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INTRODUCTION: Traumatic penile amputation is a highly uncommon surgical emergency that requires
immediate intervention. Most reported cases involve genital self-mutilation induced by underlying psy-
chiatric disorder, especially schizophrenia. The self-mutilation of external genitals in psychiatric patients,
also known as Klingsor syndrome, is a rare form of urotrauma.
PRESENTATION OF CASE: We present a case of partial penile amputation in a 46-year-old male with
Klingsor syndrome admitted to the hospital 3 days after the incident. Urological examination revealed
a subtotal cut of the penis, including the distal part of the mons pubis, dorsal and lateral parts of the
penile skin, corpus cavernosum, and corpus spongiosum, as well as a partial bulbous urethra rupture.
The penis remained suspended by only a thin ventral part of the penile skin. After macroscopic surgical
replantation, the patient recovered well and could urinate without any symptoms of urethral stricture.
The entire penis remained viable with minimal scarring at the surgical site, and penile erection could be
achieved and maintained.
CONCLUSION: The case demonstrates a rare instance of the successful proximal penile shaft amputation
via macrosurgical techniques by an experienced urologic surgeon.
© 2020 The Authors. Published by Elsevier Ltd on behalf of IJS Publishing Group Ltd. This is an open
access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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1. Introduction

Traumatic penile amputation is a rare surgical emergency typ-
ically related to major functional disability and psychological
disorders that impact patients’ overall quality of life. Most reported
cases of traumatic penile amputation occur in response to gen-
ital self-mutilation induced by underlying psychiatric disorders,
especially schizophrenia [1,2]. The self-mutilation of the external
genitals in psychiatric patients, also known as the clinical condition
Klingsor syndrome, is a rare form of urotrauma [2], one in which
patients with known psychiatric disorders indulge in destroying
their genitals but without any intent to commit suicide [3].

Traumatic penile amputation is a critical event for patients and
their families, for it entails more than mere medical intervention. A
review of 80 cases of traumatic penile amputation performed from
1996 to 2007 revealed that only 37.5% of the cases involved success-
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ful penile replantation [4]. Despite the lack of approved guidelines
or protocols for the procedure, the current standard of treatment
for such an infrequent injury is replantation with an approxima-
tion of the urethra and corpus cavernosum, microsurgery on the
dorsal vein and artery, and nerve anastomosis [2]. Here, following
the 2018 Surgical Case Report guidelines [5], we report the uncom-
mon case of a male with Klingsor syndrome who required traumatic
penile amputation.

2. Case presentation

A 46-year-old male with a history of paranoid schizophrenia
was referred to our hospital after he cut his penile shaft, along with
a 3-cm distal part of the mons pubis, with a sharp sickle. Following
massive blood loss from the wound, bleeding was controlled after
several hours of treatment in a primary health center. The patient
also had a history of bloody discharge from the external urethral
orifice.

After initial evaluation at a tertiary hospital, the patient was
admitted to our hospital approximately 3 days after the injury.
Following an initial assessment and resuscitation, the patient was
administrated tetanus toxoid for prophylaxis and given broad-
spectrum antibiotics. Upon admission in the emergency room,
mental examination revealed the patient’s apathy, consciousness,
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Fig. 1. Subtotal cut of the penis. The penis remained suspended by only a thin ventral part of the penile skin (blue arrow).

and sometimes agitation. The patient’s eye contact was poor, and
his speech was incoherent. Urological examination showed a subto-
tal cut of the penis, including the distal part of the mons pubis and
the dorsal and lateral parts of the penile skin, and a clear cut through
the corpus cavernosum. The penis remained suspended by only a
thin ventral part of the penile skin (Fig. 1).

The patient was immediately transferred to the operating room.
After the administration of spinal regional anesthesia, the patient
was placed in the lithotomy position. Following disinfection and
draping, a 16 Fr silicone Foley catheter was carefully inserted into
the external urethral orifice.

A careful assessment on the penile wound revealed a
partial-thickness wound with a relatively well-defined traumatic
separation of tissues on the dorsal of the penis, one that crossed
the base of the penis and was in fact formed by two incised wounds
(Fig. 2A). The first wound caused a 5-cm separation of dorsal of the
penis from its base, whereas the second wound was located more
proximally from the first and separated the penis about 3 cm from
itsbase. The transection of the corpus cavernosum and corpus spon-
giosum was discovered along with a 1-cm defect of the bulbous

urethra (Fig. 2B). We assessed the wound as Grade IV penile injury
according to the American Association for the Surgery of Trauma
(AAST), because although the urethral defect was less than 2 cm,
the cavernous defect exceeded 2 cm.

Once surgery was planned following a multidisciplinary
approach, the patient was transferred to the operating room 2 h
after arriving at the emergency department. We (i.e., a urologic
surgeon and general surgery resident) performed a debridement
procedure and refreshed the wound edge (Fig. 3A). The corpus cav-
ernosum was re-anastomosed with an interrupted suture using
absorbable polyglactin 5/0 (Fig. 3B).

Next, the defect of the bulbous urethra was closed, also with
an interrupted suture using absorbable polyglactin 5/0. We did not
perform any anastomosis of the dorsal vein, artery, or nerve. After
deep (Buck’s) and superficial (Dartos) fascia were reapproximated
(Fig. 3C), the operation was finished with another interrupted
suture of the skin. A Penrose drain was left on each of the right
and left sides of the wound (Fig. 3D).

After acute surgery, the patient was transferred to the psychi-
atric department for the management of his psychiatric condition.
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Fig. 3. A)Debridement was performed, and the wound edge was refreshed. B). The corpus cavernosum and urethral defect were repaired. C) Deep and superficial fascia were
reapproximated. D) The surgical site after interrupted skin suture had two Penrose drains left inside.

389



PORT - OPEN ACCESS

S.Syahriretal.

International Journal of Surgery Case Reports 77 (2020) 387-391

Fig. 4. The surgical wound recovered well, and the penis remained viable.

Intravenous antibiotic ampicillin-sulbactam was administered 3
times daily. After leaving the psychiatric department, the patient
received antipsychotic risperidone (2 mg, twice daily) and clozap-
ine (25 mg, once daily). Proper wound care was performed every 2
days to investigate the wound’s condition and to ensure successful
wound healing.

On Day 3 postsurgery, the Penrose drains were removed, and
on Day 6, the patient was discharged from the hospital. His surgical
wound had recovered well, and neither skin necrosis nor infection
was observed (Fig. 4). The silicone Foley catheter was maintained
for another 21 days. Approximately 4 weeks postsurgery, the Foley
catheter was removed, and the patient appeared to have recov-
ered well and was urinating effectively without any symptoms
of urethral stricture. The entire penis remained viable with min-
imal scarring at the surgical site and could achieve and maintain
erection.

3. Discussion

Traumatic penile amputation, a rare surgical emergency that
requires immediate care [3], can trigger significant blood loss and
thus require the patient to receive aggressive fluid resuscitation
and blood transfusion during primary assessment. Because penile
amputation is uncommon, the lack of high-quality evidence has
precluded the development of any standardized approach to care
[6,7].

A systematic review of the literature revealed approximately 30
cases of successful penile replantation from 80 cases of penile self-
amputation from 1966 to 2007 [8]. Isolated accidental amputation
is rare and responsible for only approximately 20% of amputations.
The most common etiologies are self-inflicted in a clinical condi-
tion called “Klingsor syndrome” [9], a term used to describe genital
self-mutilation associated with delusions. The term “Klingsor” is
based on a fictional character in one of Richard Wagner’s operas in
which Klingsor, a magician, castrates himself due to his inability to
remain pure enough to be accepted as a knight fit to recover the
Holy Grail [2]. In our case, the patient had paranoid schizophrenia
and had mutilated his genitals in response to delusional thoughts.
The corpus cavernosum and spongiosum were cut along with a par-
tial rupture of the bulbous urethra. According to the AAST guideline
for penile injury [10], we classified the finding as a Grade IV penile

injury. After initial assessment and resuscitation, we prepared to
reconstruct the penis.

Two approaches to replanting amputated penises are currently
available—a conventional macroscopic technique and a micro-
scopic technique—both of which have resulted in various outcomes
in several studies [7]. In the macroscopic technique of penile
replantation in the case of an amputated penis, first reported by
Ehrich in 1929, arterial anastomosis cannot be performed. That
technique incorporates a structural approach to the penis with-
out any neurovascular repair. Despite satisfactory functional and
cosmetic results, skin necrosis is generalized [11]. By and large,
macroscopic replantation techniques have been employed with
good postoperative results [7].

The first microscopic replantation, by contrast, was reported
by Cohen et al. in 1977. Microscopic replantation involves metic-
ulous microneurovascular surgery to reduce skin, urethral, and
graft loss and enables the repair of vessels and nerves. As a
result, the technique can preserve the pleasurable sensation of
the sex organs, urination, and erectile function, although compli-
cations may still occur [2,12]. In some cases, microsurgical repair
would have improved outcomes, but equipment, time, and train-
ing were lacking [13]. Morrison et al. reported on 106 case reports
of penile replantation, in which 91.6% of patients were generally
satisfied, although complications did occur [9]. In a systematic
review of 80 patients who underwent replantation, 30 patients
who received microneurovascular repair reported that microsurgi-
cal repair reduced complications (e.g., fistulae, stricture formation,
skin necrosis, sensory loss, and erectile dysfunction) and improved
graft survival and cosmetic outcomes [4]. Those microscopic tech-
niques constitute a gold standard and have achieved excellent
results [7]. In general, microscopic replantation seems to afford
better chances of organ survival and lower complication rates,
although statistically convincing evidence remains unavailable. The
disadvantages of the technique, however, include the requirement
of skill and equipment for such procedures that may be unavailable
in places with few resources or, at times, in emergency situations
[11].

Various studies have shown that repairing a single dorsal penile
artery is more important than repairing a single or even multiple
deep arteries [2,11,12]. For that reason, microscopic and macro-
scopic repairs may exhibit the same results. Macroscopic repair has
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also been employed with good postoperative outcomes, although
with a higher rate of complications such as partial skin necrosis,
urethral strictures, and fistulae [7,14]. In our case, the patient had
recovered well, and the penis remained viable without any com-
plication (e.g., urethral stricture or erectile dysfunction).
4. Conclusion

Our case demonstrates a rare instance of the successful prox-
imal penile shaft amputation via macrosurgical techniques by an
experienced urologic surgeon.
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