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Abstract
Genital self-mutilation (GSM) is rare and a serious condition 

requiring multidisciplinary treatment. Life-saving mea-
sures (heavy bleeding) should be initiated first, followed 
by efforts to restore anatomical continuity and function-
ality of the damaged structures as much as possible. Con-
currently, psychiatric disorders must be treated, wounds 
appropriately dressed, and support provided to the patient. 
Total penectomy is associated with long-term deterioration 
in the patient‘s quality of life.

This article presents the case of a patient who self-mutilated 
his genitals as a result of Klingsor syndrome. The aim of 
the study is to present the patient‘s health problems based 

on the NANDA nursing diagnoses classification. Patient 
care should be focused on the patient‘s needs, and staff 
should be provided with current, evidence-based nursing 
knowledge. A holistic approach to the patient‘s problems 
and the implementation of nursing interventions in ac-
cordance with current knowledge prevented complica-
tions related to self-harm and positively influenced the 
improvement of his mental state. Proper wound care is 
one element of multidimensional care for patients with 
Klingsor syndrome, but nurses should also recognize oth-
er issues arising from the disease.

Key words: Klingsor syndrome, penile self-amputation, wound 
care, psychiatric nursing.

Introduction
Klingsor syndrome is the deliberate self-mutilation of 
the genital organs (GSM) in the course of a mental ill-
ness, especially psychosis, without suicidal intent [1]. 
The literature identifies three groups at risk for geni-
tal self-mutilation: patients with schizophrenia, tran-
svestites, and men experiencing religious or cultural 
conflicts [2]. Over 90% of patients who self-mutilated 
their genital organs had a mental disorder, including 
49% with schizophrenia spectrum disorders, substan-
ce use disorders such as marijuana or cocaine (19%), 
personality disorders (16%), gender dysphoria (15%), 
depression (9%), and bipolar disorder (1%)  [1].
The incidence of psychiatric pathologies such as de-
pression, anxiety, and mood disorders is also higher 
in amputees than in the general population [3]. Self-
-amputations in those without a psychiatric diagnosis 
(approximately 9–13%) are attributable to GSM, inclu-
ding sexual conflicts, guilt related to sexual desires, 
religious beliefs, and unconventional forms of sexual 
arousal [1,3].
In addition to the risk of infection and anatomical 
changes, GSM may be associated with an increased 
risk of suicide, repeated self-harm, and greater se-
verity of psychopathology [1, 3]. It is estimated that 

55–85% of people who self-harm attempt suicide [3].
 One of problems  may be difficulties in caring for 
wounds after genital amputation. Genital wounds 
are associated with an increased risk of infection, 
difficulty maintaining a wound dressing, and pain. 
Genital wounds heal rapidly, with significant swel-
ling and absent or barely visible scarring, which is 
related to the anatomical and physiological diffe-
rences in this region (lack of subcutaneous fat, high 
mobility of the skin relative to underlying tissues, 
abundant elastic fibers, persistent bacterial coloni-
zation, and rapid resolution of inflammation) [4]. 
Genital skin defects can be managed using a varie-
ty of techniques, including primary closure, local 
flaps, full-thickness skin grafts, and split-thickness 
skin grafts [5]. Perineal skin grafting carries the 
risk of graft rejection due to infection, difficulty 
in stabilizing the graft due to genital mobility, and 
fluid accumulation in the form of blood, serous, and 
purulent exudate. For penile reconstruction (if the 
amputated portion is inaccessible or not suitable 
for reimplantation), myoplasty (possible sexual 
satisfaction) or myocutaneous flap grafting with 
prosthesis implantation are used [5]. Donor penile 
transplantation with immunosuppressive therapy 
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is also an option. Another viable treatment option 
is allogeneic penile transplantation [6].
The aim of the study is to present the patient‘s health 
problems based on the NANDA nursing diagnoses 
classification. For this purpose, the patient‘s con-
dition was assessed, nursing diagnoses were made, 
nursing interventions were implemented, and their 
effectiveness was evaluated.

Case presentation 
A 40-year-old patient, single, living with his family 
and unemployed, was admitted from the intensive 
care unit to a closed psychiatric ward after self-am-
putation of his penis during cannabinoid-induced 
psychosis (Fig. 1). The patient underwent urological 
treatment, which included dressing the injury and 
inserting a urinary catheter. Penile reconstruction 
following amputation was not possible. The testicles 
were preserved. By self-harming his genitals, the 
patient wanted to prevent a threat to his family from 
strangers in the home (he heard male and female 
voices). The patient was hospitalized numerous ti-
mes for mental disorders caused by psychoactive 
substances (1 g of marijuana per day), which he 
had been taking since the age of 16 years. In 2007, 
the patient, under the influence of drugs, attempted 
suicide by self-injury to his wrists. Since 2017, the 

patient has been under the care of a mental health 
clinic for mood disorders and obsessive-compulsive 
disorder. The patient currently complains of a de-
pressed mood. He denies auditory hallucinations 
in the form of voices and distances himself from 
suicidal intentions. After a psychiatric examination, 
the diagnosis was: „mental and behavioral disorders 
caused by marijuana use”.
A physical examination revealed no abnormalities, 
except being slightly overweight (BMI = 25). Vital 
signs were normal, skin was pale, anemia was mild, 
and there were no allergies. Marijuana was detec-
ted in the urine. The following medications were 
taken venlafaxine 225 mg/day, quetiapine 50 mg/day, 
atorvastatin 10 mg/day, and ibuprofen 600 mg four 
times daily. Adjunctive treatment included individual 
psychotherapy, occupational therapy, and consulta-
tions with a sexologist.
Initial wound inspection: The amputation wound 
was oval (2.3 cm × 2 cm) and showed no signs of 
infection, and the scrotal postoperative wound was  
8 cm long with visible surgical sutures, without 
signs of infection. The amputation wound had mi-
nimal exudate, and the wound edges were sunken, 
with visible surgical sutures securing the skin to 
the penile stump. The wounds were dressed in 
adhesive foam dressings, over which the patient 
wore normal underwear. Medical records from 
the previous hospitalization did not contain in-
formation about wound care or dressings. The 
patient was assessed for risk of wound infection 
(WAR scale), pain intensity (Numerical Rating 
Scale – NRS), nutritional status (Mini Nutritional 
Assessment – MNA), and willingness to participate 
in wound care. The patient did not complain of 
pain during dressing changes.
Wound care: The amputation wound was disin-
fected with a sterile gauze pad soaked in Oc-
tenisept disinfectant and left on the wound for  
1 minute. The wound was dressed with a 5 × 7 
cm non-adhesive Biatain foam dressing and secu-
red with mesh underwear. This dressing was used 
for the entire patient‘s stay (5 days). Due to the 
risk of skin trauma, plasters were not used. The 
dressing was changed daily. The scrotal wound 
was disinfected with Octenisept and secured with 
sterile gauze pads. To optimize wound healing, 
increased caloric, protein, and trace element intake 
was introduced. After 5 days of stay, the patient 
was discharged at his request. He received a re-
ferral to the wound care outpatient clinic, along 
with information about his previous wound care Fig. 1. Wound after self-amputation of the penis 
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and psychiatric outpatient clinic. It is unknown 
whether the patient complied with these recom-
mendations after discharge.

Bioethical standards
 The patient provided informed consent for pu-
blication. Institutional ethical review was not 
required in accordance with local case-control 
policy (Germany).

Discussion 
 A patient with a self-inflicted wound required mul-
tidisciplinary care. Initially, steps were taken to 
ensure the patient‘s safety and prevent further self- 
harm or suicide. The next challenge was to create 
optimal conditions for wound healing by preventing 
infection, providing appropriate wound care, and 
meeting the increased nutritional needs. Correc-
tly securing and maintaining the dressing in place 
posed a challenge. The patient was active, and the 
anatomical location of the wound made it difficult to 
fit and adhere the dressing properly. The use of pla-
sters was abandoned due to the risk of damaging the 
sensitive skin. The use of elastic mesh underwear, 
which conformed to the body‘s shape and stabilized 
the dressing, resolved this issue. The patient coope-
rated readily during dressing changes and adhered 
to wound care and hygiene recommendations. After 
the injury, the patient experienced psychosocial dif-
ficulties, manifesting as concerns about conforming 
to the cultural image of a man. This required the 
implementation of long-term individual therapy, 
sexological counseling, and rehabilitation, as well as 
tact and sensitivity in daily interactions. The patient 
refused some of the therapies offered to him (mirror 
therapy). He found relaxation therapy particularly 
helpful. Psychiatric treatment was also initiated 
with continued care in specialized outpatient cli-
nics, depending on the specific problem.
Penectomy-related complications reach 19.7%, with 
wound infections accounting for 3% and urinary tract 
infections (UTIs) 3% [13]. Wound infections, mal-
nutrition, and failure to meet the increased demand 
for energy, macronutrients, micronutrients, and vita-
mins can lead to an increased risk of wound infection 
and delayed healing [14, 15]. Nursing interventions 
implemented in this case effectively prevented the 
development of a wound infection and supported the 
healing process.
The patient was catheterized for a long time to di-
vert urine and reduce the risk of wound infection. 

Conversely, bladder catheterization carries a higher 
risk of urinary tract infections. It is estimated that 
20% of urinary tract obstructions are catheter-rela-
ted [16]. Compliance with recommendations and pa-
tient education regarding catheter-related self-harm 
did not lead to urinary tract infections. Patients who 
self-harm are at increased risk of suicide. Evidence 
demonstrating the effectiveness of structured risk 
assessment, safety planning, and therapeutic com-
munication underscores the crucial role of nursing 
in suicide prevention [17].
The loss of his penis through self-amputation im-
pacted his psychological well-being and necessitated 
a redefinition of his male identity in a hegemonic 
culture. He feared he would not live up to the so-
cially imposed male role and would not satisfy his 
sexual needs. The penis is culturally perceived as 
a symbol of masculinity, strength, and power [18]. 
However, research suggests that penis loss does not 
necessarily negatively impact relationships and, 
in some situations, can improve them, including 
the development of satisfying intimate relation-
ships [19]. The patient feared he might not meet cul-
tural expectations of masculinity, so he was recom-
mended reality therapy, during which the patient 
learns to recognize his needs and make appropriate 
decisions, leading to increased self-confidence, ga-
ining internal control, and taking responsibility for 
his own actions [20]. 
 A phantom erection is a consequence of the se-
vering or loss of sensory receptors in the penis 
following amputation. However, their counterparts 
remain in the cerebral cortex, where they are acti-
vated by sexual desire, leading to the sensation of 
an erection [21]. Using mirror therapy can create 
a visual illusion of penis movement or retraction, 
which can provide a sense of control or relief. By 
manipulating the visual experience, a person can 
potentially alter their perception and control this 
illusion [22]. The patient declined mirror therapy, 
citing „no clear purpose to the therapy.“ Alternati-
vely, he was offered relaxation activities to distract 
him from the phantom erections, which yielded 
positive results. 
In the nursing process, the NANDA classification was 
used, the interventions were developed ac cording to 
the Nursing Interventions Classification (NIC), and 
the results of care were rated according to the Nur-
sing Outcomes Classification (NOC) [23].
The patient was diagnosed with the following nur-
sing diagnoses (Table 1): 
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1.	 Suicide risk. The goal of the intervention was to 
ensure patient safety and prevent suicide attempts.

2.	 Increased risk of wound infection. Nursing interven-
tions were aimed at minimizing the risk of wound 
infection and optimizing the healing process.

3.	 Risk of bladder infection. The goal of nursing 
interventions was to prevent urinary tract 
infections.

4.	 Reduced self-esteem. The goal of nursing care 
was to improve mood.

Table 1. Selected nursing diagnosis in a patient with Klingsor syndrome

Nursing diagnosis Nursing interventions Nursing outcomes

1. Risk of suicide 
due to unstable 
mental status

1. The assessment of suicide risk using Nurses’ Global As-
sessment of Suicide Risk (NGASR) scale [7] 
2. Monitoring factors that may influence the suicide at-
tempt, changes in behavior, etc. using the Suicidal Patient 
Observation Chart (SPOC) [8] 
3. Ensuring safety by collecting dangerous objects from the 
patient (cables, shavers, shoelaces, medicines) 
4. Discreet observation of the patient, making a ward 
round at night, control of the oral cavity following drug 
administration 
5. Conclusion of a therapeutic contract with the patient, 
obliging him to inform about any suicidal intentions 
6. Constant readiness of the nurse to help the patient in 
crisis times (conversation, contact with another specialist, 
administration of tranquilizers) 
7. Using active listening techniques, avoiding asking qu-
estions starting with “why”, not judging the patient’s beha-
vior, which will allow him to speak openly about emotions

The patient scored 6 points on the NGARS 
scale, which corresponds to the risk of 
suicide.  During his stay in the ward, the 
patient did not verbalize suicidal thoughts 
or plans and did not attempt suicide. In ti-
mes of crisis, the undertaken actions tur-
ned out to be sufficient. During his stay, 
the patient was sad, quiet, and avoided 
contact with other patients. Initially, he 
refused to discuss the injury. During the 
morning care, the patient opened up more 
and verbalized his doubts and concerns 
about his ability to start a family

2. Increased 
risk of wound 
infection due to 
self-harm, wound 
location and 
malnutrition

1. Assess the risk of wound infection using the WAR  scale [9]  
2. Observe the wound for signs of local and systemic infec-
tion (fever)  
3. Use antiseptics in daily wound care as prescribed by the 
doctor. 
4. Apply a polyurethane foam dressing (5 × 5 cm), 
non-adhesive  
5. Properly secure the protective dressing using elastic 
mesh underwear  
6. Proper care of intimate areas  
7. Educating the patient on the symptoms of infection  
8. Change of underwear and bed linen  
9. Assessment of nutritional status using the MNA scale [10]  
10. Support the wound healing process by providing the 
necessary amounts of calories, protein, vitamins, and trace 
elements as prescribed by the physician (2 g for each kg of 
body weight, supplementation of 1 g vit. C, 200 mg zinc,  
7.5 mg vit. A, capsules with omega-3 and 6 acids twice 
a day, or at the request of the physician, administration of   
two bottles per day of  Nutridrink Skin Repair®) [11]  
11. Blood collection for laboratory tests 

Wounds in the intimate area are associa-
ted with an increased risk of infection due 
to their anatomical proximity to the anus. 
The patient received a WAR score of 3, 
indicating an increased risk of infection, 
which required the use of antiseptics. The 
patient received 23 points on the MNA 
scale, which indicates a risk of mal-
nutrition. The wound was covered with 
a non-adhesive pinacoat dressing. Adhesi-
ve dressings did not adhere to the wounds 
due to the greater moisture content of this 
area and the uneven anatomical contours. 
The dressing was immobilized with mesh 
underwear that conformed to the body’s 
contours. The patient did not complain of 
symptoms suggestive of infection. No lo-
cal symptoms suggestive of infection were 
observed. No fiver. Laboratory test results 
were as follows: erythrocytes 4.0 million 
blood cells/µl, albumin 3.5 g/d, transferrin 
205 mg/dl, total lymphocyte count  
1500 mm3, iron 69 µg/dl, CRP 6 mg/dl 

3. Risk of bladder 
infection due 
to long-term 
catheterizatio

1. Change the catheter according to the manufacturer’s 
recommendations and antiseptic principles [12]  
2. Assess the appearance of urine for infection (cloudiness, 
presence of pus, red color, odor)  
3. Monitor the patient’s temperature (twice a day)  
4. Ensure adequate fluid intake  
5. Follow urinary catheter care guidelines (do not disconnect 
the system, disinfect the connecting points of the system)  
6. Educate the patient on intimate hygiene (washing with 
warm soapy water) 

Educate the patient on intimate hygiene 
(washing with warm soapy water). 
The nursing interventions implemented 
proved effective in preventing urinary 
tract infections. No changes in the appe-
arance of urine or systemic symptoms 
indicative of infection were observed. 
Temperature 36,8˚C 
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Conclusions
Penile self-harm is a rare but serious condition that 
carries long-term consequences for the patient. It 
requires the implementation of evidence-based nur-
sing care and the involvement of multiple specialists, 
including surgeons, psychiatrists, and sexologists. 
The diversity of nursing problems poses a challen-
ge for nurses caring for patients with Klingsor syn-
drome. It is important to consider the patient not 
only through the lens of wound care but also in the 
context of the psychosocial consequences of genital 
self-harm. Holistic patient care allows for the best 
outcomes and improved quality of life.
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4. Decreased 
self-esteem caused 
by self-harm, 
aggravated by 
a phantom erec-
tion of the penis 

1. Establishing contact with the patient and identifying the 
causes of low self-esteem  
2. Rationally explaining the causes of their illness to the 
patient  
3. Acquainting the patient with options for further treat-
ment (presenting options for further therapy)  
4. Showing understanding and respect for the feelings 
evoked by the current health condition, without criticizing 
or moralizing the patient’s behavior  
5. Psychoeducation and indicating the possibility of further 
emotional support and sexological counseling. 
6. Teaching the patient simple relaxation techniques 

The feelings of low self-esteem, which 
were provoked by the phantom erections, 
were only partially alleviated. A rational 
explanation did not improve the patient’s 
well-being. The patient feared he would 
not meet cultural expectations of being 
a man. Long-term psychotherapy is 
necessary and mirror therapy should be 
considered 
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