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Abstract
Genital self-mutilation is an uncommon event that is commonly associated with psychotic disorders. Such injuries have also been reported secondary to complex religious beliefs and delusions
regarding sexual guilt. Even though few case reports of male genital self-mutilation are available
in literature, it is rare to have a combined self-genital mutilation and attempted suicide by cut
throat occurring in the same patient at presentation. We presented the case of a 38-yr-old male
who presented to the accident and emergency centre of a tertiary hospital in Accra, Ghana.
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1. Introduction
Self mutilation has been defined as the deliberate destruction or alteration of body tissue without conscious suicidal intent [1], so though there could be scars on other parts of the body, they are usually from minor superficial
lacerations. It has been performed by individuals of all races religions and cultures. The first report in English
medical literature of genital self mutilation (GSM) was in 1901 by Strock [2] [3]. The occurrence of genital self
mutilation in the absence of psychopathology is extremely rare [4]. Self inflicted genital injuries range from
simple lacerations of the external genitalia to more complex injuries such as penile amputation, self castration or
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a combination of both [5]. Suicide is defined as death due to an intentional act or acts of the deceased who anticipates his or her resultant death [6]. It has been observed that cut throat is the most commonly preferred
method for committing suicide [7]. Epidemiological studies have established that, patients with background
schizophrenia have an 8.5 fold-increased risk for suicide compared to the general population [8] [9]. In this patient, there was genital self mutilation followed by an attempted suicide by cut throat. This rare presentation and
the challenges of management are presented in this case report.

2. Case Summary
38-yr-old male was referred from a primary health facility where he had presented with a history of an attempted
suicide having amputated his glans penis and then cut his throat in sequence. He was found in his apartment
bleeding and rushed for medical attention. An estimated two hours had elapsed between time of injury and arrival at the accident and emergency centre. Patient was diagnosed of schizophrenia five years earlier but has been
non compliant and off his regular medications (Olanzapine) for a month. The Patient alluded to auditory hallucinations beckoning him to commit suicide although this index presentation was his first attempt. He is separated from the wife and lives alone in a suburb of Accra. He is a Christian who works as a carpenter and has no
history of illegal substance use.
On physical examination patient was fully conscious, communicating and pale. His oxygen saturation was 95%
on room air with a respiratory rate of 30 cycles per minute and a mild inspiratory stridor. His Blood pressure
was 110/65 mmHg and the pulse was 92 beats per minute regular with good volume. Neck examination revealed
a single transverse incision measuring 8 cm × 2 cm with bleeding edges. The incision extends to the medial
edges of both sternocleidomastoids (Figure 1).
Examination of the abdomen and perineum revealed an amputated glans penis, bleeding penile stump and an
exposed penile urethra. There were two ventral penile shaft lacerations measuring 1 cm × 0.5 cm each, limited to
the dermis and located 2 cm and 3 cm from the peno-scrotal junction. The urethra was not lacerated ventrally
(Figure 2). The amputated stump was not brought to the hospital.
The patient was resuscitated with intravenous crystalloids and started on intravenous antibiotics. He was
given tetanus prophylaxis. No foreign bodies or subcutaneous emphysema was demonstrated on Lateral soft tissue neck x-ray. Chest x-ray done was normal. Haemoglobin at presentation was 12.4 g/dl with a Haematocrit of
40%. Patient was sent to theatre within 4 hours of presentation and had emergency neck and penile exploration
under general anaesthesia. Neck findings were a single transverse upper neck incision measuring 8 cm × 2 cm,
severed strap muscles exposing the laryngeal prominence, the thyroid cartilage and oedematous vocal chords.
The oesophagus was not injured. The carotid sheath and its contents were spared on both sides. Penile findings
were an amputated glans penis, two ventral penile lacerations limited to the dermis and located 2 cm and 3 cm
from the peno-scrotal junction. The urethra was not lacerated ventrally. Surgical procedures performed included
laryngeal repair, strap muscle repair and a low tracheostomy by the ENT surgeon. The penile stump was refashioned after a urethral catheter was passed and the ventral lacerations were sutured by the Urologists (Figure 3).
A nasogastric tube was passed intra operatively.

Figure 1. Cut throat.
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Figure 2. Penile stump,

Figure 3. Refashioned Penile stump.
Post operatively patient was fed via the nasogastric tube for the first four days, his neck drain was removed on
post operative day (POD) 3 and neck stitches removed POD 5. Flexible laryngoscopy done on POD 6 showed
normal vocal cords that abduct and adduct normally, patient had normal breathing and phonation. Patients refashioned penile stump and sutured ventral lacerations healed well, the urethral catheter was removed on POD 6.
De-canulation of the tracheostomy was done POD11. Whilst on admission, patient had reassessment by the
psychiatrist and the diagnosis of schizophrenia (DSM code 295.3) was confirmed and restarted on Olanzapine.
He was discharged home POD 12 after confirming his appointment with the Psychiatrist for the ensuing 3
months.

3. Discussion
Self injurious behaviour is observed in both psychotic and nonpsychotic individuals though the self genital mutilation is usually associated with the psychotic disorders. Patients with command hallucinations, religious preoccupations, substance abuse and social isolation are the most vulnerable [10]. Our patient admits to auditory
accusatory hallucinations secondary to schizophrenia. Male sex, young age, higher levels of education, depressive symptoms and active hallucinations have been found to be strongly associated with suicide in schizophrenia
[11]. Suicide prediction in schizophrenia is complex and efforts on prevention should also focus on ensuring
compliance with medications [6]. An effective multidisciplinary team comprising the Psychiatrist, Urologist,
and the ENT surgeon should be involved in the management of patients with a background psychotic disorder,
self genital mutilation and an attempted suicide by cut throat.
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