recurred in any of 

them.  
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DISCUSSION

According to books in Sanskrit, treatment for lymph edema of the penis and scrotum 

already started in 600 BC.2 World-wide, the most common cause of this condition 

is filariasis.3 Other causes of acquired (secondary) chronic lymph edema are 

lymphogranuloma venereum (LGV), chancroid, erysipelas, tuberculosis, leprosy, syphilis, 

cancer of the lower pelvis, radiotherapy, surgical interventions and trauma. When the 

cause is not clear, which happens in a number of cases, the condition is referred to as 

primary (or congenital) chronic lymph edema. In such cases, the lymph vessels have 

intrinsic abnormalities: aplasia, hypoplasia, and hyperplasia have been mentioned in the 

literature.4

The management of genital lymph edema should focus on treating the underlying 

disease, and the presence of neoplastic processes should be excluded.5

Three options are available for the treatment of chronic genital lymph edema: i) 

conservative, ii) the creation of lymphatico-venous shunts, and iii) excision of the affected 

tissue followed by wound closure.1 Doxycycline against LGV infection and diethyl 

carbamazepine, albendazole, ivermectin, or doxycycline against Bancroftian filariasis 

can cure early stages of the disease.6-9 Other conservative treatments comprise elevation 

of the affected part(s), the administration of diuretics, and compression bandages, with 

or without manual lymphatic drainage-based decongestive therapy.10 As reflected in our 

cases (especially case 2), a conservative approach is generally of little use for severe 

genital lymph edema. The same applies to lymphatico-venous shunts, which probably 

have the greatest chance of success in cases of secondary lymphoedema.11 The most 

widely used solution is excision of the affected tissue.12 

In most cases, the skin is thickened and ulcerated. It is our experience that a 

cleavage plane can easily be found, since lymph vessels are situated in the dermis and 

the underlying fascia of Dartos. After excision, the skin of the penis and scrotum must 

obviously be replaced. We successfully used perineal skin and that of the most posterior 

part of the scrotum to create a neo-scrotum with no local recurrence, as previously 

reported.13 It is likely that this part of the scrotal skin will not be affected, because its 

lymphatic drainage includes the perirectal lymph vessels. An important advantage of 

using posterior scrotal skin flaps is that the resulting coverage is “true to nature.” The 

remaining scrotal contents can be covered with split-thickness skin grafts if there is a 

shortage of tissue. Meshed grafts lead to the best cosmetic results on the scrotum, but it 

is better to use relatively thick non-meshed skin grafts for the penis. Split-thickness skin 

grafts are hairless and, in contrast to full-thickness skin grafts, usually take more easily. 

In addition, the risk of recurrence is minimized because split-thickness skin grafts do not 

contain any reticular dermis, that is, they contain very few lymph vessels. 
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CONCLUSION

The results of surgical treatment for chronic lymph edema of the penis and scrotum are 

generally satisfactory. In our experience, closing the scrotal defects with skin from the 

posterior part of the scrotum did not lead to any recurrence. Covering the rest of the 

scrotal contents with meshed split-thickness skin grafts and covering the penis with non-

meshed split skin grafts led to satisfactory cosmetic and functional results. In our opinion, 

this specific method of surgical treatment for male genital edema should be the therapy 

of choice. However, because scrotal edema is rare outside of filariasis endemic regions, 

it should be done in clinics with sufficient experience.    

ACKNOWLEDGEMENT

We would like to thank Harry Voesten for providing several of the pictures.



67 

Chronic genital lymph edema: perineal skin flap plus graft reconstruction after excision

6

REFERENCES 

1. Kuepper D. Giant scrotal elephantiasis. Urology 2005; 65: 389.e19-389.e21.

2. Bhishagratna KKL. An English translation of the Shusruta Samhita based on the original Sanskrit Text, vol 2, 
Varanasi, India: Chowkamba Sanskrit Series Office, 1963, pp 439-449. 

3. Ollapallil JJ, Watters DAK. Surgical management of elephantiasis of male genitalia. Br J Urol 1995;76:213-5. 

4. Ross JH, Kay R, Yetman RJ, Angermeier K. Primary lymphedema of the genitalia in children and adolescents. J 
Urol 1998;160:1485-9.

5. Garaffa G., Christopher N., Ralph D.J. The management of genital lymphoedema. Br J Urol Int. 2008;102:480-4.  

6. Bernhard P, Magnussen P, and Lemnge MM. A randomized, double-blind, placebo-controlled study with 
diethylcarbamazine for the treatment of hydrocoele in an area of Tanzania endemic for lymphatic filariasis. Trans R 
Soc Trop Med Hyg 2001;95:534-6.

7. Hoerauf A, Mand S, Fischer K, et al. Doxycycline as a novel strategy against bancroftian filariasis-depletion of 
Wolbachia endosymbionts from Wuchereria bancrofti and stop of microfilaria production. Med Microbiol Immunol 
(Berl) 2003;192:211-6. 

8. Makunde WH, Kamugisha LM, Massaga JJ, et al. Treatment of co-infection with bancroftian filariasis and 
onchocerciasis: a safety and efficacy study of albendazole with ivermectin compared to treatment of single infection 
with bancroftian filariasis. Filaria J 2003;2:15. 

9. Rajendran R, Sunish IP, Mani TR, et al. Impact of two annual single-dose mass drug administrations with 
diethylcarbamazine alone or in combination with albendazole on Wuchereria bancrofti microfilaraemia and 
antigenaemia in south India. Trans R Soc Trop Med Hyg 2004;98:174-81. 

10. Mortimer PS. Therapy approaches for lymphedema. Angiology 1997; 48: 87-91. 

11. Sauer PF, Bueschen AJ, Vasconez LO. Lymphedema of the penis and scrotum. Clin Plast Surg 1988;15:507-12. 

12. Morey AF, Meng MV, McAninch JW. Skin graft reconstruction of chronic genital lymphedema. Urology 1997;50:423-6. 

13. Dandapat M, Mohapatro SK, Patro SK. Elephantiasis of the penis and scrotum. A review of 350 cases. Amer J 
Surg 1985;149:686-94.






