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The Patient Requesting Amputation
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ABSTRACT
Although infrequent, there are patients who present themselves to surgeons and ask that a limb be amputated. Generally,
such patients fall into one of three categories. The first is those suffering from “Body Integrity Identity Disorder”
(BIID), a condition in which individuals feel that one of their limbs is foreign to the rest of their body, and must be removed. The second category is Apotemnophilia, a fetishized desire to become an amputee to enhance sexual gratification. Such drive for sexual gratification may lead to requests for amputation. Finally, the third category is delusional
beliefs secondary to severe mental illness that may compel an individual to seek amputation, or even attempt
self-amputation. We present a fourth type of patient: the Global War on Terrorism veteran with a severely injured arm
demanding amputation to fit in with others who use prosthetic devices. In this instance, the cause of injury was a motor
vehicle collision. We speculate that our case is not the only one and that a fourth category of patient demanding amputation is emerging. Further study is needed.
Keywords: Amputation; Decision Making Capacity; Body Integrity Identity Disorder; Apotemnophilia;
Somatoparaphrenia

1. Introduction
A premium is placed on patient autonomy in modern
medicine, with providers encouraged to find a balance
between patient choice and physician power [1]. Typically, the procedure is explained to the individual and
together the patient and provider decide on a treatment
course. In some instances, the patient and provider may
have vastly different ideas of what the treatment should
entail. For example, some patients may refuse lifesaving
treatment. In other instances, a patient may insist on a
treatment that the provider is reluctant to perform. When
great differences between the patient’s choice and physician recommendation emerge, such conflict can trigger
specialist consultation by a psychologist (or psychiatrist)
asking for an evaluation of the patient’s decision making
capacity [2]. It was through a request for medical decision making capacity that we became involved in this
case.
A 28-year-old male was the unrestrained passenger of
a single vehicle rollover collision in a rural area of the
western United States. He was partially ejected from the
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vehicle and his non-dominant arm became trapped between its roof and the ground. Hydraulic extrication was
required and the patient was flown to our facility, a Level
I trauma center. Other than relatively minor lacerations
and contusions to the rest of his body, the patient’s injuries were generally confined to his non-dominant arm: a
degloving injury to the hand and distal arm; multiple
complex fractures involving the humerus, radius and ulna;
and significant soft tissue injury with irreparable nerve
damage. Despite these significant injuries, the orthopedic
service was confident that this extremity could be salvaged, with some intact sensation in the fingers and the
ability to open and close his hand. The patient was told,
however, to expect significant disability with this arm,
including frozen joints. The inability for the patient to
have an articulating arm was reportedly unacceptable to
him. The patient demanded that the limb be amputated
and refused surgery or any other intervention that was
not directly tied to removal of this arm. A psychologist
was called to assess his decision making capacity.
Patients demanding amputation are not unheard of in
the literature and generally three major areas are described. Michael First coined the term “Body Integrity
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Identity Disorder” (BIID) in 2004 to describe individuals
who experience a dissonance between their actual body
state and their perceived body schema [3]. This is a paradoxical perception that in order to feel complete, the individual desires to have a body part removed, usually
part of a limb [4,5]. It is a tension arising from having a
body part that is perceived as foreign that drives a fixation to have the offending limb removed [6,7]. For some
individuals, this fixation becomes quite extreme, including presenting themselves to surgeons requesting an amputation [8]. A parallel literature in bioethics is growing
regarding whether surgeons should honor this request
[9-12], with the concern that the patient may self-amputate if turned away. Indeed there are reports of surgeons
amputating healthy limbs at the request of their patients
[13].
Interestingly, there is a growing literature suggesting
that BIID is closely related to the neurological condition
somatoparaphrenia, occasionally occurring after right
parietal lobe insult [14]. In such cases, individuals develop an aversion to their own limb. This has led some
researchers to suggest that BIID may arise from right
parietal lobe dysfunction [15], while others suppose
fronto-parietal involvement [16]. McGeoch and his colleagues argue cogently that BIID patients may be better
characterized as having a right parietal lobe syndrome
and have introduced the term “Xenomelia” to best describe this condition [17]. McGeoch et al. also believe
that Xenomelia can account for Apotemnophilia, a second major reason that some patients may demand amputation [17].
Apotemnophilia is a condition whose name was coined
in 1977 by Money et al. to describe the fetishism of becoming an amputee [18]. These individuals present as
having an erotic association with losing a limb and
whose drive for sexual gratification in this area is sufficient to seek amputation, perhaps by intentionally injuring themselves in hope it will result in surgical removal
of a leg or arm [19]. Often, these individuals also report a
strong sexual attraction to amputees [20]. There are,
however, relatively fewer published case reports regarding a purely erotic motivation in seeking amputation,
consistent with First’s findings that only 15% of his
sample of 52 subjects desiring amputation identified
feeling sexually excited or aroused as their reason for
wanting to lose a limb.
Finally, severe, untreated mental illness may account
for a patient demanding amputation. In some cases, need
for amputation is so profound, some individuals may act
on the impulse and self-amputate. There is a rich literature of psychotic individuals who have cut off limbs,
genitals and performed self-enucleation. Large et al.
suggest that this concerning behavior may be associated
with the first psychotic break associated with schizoCopyright © 2013 SciRes.

phrenia [21]. There tend to be more reports of psychotic
behavior resulting in autocastration/self-amputation of
the penis [22-31] and in self-amputation of upper extremities [27,32-37] than of the lower extremities [5] or
other body parts, such as the left breast [38], both breasts
[39], and ears [40,41]. If self-enuculetion [42-44] is also
considered, the frequency of this phenomenon is reported
more frequently than hands, ears, or breasts. We had previously treated an individual who had a delusion of being
able to rid the world of war if his hand was amputated.
After his request of a surgeon to perform this procedure
was rebuffed, he attempted to grind his hand off in a
garbage disposal.
It was with this framework that we conducted an
evaluation of the 28-year-old male with a severe arm
injury. He reported being an active duty member of the
United States Marine Corps. He stated that his job in the
Marines was to be a “door kicker,” and had recently been
promoted to E-6 (Staff Sergeant). He reported a tremendous amount of pride being a leader in his unit. He
enlisted at age 18 and planned “to make a career in the
military.” He denied a previous history of mental illness,
stating he had never been under the care of a mental
health professional. He reported serving three deployed
tours of duty in the Global War on Terrorism. The patient
denied severe symptoms of PTSD, but did endorse some
intermittent irritability and insomnia while being deployed. While not meeting full criteria for Alcohol Use
Disorder, he did endorse some symptoms of problem
drinking. He was under the influence of alcohol at the
time of his injury.
When asked about his decision to simply choose amputation and forego other treatments, the patient stated
that his military career was over. He said that he did not
want to face his “brothers-in-arms” with an injury that he
was largely responsible for. He reported that he did not
want to have to tell people how his debilitating injury
was not “earned in combat,” but was because he was not
wearing a seat belt. The patient said he was well aware of
the developments in prosthetic devices and would be
proud to be like other veterans with missing limbs.
We cautioned the patient about making life changing
decisions during an acute surgical emergency and urged
him to learn more about the process and consequences of
having a prosthetic arm, including phantom pain and
rehabilitation requirements. We ultimately deemed him
as having intact decision making capacity regarding the
care of his injured arm, but also reminded the primary
team that they were not obligated to perform a procedure
simply because the patient desired it. He was ultimately
transferred into the VA medical system and was lost to
follow up.
It is likely that this is not the only case of a member of
the military making such a request after a career ending
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injury. It may be that a fourth category of patients demanding amputation is developing with injuries sustained on the battlefield. Further investigation is necessary.

REFERENCES

195

port, Vol. 19, No. 13, 2008, pp. 1305-1306.
[15] M. J. Giummarra, J. L. Bradshaw, M. E. R. Nicholls, L.
M. Hilti and P. Brugger, “Body Integrity Identity Disorder: Deranged Body Processing, Right Fronto-Parietal
Dysfunction, and Phenomenological Experience of Body
Incongruity,” Neuropsychology Review, Vol. 21, No. 4,
2011, pp. 320-333.

[1]

T. E. Quill and H. Brody, “Physician Recommendations
and Patient Autonomy: Finding a Balance between Physician Power and Patient Choice,” Annals of Internal
Medicine, Vol. 125, No. 9, 1996, pp. 763-769.

[16] O. Blanke, F. D. Morgenthaler, P. Brugger and L. S.
Overney, “Preliminary Evidence for a Fronto-Parietal
Dysfunction in Able-Bodied Participants with a Desire
for Limb Amputation,” Journal of Neuropsychology, Vol.
3, No. 2, 2009, pp. 181-200.

[2]

L. Seyfried, K. A. Ryan and S. Y. Kim, “Assessment of
Decision-Making Capacity: Views and Experiences of
Consultation Psychiatrists,” Psychosomatics, Vol. 52, No.
2, 2012, pp. 115-123.

[17] A. Sedda, “Body Integrity Identity Disorder: From a Psychological to a Neurological Syndrome,” Neuropsychology Review, Vol. 21, No. 4, 2011, pp. 334-336.

[3]

M. B. First, “Desire for Amputation of A Limb: Paraphilia, Psychosis, or A New Type of Identity Disorder,”
Psychological Medicine, Vol. 35, No. 6, 2004, pp. 919928.

[4]

G. M. Furth, R. Smith and E. Kübler-Ross, “Amputee
Identity Disorder: Information, Questions, Answers, and
Recommendations about Self-Demand Amputation,” 1st
Book, 2002.

[5]

[6]

[7]

[8]

[9]

B. D. Berger, J. A. Lehrmann, G. Larson, L. Alverno and
C. I. Tsao, “Nonpsychotic, Nonparaphilic Self-Amputation and the Internet,” Comprehensive Psychiatry, Vol. 46,
No. 5, 2005, pp. 380-383.
K. Fisher and R. Smith, “More Work Is Needed to Explain Why Patients Ask for Amputation of Healthy Limbs,”
BMJ, Vol. 320, No. 7242, 2000, p. 1147.
R. M. Blom, R. C. Hennekam and D. Denys, “Body Integrity Identity Disorder,” PloS One, Vol. 7, No. 4, 2012,
Article ID: e34702.
J. A. Parsons, W. A. Brown and A. D. Sirota, “Inappropriate Amputation Requests,” Psychosomatics, Vol. 22,
No. 9, 1981, pp. 822-823.
C. Ryan, “Out on a Limb: The Ethical Management of
Body Integrity Identity Disorder,” Neuroethics, Vol. 2,
No. 1, 2009, pp. 21-33.

[10] A. L. Bryant, “Consent, Autonomy, and the Benefits of
Healthy Limb Amputation: Examining the Legality of
Surgically Managing Body Integrity Identity Disorder in
New Zealand,” Journal of Bioethical Inquiry, Vol. 8, No.
3, 2011, pp. 281-288.
[11] S. Müller, “Body Integrity Identity Disorder (BIID)—Is
the Amputation of Healthy Limbs Ethically Justified?”
The American Journal of Bioethics, Vol. 9, No. 1, 2009,
pp. 36-43.
[12] T. Bayne and N. Levy, “Amputees by Choice: Body Integrity Identity Disorder and the Ethics of Amputation,”
Journal of Applied Philosophy, Vol. 22, No. 1, 2005, pp.
75-86.
[13] S. Ramsay, “Controversy over UK Surgeon Who Amputated Healthy Limbs,” The Lancet, Vol. 355, No. 9202,
2000, p. 476.
[14] D. Brang, P. D. McGeoch and V. S. Ramachandran,
“Apotemnophilia: A Neurological Disorder,” NeuroreCopyright © 2013 SciRes.

[18] J. Money, R. Jobaris and G. Furth, “Apotemnophilia:
Two Cases of Self-Demand Amputation as a Paraphilia,”
The Journal of Sex Research, Vol. 13, No. 2, 1977, pp.
115-125.
[19] J. M. Bensler and D. S. Paauw, “Apotemnophilia Masquerading as Medical Morbidity,” Southern Medical
Journal, Vol. 96, No. 7, 2003, pp. 674-676.
[20] W. Everaerd, “A Case of Apotemnophilia: A Handicap as
Sexual Preference,” American Journal of Psychotherapy,
Vol. 37, No. 2, 1983, pp. 285-293.
[21] M. Large, N. Babidge, D. Andrews, P. Storey and O.
Nielssen, “Major Self-Mutilation in the First Episode of
Psychosis,” Schizophrenia Bulletin, Vol. 35, No. 5, 2009,
pp. 1012-1021.
[22] K. W. N. Blacker, “Four Cases of Autocastration,” Archives of General Psychiatry, Vol. 8, No. 2, 1963, pp. 169169.
[23] W. C. Myers and M. Nguyen, “Autocastration as a Presenting Sign of Incipient Schizophrenia,” Psychiatric Services, Vol. 52, No. 5, 2001, pp. 685-686.
[24] A. Kushner, “Two Cases of Auto-Castration Due to Religious Delusions,” British Journal of Medical Psychology,
Vol. 40, No. 3, 2011, pp. 293-298.
[25] C. D. Mellon, C. Barlow, J. Cook and L. D. Clark, “Autocastration and Autopenectomy in a Patient with Transsexualism and Schizophrenia,” The Journal of Sex Research, Vol. 26, No. 1, 1989, pp. 125-130.
[26] C. B. M. D. Franke and J. A. M. D. Rush, “Autocastration
and Autoamputation of the Penis in a Patient with Delusions of Sexual Guilt,” Jefferson Journal of Psychiatry,
Vol. 21, No. 1, 2007, p. 2.
[27] D. Hall, B. Lawson and L. Wilson, “Command Hallucinations and Self-Amputation of the Penis and Hand during a First Psychotic Break,” The Journal of Clinical Psychiatry, Vol. 42, No. 8, 1981, pp. 322-324.
[28] I. Schweitzer, “Genital Self-Amputation and the Klingsor
Syndrome,” Australasian Psychiatry, Vol. 24, No. 4,
1990, pp. 566-569.
[29] M. Tomita, Y. Uchijima, K. Okada and N. Yamaguchi,
“A Report of Self-Amputation of the Penis with Subsequent Complication of Myiasis,” Hinyokika Kiyo, Vol. 30,
No. 9, 1984, pp. 1293-1296.
[30] B. Volkmer and S. Maier, “Case Reports-Successful PeOJMP

T. M. DUNN, R. M. MOROZE

196

nile Replantation Following Autoamputation: Twice!”
International Journal of Impotence Research, Vol. 14, No.
3, 2002, pp. 197-198.
[31] S. Gyan, S. Sushma, S. Maneesh, S. Rajesh and M. Misra,
“Successful Microsurgical Penile Replantation Following
Self Amputation in a Schizophrenic Patient,” Journal of
the Urological Society of India, Vol. 26, No. 3, 2010, pp.
434-437.

No. 2, 1995, pp. 173-179.
[38] P. M. Coons, H. Ascher-Svanum and K. Bellis, “SelfAmputation of the Female Breast,” Psychosomatics:
Journal of Consultation Liaison Psychiatry, Vol. 27, No.
9, 1986, pp. 667-668.
[39] P. M. Coons, “Self-Amputation of the Breasts by a Male
with Schizotypal Personality Disorder,” Hospital and Community Psychiatry, Vol. 43, No. 2, 1992, pp. 175-176.

[32] E. Sorene, C. Heras-Palou and F. Burke, “Self-Amputation of a Healthy Hand: A Case of Body Integrity Identity
Disorder,” Journal of Hand Surgery (British and European Volume), Vol. 31, No. 6, 2006, pp. 593-595.

[40] C. J. Alroe and V. Gunda, “Self-Amputation of the Ear:
Three Men Amputate Four Ears within Five Months,”
Australasian Psychiatry, Vol. 29, No. 3, 1995, pp. 508512.

[33] S. C. Schlozman, “Upper-Extremity Self-Amputation and
Replantation: 2 Case Reports and a Review of the Literature,” The Journal of Clinical Psychiatry, Vol. 59, No. 12,
1998, pp. 681-686.

[41] R. Weinstock and R. Copelan, “Self-Amputation of the
Ear: A Case Study,” Canadian Journal of Psychiatry Revue Canadienne de Psychiatrie, Vol. 33, No. 3, 1988, p.
242.

[34] G. W. DeMuth, J. J. Strain and A. Lombardo-Maher,
“Self-Amputation and Restitution,” General Hospital
Psychiatry, Vol. 5, No. 1, 1983, pp. 25-29.

[42] K. Koh and B. K. L. Yeo, “Self-Enucleation in a Young
Schizophrenic Patient—A Case Report,” Singapore Medical Journal, Vol. 43, No. 3, 2002, pp. 159-160.

[35] R. Tavcar, M. Dernovsek and V. Zvan, “Self-Amputation
of Left Hand: A Case Report,” The Journal of Clinical
Psychiatry, Vol. 60, No. 11, 1999, pp. 793-794.

[43] M. Large, D. Andrews, N. Babidge, F. Hume and O.
Nielssen, “Self-Inflicted Eye Injuries in First-Episode and
Previously Treated Psychosis,” Australian and New Zealand Journal of Psychiatry, Vol. 42, No. 3, 2008, pp. 183191.

[36] T. Kobayashi, T. Osawa and S. Kato, “Upper-Extremity
Self-Amputation in a Case with Schizophrenia,” European Psychiatry: The Journal of the Association of European Psychiatrists, Vol. 17, No. 3, 2002, pp. 172-173.
[37] P. Betz and W. Eisenmenger, “Unusual Suicides with
Electric Saws,” Forensic Science International, Vol. 75,

Copyright © 2013 SciRes.

[44] A. V. Kumar and C. E. Geist, “A Case Report of Bilateral
Autoenucleation and Its Prevention,” Orbit, Vol. 26, No.
4, 2007, pp. 309-313.

OJMP

