NP = Neuroma Pain
PLP = Phantom Limb Pain
RLP = Residual Limb Pain
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Patient must be appropriate
candidate for surgical
intervention (consent and
overall health status)

If other pathologies
are present (bony
prominences,
insufficient soft
tissue coverage,
etc.) they should be
targeted in the same
revision surgery

Regenerative Peripheral Nerve
Implantation

A major nerve is transected, and the end
of this nerve is then sutured into a non-
vascularized autologous muscle graft
taken from the amputated limb. The graft
is wrapped around the nerve end and
closed with sutures.

Targeted Sensory Reinnervation
In contrast to TMR, with TSR the nerve
transfer is not to a muscle branch but
directly to a defined sensitive skin
branch. An area of skin is specifically
reinnervated through end-to-end
coaptation of a sensitive donor nerve.

Targeted Muscle Reinnervation
A major mixed or sensory nerve is transected,
and the proximal end of the mixed or sensory
nerve is then transferred and coapted to the
distal nerve end of a transected motor nerve by
end-to-end neurorrhaphy. This provides the
nerve with a guide structure via which it grows
into the muscle and reinnervates it.

After Surgery

Follow up from a specialized
multiprofessional team should be

established (first year at least after
3, 6 and 12 months, then annually
or if problems or pain occur)

If available: Myoprosthetic
fitting using (reconstructed
authentic) motor control signals
generated from the residual
limb (after TMR & RPNI)

Feedback System

If available: Fitting of
(commercially available)

feedback systems at the skin
area of the reinnervated skin

Prosthetic
fitting

-> Pain-reducing effect
-> Restoration of integrity

-> Support of the “embodiment”

-> Reduction of sensorimotor
incongruence through tactile and
visual stimuli

In general: Earliest and most
functional prosthetic fitting

-> Improved function,
safety & mobility

-> Increased sense of
agency and ownership

Reduction or Prevention of Phantom
Limb Pain and Neuroma Pain




