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Abstract

Deliberate self-harm is an extreme reaction to psychological stress. It remains the strongest known risk factor for imminent suicide. There is a dearth of information on the extent of risk, especially in this environment. Psychiatric treatment should commence as soon as the patient is clinically stable. This is to report a case of deliberate self-harm with multiple lacerations in a depressed 23-year-old male with a history of cannabis abuse. The case is a 23-year-old male student with a history of cannabis abuse and depression following psychological stressors who sustained multiple self-inflicted deep lacerations to his neck and phallus. He had multidisciplinary management by the surgical and psychiatric teams. Reducing the risk of suicide by psychotherapy and treatment of underlying psychiatric conditions should be the mainstay of management in cases of deliberate self-harm beyond treatment of injuries sustained, irrespective of their severity.
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Introduction

Deliberate self-harm refers to intentional damage to one's own body, seemingly without a desire to die, however, death may accidentally occur.[1] It commonly occurs as self-mutilation.[1] Individuals may self-harm to show that they are distressed. Other forms of self-harm include self-poisoning, drug overdoses, jumps from heights and vehicular crashes. Some self-mutilators are suicidal at the time and only escape death by chance when discovered early. Others claim not to have any suicidal ideation.[2]

We report a case of deliberate self-harm with multiple lacerations in a young man with psychological stressors.
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Case Report

B. E., a 23-year-old male undergraduate, was referred from a peripheral centre with self-inflicted injuries to his neck, left forearm, abdomen, penis and scrotum 8 h before presentation in May, 2014. He was found in his room in a pool of his own blood after having cut himself severally with a piece of broken louvre blade. There was a history of severe bleeding and severe pain at the sites of the injuries with associated dizziness and restlessness, but no history of fainting spells, dyspnoea and evisceration of abdominal viscera or amputation of body parts. He had a history of cannabis abuse with occasional outbursts of violent rage with the destruction of household articles. There was no history of hallucination, delusions, previous suicide attempts or a family history of psychiatric illnesses. He had been withdrawn from schooling abroad 2 years before presentation due to episodes of irrational behavior. He had studied accounting for 3 years. Potential stressors identified included separation from his siblings, failed relationship with his girlfriend and the loss of 3 years of studies necessitating commencement of his tertiary education afresh. His past medical and surgical histories were not contributory. He is the second of five children in a monogamous setting (three males and two females). The review of his other systems was essentially normal.

On examination at presentation, he was conscious and alert, pale, anicteric, afebrile, not cyanosed, in painful distress but not in respiratory distress. He had a deep laceration of the upper neck measuring about 6 cm × 10 cm with ragged edges. There was no active bleeding. His trachea and left carotid sheath were partially exposed. His respiratory rate was 20 cycles/min, and trachea was central, he had equal chest expansion, resonant percussion notes and vesicular breath sounds. His pulse rate was 120 beats/min, moderate volume and regular, blood pressure was 120/80 mmHg, apex beat was at the 5th left intercostal space and only the first and second heart sounds were heard. His abdomen was flat, moved with respiration with multiple superficial lacerations, mild generalised tenderness, no palpable organomegaly nor ascites and bowel sounds were normoactive. There was also a deep laceration of the dorsal aspect of the left forearm measuring 4 cm in length, and a 6 cm scrotal laceration with partial exposure of the left testis, involving the base of his penis. The mental state examination revealed depressed mood, poor judgement and lack of insight. A diagnosis of multiple self-inflicted lacerations in a patient with severe depression was made, and he was co-managed with the neuropsychiatry unit. An otorhinolaryngology review was not contributory.

Following his self-harm, he was rushed to a peripheral centre where attempts were made to secure haemostasis and intravenous normal saline given before referral to the University of Port Harcourt Teaching Hospital (UPTH). He was commenced on intravenous fluids and a urethral catheter was passed on arrival at UPTH. An urgent packed cell volume was 23% and 2 units of blood were grouped, cross-matched and transfused. His urinalysis and electrolytes, urea and creatinine were normal, and his retroviral status was negative. He received intravenous antibiotics, analgesics and psychotropic medications. The scrotal and penile lacerations were sutured primarily; however, the neck injury was debrided, dressed daily with normal saline and sofra-Tulle gauze. Psychotherapy was also commenced when stability was achieved. A bilobed flap cover was planned for the laceration to the neck, however, with adequate wound granulation during a period of industrial action in the hospital, skin cover with split skin grafting was done. He continued his treatment with the neuropsychiatry unit but was lost to follow-up.
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Discussion

Deliberate self-harm (DSH) also called parasuicide commonly occurs as self-mutilation. The most common site mutilated is the wrist,[1] with the most severe forms extending to ocular enucleation or even self-castration (Eshmun complex).[3] Mutilators differentiate their actions from suicide attempts.[1,2] Self-mutilation dates back to antiquity though the reasons have often varied.[4] The Holy Bible describes how the priests of Baal slashed themselves with knives in a bid to make rain.[4]

[image: Figure 1]Lacerated neck of index patient
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Suicide is the act of taking one's own life.[5] In contrast, a suicide attempt involves a grievous self-inflicted injury with a fatal intention, which is prevented by the intervention of some other person, or failure of the chosen suicide 'tool'.[5] Death is the usual result without accidental discovery.[5] The forms of suicidal behaviour include; suicide gesture and suicide gamble.[5] Suicide gesture refers to unusual nonfatal behaviour used to draw attention to oneself, while suicide gamble is calculated self-inflicted injury knowing that other persons would discover and save them in time.[5] Suicide and similar behaviours are used as indices of mental ill health in a community as they are mostly carried out by individuals with mental illnesses.[5]

A study of 100 cases of DSH in Kampala, Uganda reported a male preponderance of 63% with a male-to-female ratio of 1.7:1.[6] Globally, about 700,000 people attempt suicide annually. Within a year after the first attempt, about 1%–2% of them would have committed suicide, while another 1% would commit suicide in each of the following years.[5,7] Similarly, another study reported a 0.7% (66 times the annual risk of suicide in the general population) risk of suicide in the first year of follow-up following DSH, 1.7% risk after 5 years, 2.4% at 10 years and 3.0% at 15 years. The risk was far higher in men than in women.[8] Suicide risk increased further with multiple repeat episodes of DSH.[9] Researchers in Ife, Western Nigeria also reported a male preponderance among suicide cases with a male-to-female ratio of 3.6:1, and an overall suicide rate of 0.4/100,000 population. Most of the victims were between 20 and 30 years of age.[10] Globally, men commit suicide more commonly than women. However, women attempt suicide far more frequently than men.[5] Self-mutilation has been found most commonly among prisoners, institutionalised antisocial adolescents and autistic, schizophrenic or mentally retarded children.[1,3,5]

Menninger in 1935 opined that DSH could be a 'compromise formation to avert suicide'.[1] It may also be used to attain some secondary gain for example to evade military service in time of war, or for emotional blackmail. Self-mutilation has been reported to yield direct sadistic and masochistic gratification, and inflicts an injury that makes up for the inordinate gratification it provides. It also symbolises suicide or castration so as to prevent the real act. It may be inflicted by a variety of means such as immolation, jumps from heights, vehicular crashing, hunger strikes and self-mutilation, as in the index patient. Self-inflicted lacerations are the most common mode of presentation in most parts of the world,[1,8] but studies in Australia and the UK reported drug overdose as the most common presentation.[1,2,11] The 'tools' reportedly used include razor blades, knives, fingernail fragments, bones from food and hair strands. Our patient used a broken louvre blade.

Mental illnesses are the strongest predictors of suicide and other self-harmful behaviours, which occurs 20.4 times more frequently among people with major depression, as in our patient, than in the general population.[5] The conditions commonly seen in self-mutilators include personality disorders; psychotic disorders; delirium; major affective disorders; depersonalisation disorder; gender identity disorders; and various medical conditions. The most common diagnosis among this cohort of patients is borderline personality disorder.[1,8,12] The index patient was severely depressed. A study in Enugu, Nigeria reported an 18.6% prevalence of depressive symptoms among students who abused various substances.[13] Our patient has a history of cannabis abuse, coupled with the stress from broken relationships and lost years of schooling. Depression is a mental illness characterised by sadness, loss of interest, anxiety, fear, anger feelings of guilt or low self-worth, sleep disturbances, disturbed appetite, undue tiredness, confusion and poor concentration.[14,15] It occurs worldwide, with a prevalence ranging as high as 25% in certain populations.[16] It is often recurrent and commonly ends in suicide.[14] Depression inflicts an enormous burden on individuals, significantly impairing their ability to function and cope with daily life. Studies show that most adults who suffer from recurrent episodes of depression had at least one depressive episode as teenagers.[17] This suggests that intervention during adolescence is vital in reducing the resultant morbidity and mortality and averting the adverse continuing psychosocial and health problems associated with this condition in adults, such as DSH.[15] DSH may be the first and only indicator of mental illness.[3] Certain organic conditions such as chromosomal aberrations, genetic mutation, metabolic derangement or drug-induced changes may also underlie this behaviour.[1] However, the behaviour itself may be perpetuated by other stressful variables. Severe mutilation such as self-castration or eye removal is seen in psychotic and schizophrenic patients and is commonly linked to delusions or hallucinations.[1]

A multidisciplinary approach is needed when self-harm occurs and may involve surgical care as the case of multiple lacerations in the index patient. Preemptive intervention can foil the attempt in at-risk individuals. Injuries around the neck, including cut-throat injuries, are potentially disastrous because of the numerous vital structures in the neck, which when affected may result in severe haemorrhage, air embolism or respiratory obstruction and death. Therefore, early and adequate intervention is necessary to save the patient.[5] The injuries could appear life-threatening and may actually be, thus presenting as emergencies. The injury severity is dependent on the pattern, site and depth, with the extent of associated injury to contiguous structures.

Clinical assessment of these patients starts with the ABCs of resuscitation that is, ensuring a patent airway, checking the patient's breathing and circulation as was done for our patient. Immediate resuscitation is instituted. The airway if at risk is secured and breathing ensured by the anaesthesiologist. In cut-throat injuries, a seemingly stable airway may rapidly become obstructed due to oedema. Airway maintenance by endotracheal intubation alone or with the aid of a fibre-optic laryngoscope may be required following a cut-throat injury with severe airway compromise. This obviates the need for tracheostomy.[5] A smooth anaesthesia is essential, as coughing and straining may cause venous congestion and worsening of bleeding.[18] The surgeon explores and repairs the injuries as soon as possible to restore structure and functions. Late presentation warrants debridement of nonviable tissues before surgical repair. However, this may result in substantial tissue loss making simple wound closure difficult. A local, regional or distant flap may be needed, especially for deep or complex injuries as in the neck injury in the index patient, or after excision of a persistent fistula in the neck.[5] Surgical exploration and repair is only a temporary measure and does not address the root cause of self-harm.[12] Baseline investigations to guide the patient's treatment include an urgent packed cell volume, urea and electrolyte levels. Angiography, endoscopy (including bronchoscopy and urethroscopy where applicable), CT scan and MRI illuminate the degree of injury. Whole-blood transfusion may be required depending on the extent of blood loss. Nutritional support is essential to improve the patient's well-being and enhance wound healing.

Mental health observation and care continue during and after surgical treatment. This is a necessary key to the long-term survival of these patients with such injuries sequel to deliberate self-harm. The causal mental disorders should be sought from proper clinical and mental state evaluation of individuals and subsequently treated.[1,5] In assessing these individuals, a good rapport must be built, and the psychiatric history taken in a direct manner, without ambiguity, and in a chronological order of events leading up to, during and after the act.[1,3,5] Risk assessment of the extent of danger to self and to others is crucial. Other important points in a psychiatric history are the onset of suicidal ideation, motives and extent of planning versus impulsivity in the patient, events that led to the act, patient's current problems, personality traits and disorder, psychiatric history, previous self-harm, coping resources and supports and the patient's willingness to accept suitable help.[5,11] The patient should be medically stable before being transferred or referred for further mental health care.[5] The earlier the onset of therapy, the greater the chance of success.[1] Psychotherapy, behaviour therapy, chemotherapy (psychotropic medications) and electroconvulsive therapy are all treatment options.[1] The evidence for the best treatment seems to be lacking.[19] Tri-cyclic antidepressants may help, especially when self-mutilation coexists with obsessive-compulsive disorder.[1] Neuroleptics are useful in easing underlying psychoses while benzodiazepines relieve anxiety but may also disinhibit self-aggression.[1] Electroconvulsive therapy has been employed when both medication and psychotherapy fail although with limited success.[1] Psychosurgery has also been reported to mitigate self-mutilation.[20] Surgical extraction of the offending member such as teeth extraction has also been used to control self-biting in children.[21]

Following discharge, the patients require close monitoring to prevent another suicidal attempt that may be 'successful'.[1,11] All suicide attempts and expressions of suicidal intent, however, minor should be taken seriously irrespective of the frequency of such attempts and the presence of a suspected personality disorder.[5] Hence, the need for the surveillance of these individuals.

Suicidal individuals are preoccupied with death, withdrawn from friends and family, exhibit anhedonia (lack the sense of humour), dwell on past losses and express hopelessness and helplessness.[5] Caregivers and family members need to be counselled on this to nip a budding DSH or suicide attempt. Better community care, support groups, timely recognition and prompt referral to psychiatric services may help prevent self-harm.[12] In addition, involvement in sporting and other physical activities should be encouraged as it has been shown to improve self-esteem, reduce anxiety and stress and significantly reduce the risk of depression.[15]
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Conclusion

Suicide may or may not be preceded by an act of deliberate self-harm. Patients who have self-mutilated in the past remain at significant suicide risk. Identifying the risk factors coupled with prompt and decisive interventions can save lives. Early psychotherapy and treatment of underlying psychiatric conditions should be the mainstay of management after treating the injuries sustained, irrespective of their severity. A multidisciplinary approach remains the best line to tow.
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