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Introduction 
 

  Phantom limb pain (PLP) following penectomy is a 
phenomenon that has been seldom documented in 
contemporary urologic literature. Still an ambiguous 
phenomenon, PLP has been found to correspond to 
pathologic changes in both peripheral and central nervous 
systems following amputation. While estimates of PLP have 
been reported to be as high as 85% in orthopedic amputees 
[1], descriptions of presentations in urology have been 
lacking.  
 

  In this report, we describe a case of phantom penile pain 
following penectomy and orchiectomy with multiple 
debridements, secondary to infection of a penile prosthesis 
followed by successful treatment with physical therapy. 
This case describes both the presentation and management 
of the perplexing phenomenon of penile phantom pain. 
 

Case Report 
 

  A 61-year-old male with a history of inflatable penile 
prosthesis (IPP) for 30 years and poorly controlled type 1 
diabetes mellitus was transferred from an outside facility 
for penile cellulitis. The infection presented as purulent 
excoriations involving the corona of the glans, urethral 
meatus, and dorsal penile shaft (Figure 1). CT imaging 
revealed the presence of an infectious fluid collection 
through the corpora cavernosa, confirming suspicion of an 
infected IPP with penile gangrene. The patient was taken 
for explantation and surgical debridement with successful 
removal of the intact IPP. 
 

 
 

In the subsequent 30 days, the patient underwent 
progressive surgical debridement five times. A partial 
penectomy was performed on hospital day 5 with complete 
penectomy following on hospital day 9. The urethra was 
oversewn and a suprapubic catheter was placed. Re-
exploration on HD 13 revealed scrotal skin and testicular 
necrosis, and consequentially, a bilateral orchiotomy was 
peformed. An ICU stay of 16 days was required secondary 
to hemodynamic instability and respiratory compromise. 
While conscious, pain control was achieved using standing 
Tylenol, oxycodone, and IV morphine. His hospital stay was 
additionally complicated by blood glucose lability and toxic 
metabolic encephalopathy secondary to his critical illness. 
On hospital day 40, he was discharged to an acute 
rehabilitation facility with vacuum-assisted wound 
dressing and suprapubic catheter in place. Pain control was 
achieved with tramadol 50mg Q6 PRN.  
 
 

Seven months following hospital discharge, paresthesia 
was reported at the healed incision site, for which 
topical lidocaine-prilocaine was prescribed by urology, 

resulting in incomplete relief. On month nine, he reported 
that he had been taking extra-strength Tylenol and 
hydromorphone (2mg) daily – prescribed by his PCP for  
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reported “post-operative pain.” At his one-year follow-up 
he continued to endorse tension, pressure, and paresthesia 
in his genital area. He further revealed that he had been 
experiencing what he felt to be “penile pain” characterized 
by burning throughout what he could feel as his penis. He 
confirmed continuing to take hydromorphone, at the 
discretion of his PCP.  
 

In virtue of the medication-refractory nature of his 
phantom limb pain (PLP), our patient was subsequently 
referred for physical therapy. Physical medicine treatments 
focused on neuromuscular reeducation utilizing 
biofeedback. Additional techniques included pudendal 
nerve glides, pelvic floor myofascial release, muscle 
relaxation, and soft tissue mobilization. Following six 
treatment sessions and home therapy, our patient reported 
full resolution of pain, tightness, and paresthesia.  
 

Discussion 
 

  In 1811 Scottish surgeon Charles Bell proposed a novel 
distinction between motor and sensory nerve roots. His 
example was a man who experienced phantom penile 
sensation following penectomy [2]. In fact, documentation 
of this phenomenon has been present, albeit anecdotally 
and without much frequency, throughout the past two 
centuries. When it has been documented, phantoms have 
been more commonly associated with arousal resulting in 
the sensation of erection [3-5]. To the dismay of a likely 
unreported many, the result of penectomy is often far more 
harrowing. 
 

  Proposed mechanisms for phantom limb pain include 
alterations peripherally in damaged free nerve endings and 
centrally through spinal nerve changes and cerebral 
remodeling. Post-operative neuroma formation secondary 
to neural tissue regrowth and tangling has been related to 
Residual Limb Pain. Instances of PLP have also been 
resolved with removal of neuromas [6] lending credence to 
this theory. At the level of the spinal cord, enhanced 
nociceptive input following peripheral nerve injury has 
been attributed to variety of mechanisms; these include 
down-regulation of opioid receptors [7] and increased 
expression of substance P, a neuropeptide associated with 
the inflammatory response that has the capacity to convert 
unrelated nerve fibers to transmitters of nociceptive 
information [8]. Reorganization at the level of the 
cerebrum, both cortical and subcortical, is commonplace in 
amputees, and discoveries regarding the change process 
have significantly aided in the treatment and 
understanding of PLP. Biochemical and neuronal 
reassignment follow amputation and are subsequently 
reinforced by structural modifications. Hyperexcitability  
via increased excitatory signaling and disinhibition is 
especially profound in PLP amputees [9]. 
 

  Restricted somewhat by the nature of this amputation, 
conventional PLP treatment strategies including residual 
limb mirror therapy and prosthesis use were not practical 
for our patient. Use of liberal perioperative analgesia and 
targeted PLP treatment with opioids and topical lidocaine – 
all of which have both been shown to be beneficial in the 
PLP literature [1, 10]-failed to produce sustainable 
resolution in this case. As the result of symptom 
persistence, our patient underwent physical therapy, 
utilizing an established management approach for chronic 
PLP including biofeedback, progressive muscle relaxation, 
and psychological support [11]. Our patient achieved full 
resolution of his symptoms and has since returned to the 
majority of his pre-operative activities of daily living. 
 

References 
 

1. Mccormick Z, Chang-Chien G, Marshall B, Huang M, 
Harden RN [2013] Phantom Limb Pain: A Systematic 
Neuroanatomical-Based Review of Pharmacologic 
Treatment. Pain Medicine 15: 292-305.  

2. Wade NJ, Finger S (2010) Phantom penis: historical 
dimensions. Journal of the History of the 
Neurosciences 19: 299-312. 

3. Fisher CM [1999] Phantom erection after amputation 
of penis. Case description and review of the relevant 
literature on phantoms. Can J Neurol Sci 26: 53-56. 

4. Heusner AP [1950] Phantom genitalia. Trans Am 
Neurol Assoc 75: 128-131.  

5. Namba Y, Sugiyama N, Yamashita S, Tokuyama E, 
Hasegawa K, et al. [2008] Phantom erectile penis after 
sex reassignment surgery. Acta Medica Okayama 62: 
213-216. 

6. Bek D, Demiralp B, Komurcu M, Atesalp S [2006] The 
relationship between phantom limb pain and neuroma. 
Acta Orthop Traumatol Turc 40: 44-48. 

7. Wang S, Lim G, Yang L, Zeng Q, Sung B, et al. [2005] A 
rat model of unilateral hindpaw burn injury: slowly 
developing rightwards shift of the morphine dose-
response curve. Pain 116: 87-95. 

8. van der Schans CP, Geertzen JH, Schoppen T, Dijkstra 
PU [2002] Phantom pain and health-related quality of 
life in lower limb amputees. J Pain Symptom Manage 
24: 429-436. 

9. Karl A, Diers M, Flor H [2004] P300-amplitudes in 
upper limb amputees with and without phantom limb 
pain in a visual oddball paradigm. Pain 110: 40-48. 

10. Foell J, Bekrater-Bodmann R, Flor H, Cole J [2011] 
Phantom Limb Pain After Lower Limb Trauma: Origins 
and Treatments. International Journal of Lower 
Extremity Wounds 10: 224-235. 

11. Sherman RA, Gall N, Gormly J [1979] Treatment of 
phantom limb pain with muscular relaxation training 
to disrupt the pain-anxiety-tension cycle. Pain 6: 47-55. 
 

 

 
 
 
 
 
 
 

J Uro Neph Re Cas Rep: 2018; Issue 1                                                                                                                                                                                                        Page:2|2 

Copyright: © 2018 Croll B, et al. This is an open-access article distributed under the terms of the Creative Commons Attribution 
License, which permits unrestricted use, distribution, and reproduction in any medium, provided the original author and source 
are credited. 

 

https://www.ncbi.nlm.nih.gov/pubmed/24224475
https://www.ncbi.nlm.nih.gov/pubmed/24224475
https://www.ncbi.nlm.nih.gov/pubmed/24224475
https://www.ncbi.nlm.nih.gov/pubmed/24224475
https://www.ncbi.nlm.nih.gov/pubmed/20938855
https://www.ncbi.nlm.nih.gov/pubmed/20938855
https://www.ncbi.nlm.nih.gov/pubmed/20938855
https://www.semanticscholar.org/paper/Phantom-erection-after-amputation-of-penis.-Case-of-Fisher/667a0bf0c8e7aafc15ff18e7a8f952199c37d65f
https://www.semanticscholar.org/paper/Phantom-erection-after-amputation-of-penis.-Case-of-Fisher/667a0bf0c8e7aafc15ff18e7a8f952199c37d65f
https://www.semanticscholar.org/paper/Phantom-erection-after-amputation-of-penis.-Case-of-Fisher/667a0bf0c8e7aafc15ff18e7a8f952199c37d65f
https://www.ncbi.nlm.nih.gov/pubmed/18596839
https://www.ncbi.nlm.nih.gov/pubmed/18596839
https://www.ncbi.nlm.nih.gov/pubmed/18596839
https://www.ncbi.nlm.nih.gov/pubmed/18596839
https://www.ncbi.nlm.nih.gov/pubmed/16648677
https://www.ncbi.nlm.nih.gov/pubmed/16648677
https://www.ncbi.nlm.nih.gov/pubmed/16648677
https://www.ncbi.nlm.nih.gov/pubmed/15936884
https://www.ncbi.nlm.nih.gov/pubmed/15936884
https://www.ncbi.nlm.nih.gov/pubmed/15936884
https://www.ncbi.nlm.nih.gov/pubmed/15936884
https://www.ncbi.nlm.nih.gov/pubmed/12505212
https://www.ncbi.nlm.nih.gov/pubmed/12505212
https://www.ncbi.nlm.nih.gov/pubmed/12505212
https://www.ncbi.nlm.nih.gov/pubmed/12505212
https://www.ncbi.nlm.nih.gov/pubmed/15275750
https://www.ncbi.nlm.nih.gov/pubmed/15275750
https://www.ncbi.nlm.nih.gov/pubmed/15275750
https://www.ncbi.nlm.nih.gov/pubmed/22184752
https://www.ncbi.nlm.nih.gov/pubmed/22184752
https://www.ncbi.nlm.nih.gov/pubmed/22184752
https://www.ncbi.nlm.nih.gov/pubmed/22184752
https://www.ncbi.nlm.nih.gov/pubmed/370738
https://www.ncbi.nlm.nih.gov/pubmed/370738
https://www.ncbi.nlm.nih.gov/pubmed/370738

