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Uterine phantom pain syndrome

Abstract
Phantom uterus pain is an uncommon phenomenon observed in women following a hysterectomy, 
where painful sensations resembling menstrual cramps or uterine contractions persist despite the 
removal of the uterus. This report presents the case of a 34-year-old woman from Bogotá, Colombia, 
diagnosed with advanced endometrial adenocarcinoma who underwent a radical hysterectomy. The 
patient developed progressive pelvic pain associated with dyspareunia, suggestive of phantom uterus 
syndrome. Management included neuromodulators and pelvic nerve blockade. This case highlights the 
complexity of phantom uterus pain, where neuronal plasticity and neuroinflammatory responses may 
play crucial roles in the generation and persistence of post-surgical pain symptoms. It underscores the 
need for individualized therapeutic approaches and a deeper understanding of underlying mechanisms 
to enhance the quality of life of affected patients.
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Introduction

Phantom limb pain (PLP) is defined as pain or 
discomfort in a part of the body that has been ampu-
tated or removed. Although it is classified as neuro-
pathic pain, the pathophysiology is far more complex. 
It typically occurs in amputated limbs; however, this 
phenomenon has also been described for amputa-
tions involving the tongue, breast, teeth, testicles, 
penis, bladder, and anus. A literature search in major 
academic databases (PubMed, EMBASE, OVID, and 
Google Scholar) revealed only one publication from 

1971 referring to phantom uterus [1]. Regarding inter-
nal pelvic organs, a case report was found on phantom 
sensation following correction of uterine prolapse, 
which was managed with the use of a pessary [2]. 
Phantom bladder pain following cystectomy was 
also described, managed with lumbar sympathetic 
ganglion blockade [3]. Additionally, phantom rectum 
description was studied in a group of 22 patients with 
rectal amputation due to neoplastic disease, where 
15 patients reported phantom rectum sensation, 
including gas passage and defecatory urge, with four 
experiencing pain [4].
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Case report

This report presents the case of a 35-year-old wo-
man from Bogotá, Colombia, diagnosed with adeno-
carcinoma of the lower uterine segment, moderately 
differentiated, FIGO 2, nuclear grade 2, with focal 
squamous differentiation. The tumor infiltrated 90% 
of the uterine wall and invaded more than 50% of its 
thickness. Circumferential involvement of the isthmus 
and submucosal cervical infiltration were identified, 
with extension to the anterior and posterior uterine 
walls, reaching the middle third of the uterine body. 
Immunohistochemical studies showed positive reac-
tivity for cytokeratin (CK), paired box (PAX), estrogen 
receptors (ER), progesterone receptors (PR), P16, vi-
mentin, and high-weight CK in areas with squamous 
differentiation. Beta-catenin was found to be mutated 
with nuclear and cytoplasmic expression, and the 
Ki67 proliferation index was 50%. The tumor was 
negative for protein 53 (P53) and carcinoembryonic 
antigen (CEA). Molecular testing for microsatellite 
instability (MSI) revealed intact nuclear reactivity in 
postmeiotic segregation increased 2 (PMS2), MLH1, 
MSH2, and MSH6. The tumor measured 7 × 4 cm 
on the surface and exhibited lymphovascular space 
invasion (LVSI). However, the parametrial margins and 
vaginal cuff were free of tumors. The fallopian tubes 
and ovaries showed no tumor involvement, with nor-
mal findings of white bodies and follicular cysts. Her 
surgical history includes closure of a congenital atrial 
septal defect (ASD) at age 13, conization and laparo-
scopy for a right ovarian cyst in 2014, and an appen-
dectomy in 2017.

Her gynecological history includes menarche at 
age 13, regular menstrual cycles, initiation of sexual 
activity at age 18, no use of contraceptive medications, 
and nulliparous with no history of pregnancies. She 
underwent surgical management with a radical hyste-
rectomy, bilateral salpingo-oophorectomy, and pelvic 
and paraaortic lymphadenectomy via laparotomy in 
2022, followed by adjuvant radiotherapy IMRT. A total 
dose of 45 Gy was delivered in 23 fractions (1.8 Gy 
per session) to the pelvis (PTV45). Additionally, a boost 
was administered via high-dose-rate (HDR) intracavi-
tary brachytherapy after completing 36 Gy of external 
radiotherapy. During and after treatment, the patient 
experienced expected side effects, including nausea, 
emesis, and pelvic pain, along with cystitis, which was 
successfully managed with phenazopyridine.

The patient was referred to the palliative care servi-
ce in June 2024. During the evaluation, she reported 
experiencing cramp-like pain in the pelvic region for 
a year and a half. Initially weekly, the pain had become 

daily over the last 6 months, occurring 3 times a day, 
with crises lasting approximately 5 to 10 minutes. The 
pain was similar to menstrual pain experienced before 
the hysterectomy. In addition to this pain, the pa-
tient reported symptoms such as increased appetite 
and breast pain as if she were menstruating. She 
managed the pain with self-prescribed hyoscine and 
ibuprofen or plain hyoscine, achieving relief, with 
a maximum pain score of 6/10 on the numeric rating 
scale (NRS). After medication, the pain score decreased 
to 2/10 with analgesic effects lasting up to 12 hours.

Emotionally, the patient, who intended to have 
children, expressed adequate coping with the change 
in her life plans. She also reported relationship issues 
due to dyspareunia associated with the described 
symptoms. Physical examination revealed a median in-
fra umbilical abdominal scar with keloid, tenderness 
on palpation in the left iliac fossa, without signs of 
peritoneal irritation, and pain on vaginal examination. 
A pelvic computed tomography (CT) scan was perfor-
med, showing the surgical absence of the uterus and 
adnexa without any evidence of tumor recurrence or 
other causes explaining the symptoms. Considering 
the patient’s clinical history and the neuropathic and 
visceral characteristics of the pain, despite its rarity, 
the possibility of phantom uterine pain syndrome 
was considered. The patient was treated with the 
neuromodulator duloxetine, as she did not tolerate 
pregabalin due to drowsiness, and she underwent 
sympathetic blockade of the superior hypogastric 
plexus with favorable outcomes post-procedure, with 
an NRS of 0/10 one week after the blockade.

Discussion

Phantom limb pain (PLP) occurs after the am-
putation of a limb or organ, with limbs being more 
commonly affected than visceral organs. The expla-
nation of the etiology of phantom limb sensations 
and their pain is divided into peripheral mechanisms, 
including axonal damage, inflammatory changes, the 
presence of neuromas, and peripheral sensitization; 
and central mechanisms, including central sensitiza-
tion processes, the neuromatrix theory, and cortical 
reorganization [5].

Although visceral pain is diffuse and difficult to 
describe, some organs like the uterus have a specific 
sensory experience associated with menstruation, 
pregnancy, and childbirth, leading to a sense of the 
pelvic organ and its memory. Phantom uterus pain has  
been described as sensations of cramp-like pain  
following a hysterectomy, which is equal in duration, 
intensity, frequency, and characteristics to menstrual  
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cramps and labor pain associated with uterine con-
tractions. Dopart prefers to specify that this phe-
nomenon is more accurately described as phantom 
uterine contraction pain rather than the sensation 
of a phantom uterus, as it is a different experience 
from that of an amputated limb [1]. Phantom pain 
in external organs might be related to a kinesthetic 
experience related to the structure, whereas in internal 
visceral organs, it is related to function. Thus, phantom 
pains in the bladder, rectum, and uterus have been 
associated with dysuria and tenesmus; defecation, 
flatulence, and secretion; and colic and contractions, 
respectively [1].

The uterus is innervated by the uterovaginal nerve 
plexus, which originates from the inferior hypoga-
stric plexus, derived from the superior hypogastric 
plexus. This plexus contains sympathetic and parasym-
pathetic efferents, and visceral afferents [6]. Visceral 
pain includes autonomic sensations, so sympathetic 
activation in visceral pain, with increased adrenergic 
activity, contributes to its chronicity. Therefore, in 
relation to PLP, the autonomic nervous system plays 
a key role in symptoms of dysautonomia and pheno-
mena of hyperalgesia and allodynia. This is explained 
by increased peripheral nerve response to catecho-
lamines, greater expression of alpha-1 adrenergic 
receptors, and sympathetic bursts in the dorsal root 
ganglion [7]. All of this explains the clinical usefulness 
of superior hypogastric plexus blockade as performed 
in the presented case.

It is essential to establish a differential diagnosis 
between radiotherapy side effects and pain associated 
with phantom uterus syndrome. In this case, symp-
toms such as nausea, emesis, and pelvic pain were 
consistent with expected radiotherapy side effects. Cy-
stitis was confirmed and effectively treated, indicating 
a radiotherapy-related origin. Persistent pelvic pain 
was evaluated through pelvic CT imaging, which ruled 
out tumor recurrence or other structural causes.

The treatment of PLP is based on pharmacolo-
gical strategies, with neuromodulators being the 
cornerstone as this is considered neuropathic pain. 
Gabapentinoids, tricyclic antidepressants, dual se-
rotonin-norepinephrine reuptake inhibitors, opio-
ids, and ketamine have been described for use. 
Non-pharmacological strategies include non-invasive 
techniques [virtual reality, graded motor imagery, 
transcutaneous electrical nerve stimulation (TENS), 
transcranial magnetic stimulation, and direct current 
stimulation], psychological approaches (cognitive- 
-behavioral therapy and hypnosis), and interventional 
pain management (electrostimulation in the dorsal 

root ganglion and peripheral nerves, diagnostic and 
neurolytic sympathetic blockades, and peripheral 
nerve blockades) [5].

In conclusion, phantom uterus pain is a rare-
ly described entity in the literature. Understanding 
PLP in visceral organs involves comprehending the 
autonomic nervous system and its role in chronic 
neuropathic pain. Identifying it requires investigating 
visceral symptoms that allow for a sensory awareness 
of an internal organ, which is reported when visceral 
phantom pain occurs. Specific treatment has been 
little explored but follows general PLP strategies, 
including pharmacological approaches focused on 
neuromodulators, and non-pharmacological methods 
involving non-invasive and invasive techniques, with 
particular emphasis on sympathetic and peripheral 
nerve blockades. Non-pharmacological techniques 
from physiotherapy that involve pelvic floor rehabili-
tation are also important, alongside evaluating and 
treating psychological and emotional factors that may 
contribute to pain chronicity.

Conclusions

Phantom uterine pain is an underrecognized entity 
that reflects the complexity of neuropathic pain in 
visceral organs, where the interaction between the 
central and autonomic nervous systems plays a crucial 
role. Understanding this phenomenon is essential for 
developing comprehensive therapeutic strategies that 
address both the physical and emotional aspects of 
pain. It is imperative to encourage research that explo-
res the underlying mechanisms and the most effective 
interventions, allowing for personalized treatments 
and improving the quality of life for patients affected 
by this syndrome.
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