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ABSTRACT
Injection of viscous or semisolid materials into the pe-
nile shaft to increase its size, to correct erectile dysfunc-
tion, and/or to satisfy a sexual partner has only been 
sporadically reported in Eastern and Western European 
and American men. However, this practice appears to 
be more widespread in the countries of Southeast Asia. 
We present 3 cases of Hmong patients seen in a urology 
clinic in Wausau, Wis. We describe the presentation, 
correction, and difficulties experienced in convincing 
patients to undergo adequate treatment.

INTRODUCTION
Injection of viscous or semisolid materials into the pe-
nile shaft to increase its size, correct erectile dysfunc-
tion, and/or satisfy a sexual partner has only been spo-
radically reported in Eastern and Western European 
and American men.1-11 However, this practice appears 
to be more widespread in the countries of Southeast 
Asia.12-14

Since the end of the Vietnam War, there has been 
an influx of Southeast Asian refugees into the United 
States. One such group, the Hmong, continue to arrive 
in the United States with particularly high concentra-
tions in specific urban areas of California, Minnesota, 
Wisconsin, and North Carolina.15-19 The culture of the 
Hmong is alien to American norms and standards, and 
the receiving communities struggle to deal with the 
educational, social, and medical needs of their new citi-
zens.

Many communities have made recommendations 
and developed plans to specifically address the health 
needs of the Hmong. These needs include significant 
protein malnutrition, developmental delays, incomplete 

immunizations, and high rates of tuberculosis, hepatitis 
B, internal parasites, gout, kidney stones, osteoporosis, 
and mental health symptoms.20,21 We have not, however, 
seen any mention of the surprisingly frequent practice 
of penile injections to enhance sexual performance in 
Hmong males.

Here we describe a series of 3 Hmong patients seen 
in our urology clinic in Wausau, Wis. The presentation 
of each is described along with the difficulties experi-
enced in convincing the patients to undergo adequate 
treatment.

CASE SERIES
Case 1
A 37-year-old male Hmong patient was referred for 
evaluation of swelling of the foreskin caused by self-in-
jection of an unidentified substance that was purchased 
in Minnesota for the purposes of correcting sexual dys-
function. The patient reported an initial performance 
improvement, but this did not endure. Subsequently, 
he experienced persistent swelling of the foreskin caus-
ing occasional difficulty in urination. At presentation, 
the patient denied current outlet obstruction, dysuria, 
hematuria, or blood in his ejaculate. He had no history 
of prostate infection, renal stones, or genitourinary in-
strument examination.

Screening for sexually transmitted disease was nega-
tive. Genital examination revealed bilaterally descended 
testicles of normal size and consistency without mass. 
The epididymis and cord structure were normal. The 
shaft of the penis had a hard circumferentially indu-
rated prepuce pulled slightly back over the glans, but 
it could not be retracted easily. The prepuce was non-
fluctuant and nontender. There was involvement of the 
skin on the ventral shaft of the penis up to the midshaft; 
otherwise the remainder of the shaft was normal.

The patient supplied a vial of yellow oil that had 
been used in his injections. Upon analysis of micro-
distillates of the oil using Fourier-transform infrared 
spectroscopy and x-ray florescence spectrometry, it 
was determined to be composed primarily of saturated, 
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straight-chain, 25 to 35 carbon, hydrocarbons (i.e., par-
affin oil).22,23 The only minor component was a volatile 
oil consistent with Ylang-Ylang oil,24 commonly used 
as a soothing fragrance in aromatherapy to combat 
anxiety, high blood pressure, intestinal problems, sexual 
dysfunction, and stress. Although no histopathological 
examination was conducted, it was believed that the pa-
tient’s phimosis was caused by a significant reaction to 
an injection of paraffin oil (i.e., penile paraffinoma).

Surgical excision was recommended, and in consulta-
tion with a plastic surgeon, it was determined that skin 
grafting would likely be required. The patient was resis-
tant to the idea of aggressive therapy, and although he 
remained in the area and sought treatment for unrelated 
conditions, he has not sought further treatment for his 
phimosis.

Case 2
A 44-year-old Hmong male was referred for evalua-
tion of erectile dysfunction and foreskin symptoms. 
Reportedly, in an attempt to improve his erections, the 
patient had purchased an unknown “medication” on the 
black market and had injected it directly into his fore-
skin. Thereafter, the foreskin had swollen, thickened, 
and turned ruddy. He was unable to retract his foreskin 
to fully expose the glans penis, and he experienced dif-
ficulty in urinating and obtaining an erection.

Upon genitourinary examination, the external geni-
talia appeared normal with an uncircumcised penis. 
The distal ¾ of the penile shaft appeared thickened and 
ruddy (Figure 1A). The foreskin could not be retracted, 
but the area was not painful or erythematous. The glans 
itself could be observed through the tip of the foreskin. 
The meatus was in the normal position with no dis-
charge. The testes were descended bilaterally and were 
normal in size and consistency. It was concluded that 
the patient’s phimosis was caused by a reaction to the 
injected “medication” he purchased on the black mar-
ket.

The patient freely consented to a circumcision but 
with the understanding that not all of the thickened 
foreskin would be removed. His glans was to be fully 
exposed to prevent inhibition of erections and urinary 
function. A prior low serum testosterone indicated that 
additional therapy might be required after circumcision, 
although his current testosterone level was within nor-
mal limits.

Under general anesthesia, a dorsal foreskin slit was 
created with some difficulty in cutting noted, and a 
small ventral slit was made. Two segments of foreskin 
were removed in a semicircular direction. The involved 

Figure 1. (A) The distal ¾ of the penile shaft appeared 
thickened and ruddy. (B) The involved foreskin was approxi-
mately 1 cm thick and fibrosis extended from the tip to close 
to the base encompassing approximately 95% of the entire 
foreskin. (C) The foreskin was reapproximated to expose the 
glans.
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foreskin was approximately 1 cm thick, and fibrosis 
extended from the tip to close to the base encompass-
ing approximately 95% of the entire foreskin (Figure 
1B). No purulence or infected pockets were noted. The 
foreskin was reapproximated to expose the glans. At the 
end of the procedure, it was dubious as to whether the 
foreskin would recover (Figure 1C).

Fourteen days post-surgery, the circumcision incision 
was intact with a slight breakdown toward the frenulum 
aspect of the foreskin. A thickened, infiltrative fibrotic 
process was still present. The patient was referred to a 
plastic surgeon to determine whether complete foreskin 
excision with a graft would be required.

Six weeks later, the patient presented complaining of 
a fibrotic mass just proximal to the ventral surface of the 
glans penis. The mass measured approximately 4 x 4 cm. 
Other fibroids, cords, and chronic edema of the cutane-
ous tissues were present, but the patient elected not to 
address these. He requested excision of the fibrotic tis-

sue at the ventral surface of the penis at the base of the 
glans. It was advised that the skin be elevated to remove 
the fibrotic mass at the dorsolateral aspect as well, but 
he did not wish to do so. He was informed that scar-
ring may result that may eventually require excision and 
skin grafting.

Upon operation, a Foley catheter was placed to aid in 
identification of the urethra. A transverse elliptical inci-
sion was made, removing the overlying skin and sub-
cutaneous tissue along with the extensive fibrotic mass. 
The excision was made just proximal to the ventral por-
tion of the glans penis. The mass extended deeply into 
the subcutaneous tissue and continued both circum-
ferentially and proximally, but this was not removed 
at the request of the patient. The patient tolerated the 
procedure well. Histopathology revealed subcutaneous 
tissue with extensive fatty deposits and granulomatous 
reaction (Figure 2).

Fifteen months later, the patient presented with swell-
ing at the dorsum and further fibrosis at the left lateral 
aspect of the penis shaft that were bothersome to him, 
and he was requesting that more of this be removed. The 
ventral aspect of the previous excision had healed nicely, 
and there was no evidence of infection. The operation 
proceeded without complication, and there was minimal 
edema on follow-up 6 days later. The patient was subse-
quently treated with testosterone (5 g daily) and silde-
nafil citrate (50 mg as needed) to address his continuing 
concerns with erectile dysfunction and libido.

Case 3
A 36-year-old male Hmong patient with 16 years of 
education and 8 children who had been married for 17 
years was referred from the walk-in clinic. He was in no 
acute distress. Approximately 1 month previously, while 
in Minneapolis, he injected his penis with a Chinese 
herbal medicine to obtain an erection. This injection 
caused swelling of the foreskin to the point that it could 
not be retracted, and he reported discomfort with erec-
tion. He had no history of venereal disease, renal stones, 
genitourinary infection, or genitourinary instrumenta-
tion and had not undergone a vasectomy. He reported 
no genitourinary or outlet obstruction symptoms, dys-
uria, hematuria, or blood in his ejaculate.

Upon genital examination, the foreskin of his penis 
could not be retracted. A brawniness of the foreskin 
existed circumferentially and extended somewhat onto 
the distal shaft of the penis; however, there was no evi-
dence of infection or hematoma. It was concluded that 
this condition was caused by injection of the Chinese 
herbal medicine and would require an extended surgical 
circumcision with plastic surgery consultation.

Figure 2. (A) Subcutaneous tissue with extensive fatty depos-
its and granulomatous reaction. (B) Magnification of boxed 
area.
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The surgery was discussed at length with the patient 
and his wife. Initially the wife insisted on a dorsal slit 
with the least amount of skin removed as possible, but it 
was explained that this would not remove the indurated 
area and would leave a large amount of redundant skin 
hanging in the ventral aspect. After further discussion 
of the procedure, indications, and risks, the patient and 
his wife agreed to the surgery.

In surgery, both partial dorsal and ventral slits were 
made down the foreskin, and the skin was excised cir-
cumferentially. About an inch of circumferential indu-
rated tissue distal to the circumcision was left to avoid 
foreshortening of the penis. The margins were re-ap-
proximated to resolve the phimosis.

At follow-up, the patient experienced no significant 
bleeding or voiding problems, and the phimosis was re-
solved.

DISCUSSION
Since the time that these 3 patients were evaluated and 
treated, others have been seen with similar histories and 
symptoms. Several elements of these cases are notewor-
thy. First, in all, the injected materials were obtained 
surreptitiously within the United States. These are not 
cases of Southeast Asian refugees arriving with preexist-
ing conditions. How widespread this practice is among 
Asians within this country has not yet been reported.

Secondly, most of the reported cases in the litera-
ture have involved the injection of oils into the scrotal 
sacs and penile shaft in addition to the foreskin. Our 
cases evidently involved the foreskin only, with some 
spread of the granulomatous reaction proximally. The 
consequences, regardless of injection site, are the same, 
however. Involved tissues become hard, indurated, and 
semi-mobile. In some cases, the lesions can become ul-
cerated and purulent. Histologically, granulomatous 
tissue develops with numerous fat laminae, scattered fi-
brous tissue, and scattered chronic inflammatory cells.

Finally, the reported treatment for this condition 
has been extensive excision, often using scrotal skin as 
a graft source.8,25,26 Our Hmong patients were reticent 
to remove anything but the most problematic tissues at 
the time. In these cases, other less radical approaches 
may be appropriate.27,28 It has been reported that the 
Hmong believe it is not good to undergo surgery. They 
believe their souls may become frightened and leave 
the body during the surgery or that the surgery will 
cause them to be reincarnated with less than a complete 
body.29 Similarly, circumcision is not practiced among 
the Hmong.30 Interestingly, the Hmong do not believe 
in placing anything into the body because they will be 

burdened with carrying a foreign object inside them 
when reincarnated.30 However, this belief evidently does 
not extend to the injection of oils to address problems 
of erectile dysfunction or libido.

It is not uncommon for men of Southeast Asia to in-
ject paraffin, mineral oils, liquid silicone, petrolatum, or 
other viscous materials into the penile shaft to increase 
its size, to correct erectile dysfunction, or to satisfy the 
sexual partner.2,12-14 In reports emanating from Southeast 
Asian medical facilities, the mean ages of a series of Thai 
and Korean patients ranged from 28.9 years at presenta-
tion to 39.6 years.12-14 Our patients’ ages spanned the 
upper end of this age range.

Injections commonly result in extensive foreign body 
granulomatous and fibrotic reactions, varying with the 
purity and nature of the injected materials.31 The result-
ing syndrome has been variously referred to as penile 
oleogranuloma, sclerosing lipogranuloma, or penile 
paraffinoma.5,26 In severe cases, this ultimately leads to 
disfigurement, chronic unhealed ulcers, painful erec-
tion, and an inability to perform sexual activities.32,33 
Typically, the only treatment is complete resection of 
the skin and as much infiltrated tissue as possible. Any 
incorporation into the corpus cavernosum or corpus 
spongiosum must remain. Bilateral scrotal flaps have 
been used successfully in skin grafting to accomplish 
both functional and cosmetic goals without major com-
plications.12,14,34 Typical durable skin grafting in these 
situations is not usually completely successful.35,36

Some literature has previously been published ex-
ploring problems faced in providing intercultural 
medical care and for the Hmong in particular.20,21,37-39 
Interventional practices at multisystem levels have 
been designed and applied successfully in meeting the 
needs of many cultures.40-42 It behooves all practitio-
ners within communities experiencing influxes of im-
migrants to become aware of various ethnic cultural 
practices and taboos and to attempt to provide the best 
interventions possible without violating cultural, reli-
gious, and legal lines.43,44 Many Hmong have lived in 
the United States for decades, and the young are be-
coming more accepting of Western medical procedures, 
but as more refugees continue to arrive, health care 
professionals should be prepared to encounter new and 
unusual presentations that require culturally sensitive 
treatment approaches.
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