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Introduction:-

As he walked into the Emergency Room everybody stared at him. The scars and fresh wounds all over his face and
body made it look as though he had been badly burned in several accidents. However, he had not been involved in
any injurious accidents! He was also not known to suffer with any illnesses, and he had never even witnessed a fire.

Non-suicidal self-injury (NSSI), self-inflicted violence, deliberate self-harm, or self-mutilation is defined as when a
person consciously and intentionally commits injury to their own body causing damage and inducing marks over a
period of time. This is carried out to cope with a difficult or distressing situation without any conscious suicidal
intent (1). Many research studies have demonstrated that NSSI has occurred in individuals for a long time prior to
such abnormal behavior starting to be understood. Medical interventions have eased the condition over the years.
Nevertheless, there exists a further need for new controlled studies to ensure that patients suffering from self-
mutilation disorder continue to receive effective therapy (2). Self-mutilation could be a pathological disorder;
Favazza and Rosenthal reviewed article data from more than 250 articles and books, as well as information gathered
from the experience of psychiatrists in managing self-mutilation. The authors categorized self-mutilation into three
different types: the major-infrequent type that causes significant tissue damage, usually with acute intoxications and
psychosis; stereotypic-fixed, rhythmic behavior, mostly occurring with mental retardation; and superficial or
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moderate-behavior (for example, burning, skin cutting, and scratching) occurring alongside different psychiatric
disorders (3). In another publication, Favazza concluded by stating that, “Although no one approach adequately
solves the riddle of such behaviors, habitual self-mutilation may best be thought of as a purposeful, if morbid, act of
self-help” (4).

Self-mutilation was considered to be an abnormal behavior, rather than a mental illness that pointed towards poor
coping skills. However, NSSI has been observed to be usually accompanied by symptoms of other psychiatric
disorders. Most commonly it is considered to be a symptom of borderline personality disorder (BPD), but it is not
unique to sufferers of BPD. NSSI is also seen to occur alongside dissociative disorders, as well as many other Axis |
disorders, including major depressive disorder, generalized anxiety disorders, substance abuse, and eating disorders.
There has also been preliminary support for the independence of NSSI as a unique disorder, distinct from BPD (5).
Since April 2017, NSSI has been included in the revised Diagnostic and Statistical Manual of Mental Disorders 5"
edition (DSM-5) as a unique condition for additional investigation (6).

Self-mutilation often occurs during the teenage and adolescent years, and sometimes later in life. People who have
experienced trauma, neglect, or abuse are at most risk of this behavior type, as are substance users. An individual
who does not know how to deal with anger, frustration, or painful emotions may use self-harm as a release. This is
supported by the physiological principle that pain stimulates endorphin release, thus raising mood. In contrast, when
in a state of emotional numbness, someone might induce pain in order to create some real feelings in place of that
numbness. However, a self-mutilated person experiences shame and guilt after committing self-harm. Such guilty
feelings exaggerate negative feelings, leading to the provocation of another self-harming cycle. Hence, a “vicious
circle” of self-harm is established. Continuation of such a self-mutilation cycle becomes dangerous over time and
increases the risk of suicidal feelings (7).

The DSM-5 criterion for diagnosing NSSI is as follows: repeatedly, for at least five days of the year, the individual
has deliberately self-mutilated leading to damage to the body of a sort likely to provoke bleeding or pain (e.g.,
cutting, stabbing, hitting, excessive rubbing), with the assumption that the injury will not cause death. Males and
females prevalence rates of NSSI are thought to be closer to each other than for suicidal behavior disorder, in which
the female-to-male ratio is about 3:1 or 4:1 (8).

When mood elements combine with psychosis, self-mutilation, personality changes, conversion episodes, and
suicidal attempts, diagnosis becomes an enigma, which requires accurate resolution. The accurate taking of a
patient’s history and continuous observation of the patient is, therefore, required. Here, we describe an illustration of
a challenging case of a young male who presented with bizarre behavior and self-harm. This was manifested as the
burning of his face and body with acidic water (spirit of niter), and him claiming that it was caused by a demon. The
subject also was experiencing auditory and visual hallucinations, persecutory delusions, and a long-standing history
of low mood, which was difficult to diagnose, but suggested the possibility of major depressive disorder with
psychotic features.

Case-Presentation:-

The subject was a 24 year-old male, who had been married for two years, had one healthy male child aged 10
months, and who worked in an administrative job. He was in his usual state of health until two years prior to this
time, when he got married and moved to another city, following which he started to have difficulty falling asleep
and to experience disturbed sleep with frequent awakenings and nightmares. In the main, he could not sleep for
more than 5 hours and he would wake up very tired; he remained in bed for hours with low mood and had no interest
in starting his day. He reported some history of frequent and inexplicable crying, isolation from others, a decrease in
appetite, poor hygiene, and a general and significant decrease in interest in life. His symptoms progressed to the
point of him considering his life both boring and not worth living, accompanied by having death wishes.

Some psychotic symptoms started to manifest. He was suspicious that everyone did not like him, and whenever he
saw people laughing, he always thought that they were laughing at him. He started to skip work, because he thought
that his colleagues did not like him and they were saying that he was crazy. The subject reported that he had once
seen his wife caring for his baby, and he started to hear more than one male and female voice talking to him and
saying things such as, “your wife does not like you and she is trying to put poison in your food.” These symptoms
lasted for five months before the subject presented. Unfortunately, the subject did not seek help during the more
preliminary stages of the illness.
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Upon interviewing the subject, he relayed his disturbed behavior and crying spells and put them down to the
presence of a “female jinni” inside him who was telling him to buy acid water (nitric acid — aqua fortis — spirit of
niter) and commanding him to burn himself with it. He could not resist these voices and always responded to her
orders. The subject said, “she will kill me if 1 do not burn myself.” For that reason, he poured acid several times on
his face, chest, hands, and other parts of his body. He had multiple scars and wounds due to self-mutilation
(deliberate self-harm), and the wounds have sharp edges, which suggested use of a knife. When confronted, he
admitted to using a pen that he dipped in nitric acid water and applied to his skin. He also stated that these acts were
attention seeking, and that at the same time he gained a feeling of pleasure from the pain, and claimed he acted
impulsively.

The subject’s wife reported observing him having bouts of gradual muscle spasms with anxiety and fear lasting for
five minutes when the patient became angry, but without any loss of consciousness or rhythmic contractions. A
possible diagnosis of Conversion Disorder was made at this stage. Unfortunately, the subject bought poison and
cooked it with food for his wife and son, and told her about it saying, “It’s an eye for an eye,” as he accused her of
trying to poison him. In addition, the “female jinni” inside him ordered him to Kill his wife, as she is in love with
him, which increased his frustration and precipitated two suicide attempts with the plan to throw himself off a
bridge. That was between 3-4 months beforehand. He had actually been to the bridge twice, contemplating the idea
of jumping, but when he remembered his family, he regretted his thoughts and returned home. His wife then brought
him to the emergency room where he was seen for the first time by a psychiatrist, who diagnosed him with major
depressive disorder with psychosis.

The subject was not known to have any previous medical conditions. His vital signs at the hospital interviews
showed normal readings. Physical examinations were all normal, including the neurological exam. His laboratory
investigations, including urinary toxicology showed normal (negative toxicology) results, and he denied having any
current suicidal ideation.

An antidepressant (25 mg of Paroxetine, taken before sleep) was prescribed, in addition to instructions for
behavioral techniques to improve his coping with stressors, and psycho-education and reassurance. There was also
short-term follow-up at the out-patients’ clinic for the subject and his family. A week later, he attended his first
appointment with the psychiatry clinic. Here, he reported an appreciable degree of improvement in mood and sleep
and good compliance with his medication. The subject continued to be seen as an out-patient every two weeks. A
month after from his first visit, the “female jinni” and his self-harming behavior were significantly improved and
had almost disappeared. At this time, the dose of Paroxetine was increased to 50 mg daily in order to enhance the
subject’s response and to maintain the outcome.

Although the subject was committed to taking his medication, two months later he reported a relapse and the
“female jinni” was talking to him again. Associated with his relapse, the subject described some conflicts at home
and some difficulties in finding a suitable place to live. Hence, 50mg Haloperidol daily was added, but resulted in a
poor response as, two weeks later, the subject attempted suicide. This suicide attempt was planned and he had texted
his wife to say farewell and to tell her that he was about to commit suicide. The wife sent some of his friends to
bring him home. The next day, the subject came to hospital by himself and a decision to admit him was made. The
subject was kept in the hospital for two weeks. The Minnesota Multiphasic Personality Inventory was carried out to
rule out any personality disorders, and the results were negative. During the first week, the subject was unmedicated,
but he seemed active, over-familiar, talkative and had a reduced need for sleep. Bipolar Type Il Disorder was added
to the board and 500mg Valproic acid was initiated. The subject showed significant improvements thereafter,
becoming more stable, calmer and sleeping normal hours, with no abnormal behavior observed. A computer
tomography scan and electroencephalograph were performed, producing normal reports. A decision to discharge
him home on Valproic acid alone was made, and he attended a short-term follow-up psychiatric clinic two weeks
later. The subject presented to the clinic with a great degree of improvement. He described a valuable improvement
in the amount of sleep he was getting, his ability to concentrate, and the decrease in conversion symptoms. The
follow-ups with the subject were extended to a monthly basis. The overall outcome with medication for bipolar
disorder has been reassuring, and up to the time of writing, the patient still attends follow-ups at the outpatient
psychiatry clinic.
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Conclusion:-

The case study reports a young man experiencing persecutory delusions and bizarre complaints, after a long-
established low mood, at the first psychiatric interview. The patient complained that, “I have a jinni inside me” and
“she wants me to burn myself.” He believed he was possessed, and became fixated on harming himself by burning
his face and body. He had a suicidal attempt and homicidal ideas of killing his wife and son. He also had visual and
auditory hallucinations, which were difficult to diagnose, but suggested the possibility of major depressive disorder
with psychotic features. We made the assumption that the man was depressed and treated him for it. However, as a
result of this treatment, he became temporarily manic, but finally recovered completely. After his recovery, he was
diagnosed as suffering from a Bipolar type Il Disorder. The lack of typical symptoms of mania and the remarkable
self-injury in this patient made it difficult to infer a state of bipolar disorder. Nevertheless, having knowledge of his
strange familiarity and his sleep pattern would have helped us to make an accurate diagnosis earlier.

Discussion:-

Self-mutilation is known to be more common in females than in males (3:1 or in some studies even 4:1). The most
common mental disorder associated with self-mutilation is borderline personality disorder, for which the female
gender again makes up the majority of patients (75%) (8). Having a self-mutilating male patient also presenting with
bizarre symptoms makes this case significant, and worthy of sharing within the clinical psychiatry community. Self-
mutilating behavior might start at a young age: 12 years old or younger. However, in this age group, the female
prevalence is as high as 6.3:1 in comparison to males. Fortunately, this age group is the most responsive to treatment
(9). Our subject is a 24-year-old who married at the age of 22 years old. In this age group in Saudi Arabia, the
majority of the male population are unmarried, as they have just graduated from college, or they are beginning to
establish their adult life. Although finding a 24-year-old male who is married with a child in Saudi Arabia is quite
rare, there is an exception within some tribal customs and traditions. Is it possible that this could have a negative
effect on this subject by putting relatively big responsibilities on him at a young age?

One of the mental illnesses most closely related to self-mutilation is depression, as mentioned in introduction.
Seeing a patient with poor sleep, poor appetite, loss of interest in life, and low mood, with inexplicable crying,
moved the diagnosis towards depression, and this was supported by the history of suicide attempts. Although his
scars due to self-mutilation required investigation and treatment more than other symptoms and signs, the start of
antidepressant medication was inevitable initially, and the patient’s response encouraged the treating psychiatrist to
emphasize major depression disorder as the primary mental diagnosis. The subject was treated as an out-patient to
begin with due to his fairly stable condition at interview. He was thinking rationally, had no suicidal ideation, a
negative urine toxicology result, and a family member was present with awareness of the subject’s mental status. A
research study published in June 2017 reported data collected on more than 16,000 self-mutilators during an eight-
year follow-up period. There was found to be no difference between patients treated in hospital or as out-patients
followed up in clinics (10). Carroll, et al. found an increase in self-mutilation in hospitalized patients (11). In fact,
self-mutilating patients need to be assessed for a requirement of in-hospital monitoring regardless of the type of
mental illness or the method of self-harm utilized.

This subject was suffering from a mixed type of delusions. He thought no one liked him at work, although his
productivity at work was stable. Persecutory delusions were playing a further role with respect to his wife. He
thought that she had tried to kill him, while in fact she was always with him at the hospital and tried to help. DSM-5
can lead to possible misdiagnosis of patients as having a major depressive disorder with psychosis, while
presentation with persecutory delusions might be a sign of dissociative identity disorder (DID) (8). Our subject’s
family denied any symptoms of DID, as did the subject himself.

While Yadav et al. published a study stating that poison is the most common method used by self-mutilators, 88% of
the study group did not plan before committing self-mutilation (12). Birtwistle et al. published a large center cohort
study stating that self-poison represents 72% of 10,829 episodes of self-mutilation, using data from 6155 patients. A
combination of self-mutilation methods represents only 7%, but suicide occurred more frequently in this group in
comparison to mutilators who solely used poison (13). Self-mutilators have a greater risk of committing suicide in
comparison to the general population. The American Journal of Psychiatry published a recent article (14) reporting
that the rate of repeat self-mutilation is 263.2 per 1,000 person-years during the 12 months following initial self-
mutilation. The rate of successful suicide was 439.1 per 100,000 person-years, 37.2 times greater than in the general
population. The peak time for suicidal attempts was during the first 30 days following initial violations of self-
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mutilation (HR=17.5, 95% CI=11.2-27.3). The group of mutilators by firearms (HR=15.86, 95% CI=10.7-23.4)
were the most at risk, and there was a minimal risk amongst patients who received outpatient mental health care
(HR=1.6, 95% CIl=1.2-2.0). In this study, the patient reported homicidal attempts against his wife and child using
poisons.

The initial prescription of anti-depressants was justifiable due to the subject’s overall symptoms and his good
response within a short-time. For that reason, the continuation of the anti-depressant course was not doubted by the
clinician. However, the subject’s relapse was questioned, and no clear reason was identified for it, except for social
stressors due to his family situation, especially house-hunting. We did not hesitate in admitting the patient to
hospital for further observations and management, especially after the further suicide attempt. Interestingly, we
observed a manic period during the course of his stay in hospital. That made it necessary to stabilize his mood with
Valproic acid. Our decision to use this drug was based on well-established guidelines and studies that support it as a
first-class mood stabilizer. The side-effects of lithium treatment are unbearable, especially in the Saudi Arabian
climate, and Valproic acid was observed to be effective for this subject.

Finally, we excluded any other causes of self-mutilation from our diagnosis, and ascertained that our subject was not
suffering from any substance-induced mental illness.
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