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Self-inflicted eye injury
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Individuals with a factitious ocular disorder feign or exaggerate having an eye injury or intention-
ally produce an eye injury so as to assume the role of a sick person. We report two cases of self-
inflicted ocular injury using needle-like foreign bodies and razor that represent possible diagnoses
of Munchausen syndrome. Both patients presented with different clinical pictures that misguided the
clinical diagnosis and delayed proper management. Although self-inflicted ocular injuries are rare,
ophthalmologists should be aware of the possibility of their existence, particularly when caring for

patients with psychiatric conditions.
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ndividuals with a factitious ocular disorder feign

or exaggerate having an eye injury or intention-

ally produce an eye injury so as to assume the
role of a sick person." This type of injury may result
in substantial ocular morbidity, ranging from minor
conjunctivitis to severe forms of self-mutilation, in-
cluding enucleation. Research has revealed that
the majority of self-inflicted ocular injuries with an
underlying psychological cause are associated with
schizophrenia.? Munchausen syndrome (factitious
disorder imposed on self) is characterized by falsi-
fication of physical or psychological signs or symp-
toms where there are no obvious rewards explaining
why the individual is deceiving others. This behavior
is not explained by other mental disorders such as
delusion or psychosis.®> We report two cases of self-
inflicted eye disorders with a possible diagnosis of
Munchausen syndrome and describe their clinical
presentation. We provide a brief literature review of
similar disorders.

CASE 1

A 43-year-old man, working as a hospital clerk at a sec-
ondary hospital presented to the emergency depart-
ment (ED) claiming that ocular trauma to the right eye
was from an accidental encounter with the branch of a
short palm tree. Examination of the right eye revealed a
visual acuity of 20/40 and an intraocular pressure (IOP)
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of 18 mm Hg. Multiple conjunctival lacerations with con-
junctival chemosis were detected in the inferior part of
the globe of the right eye. Neither corneal involvement
nor lens injury was observed. Examination of the poste-
rior segment of the right eye was normal. Examination
of the left eye was also completely normal, with a visual
acuity of 20/20. The presence of scleral lacerations and
subconjunctival foreign bodies could not be ruled out
owing to the severity of the chemosis and subconjunc-
tival hemorrhage. For this reason, the patient was taken
to the operating room to undergo surgical exploration.
During surgery, neither scleral lacerations nor foreign
bodies were found. Because he seemed to be doing
fine postoperatively, he was discharged and sent home
with topical antibiotics and steroids. Four months later,
he presented again to the ED with severe redness and
pain so extreme that it prevented him from sleeping.
However, he denied having trauma. Examination of the
right eye revealed a visual acuity of 20/80. His corneal
sensation was reduced in both eyes. Blackish subcon-
junctival foreign bodies were observed inferiorly, for
which he was taken to the operating room. Two needle-
like foreign bodies that appeared to be from an orange
tree (as opposed to a palm tree, which the patient had
previously claimed) were extracted. Postoperatively, he
was discharged and sent home. After that, he present-
ed again with similar findings and 3 needle-like foreign
bodies were removed surgically (Figures 1 and 2).
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Figure 1. Two needle-like black foreign bodies observed
in the inferior conjunctiva.

bodies

.‘;ﬁ.\ i > |

Figure 3. Track-like corneal infiltrate in the inferior cornea

Three months later, he presented to the ED with
severe pain and loss of vision. His visual acuity was
light perception in the right eye. Slit lamp examina-
tion revealed corneal infiltrate in a track-like pattern,
hypopyon in the anterior chamber, opened anterior
lens capsule, and a dim red reflex. He was diagnosed
as having post-traumatic fungal endophthalmitis with
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keratitis, for which vancomycin, ceftazidime, and am-
photericin B were injected intravitreally. Topical fortified
vancomycin, ceftazidime, and amphotericin B were also
prescribed hourly. Ultrasound confirmed the presence
of vitritis. Culture results for vitreous tap and corneal
scraping were negative for fungal elements (Figure 3).
At this point, the patient's symptoms resolved. One
week later, the patient’s visual acuity was 20/80 with
cataractous lens. Two months later, he presented with
an IOP of 34 mm Hg (despite being on antiglaucoma
medications), a dense cataract, 360 degrees of poste-
rior synechiae, and a shallow anterior chamber. He was
evaluated by the glaucoma service, and subsequently
he was taken to the operating room for pars plana vit-
rectomy and pars plana lensectomy, and was left apha-
kic. Postoperatively, his vision was light perception, and
his IOP was controlled on full antiglaucoma medication
including oral acetazolamide.

Afterward he was seen in the clinic several times with
persistent pain and mildly injected conjunctiva. Despite
having only a mildly elevated IOP (22 mm Hg), he com-
plained of annoying pain and refused to use his anti-
glaucoma medications, requesting surgical intervention
to treat his glaucoma. He then underwent cyclophoto-
coagulation for the right eye, which led to control of
IOP without the use of medications. One month later,
he presented with persistent pain and asked that his
right eye be removed to relieve his pain.

He was subsequently admitted to hospital, and on
suspicion of a self-inflicted injury, a psychiatric consulta-
tion was obtained. During the psychiatric consultation
interview, he denied having a substance abuse problem
or experiencing psychiatric episodes previously. When
he was confronted about the possibility of his ocular
injury being self-inflicted, he became angry and de-
fensive and asked to leave the hospital against medi-
cal advice. He was subsequently lost to follow-up. The
diagnosis of Munchausen syndrome was made by the
psychiatrist based on DSM-5 criteria.?

CASE 2

A 34-year-old man had his left eye enucleated after
several episodes of self-inflicted razor injury to the cor-
nea, which became infected and perforated and ulti-
mately deteriorated into a blind, painful eye. He was
followed by the psychiatric services at King Khalid
University Hospital at King Saud University as a case of
Munchausen syndrome with a previous history of drug
abuse. He first presented to the ED with a 1-week his-
tory of pain and decreased visual acuity in his left eye.
Examination of his right eye was normal, with a visual
acuity of 20/20. His left eye had a visual acuity of 2/200
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and was mildly injected with linear perilimbal conjunc-
tival scars and multiple linear corneal epithelial defects
(Figure 4). The anterior chamber was quiet, with a clear
lens and a normal fundus. He was admitted as a case
of possible anterior scleritis (as opposed to peripheral
ulcerative keratitis [PUK]), for workup and management.
Workup was unremarkable for infectious or inflamma-
tory conditions. He was started on topical moxifloxacin,
lubricating drops, cyclopentolate, topical fluorometho-
lone, and oral prednisolone. His condition started to
improve, but the epithelial defects did not heal fully.
However, the patient was insistent about going home
against medical advice, so he was discharged while on
the same treatment regimen.

When his condition worsened 1 month later, a con-
junctival biopsy was performed, and it showed signs
of chronic inflammation. A tissue was then sent for
culture, which came back negative. He was started on
topical steroids and cyclosporine A 1% eye drops. His
condition started to improve, and the epithelial defects
healed. He was lost to follow-up for a month, and then
returned with new epithelial defects and worsening
symptoms and a visual acuity of almost no light percep-
tion (Figure 5). He was offered admission to the hospi-
tal to receive cyclophosphamide, with the impression of
Wegener's granulomatosis. However, he refused, so it
was given on an outpatient basis. Two months later, he
presented with a spontaneous central corneal perfora-
tion for which cyanoacrylate glue was applied. At that
point, corneal sensation was tested and determined to
be markedly reduced. On suspicion of herpes simplex
involvement, valacyclovir was administered (Figure 6).
He then presented several times to the ED, complain-
ing of chronic ocular pain and exhibiting uncontrolled
IOP. He asked that his left eye be removed to relieve
his symptoms. Ultimately, enucleation was carried out
with placement of a spherical implant for a blind, pain-
ful eye.

Around 2 months postoperatively, he presented
with pain and redness in his right eye. The visual acu-
ity was 20/20. Slit lamp examination revealed inferior
corneal and limbal horizontal lacerations similar to the
initial presentation of his left eye, which had eventu-
ally been enucleated (Figure 7). To quiet his right eye,
intravenous cyclophosphamide and methylpredniso-
lone were administered with no substantial improve-
ment. One month later during a follow-up visit, he
presented with new corneal lacerations to the right
eye, and was subsequently admitted for close obser-
vation (Figure 8). He left the hospital on a day pass
for a few hours and returned with new scratches and a
dilated pupil that had not been present initially. At this
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Figure 5. A. (left) new horizontal corneal epithelial defects
defects after staining with fluorescein.

Figure 6. Scarred and vascularized cornea with central
perforation

point, a self-inflicted eye injury was highly suspected.
A lengthy discussion with his brother revealed that
the patient was having psychiatric issues and social
conflicts. During admission, the patient’s condition
improved quickly, and systemic immunosuppressive
medications were tapered and then stopped. He was
referred to psychiatric services for further evaluation
and management.

. B. (right) epithelial
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Figure 7. Horizontal inferior limbal corneal defects in the
right eye.

Figure 8. New horizontal superior and inferior limbal
corneal defects in the right eye.

DISCUSSION

Self-inflicted ocular mutilation may present in many dif-
ferent clinical guises, including chronic conjunctivitis,
anterior scleritis, corneal lacerations, recurrent corneal
erosion, persistent epithelial defects, corneal infiltrates,
scleral/corneal perforations, endophthalmitis, and even
enucleation of the globe.?#8 Diagnosing self-inflicted
ocular mutilation, in all its myriad guises, can be quite
challenging. Self-inflicted eye injuries carried out with
sharp objects, such as needles®’ and razors® occurred
in both cases. We believe that the availability and the
ease of access to sharp objects is why they are used to
inflict linear injuries. The second case describes a pa-
tient who presented with horizontal corneal and con-
junctival lacerations, which were initially thought to be
immune related. Viral association was then suspected
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when perforation occurred. Corneal scarring and vascu-
larization followed, ultimately becoming a blind, painful
eye. Upon the patient’s request, the eye was enucleated
to relieve his symptoms. Earlier diagnosis of his psychi-
atric issues, which were confirmed after resolution of his
symptoms during hospitalization, may have obviated
the enucleation. By contrast, the first case describes a
patient who presented with different clinical guises in-
cluding chronic conjunctivitis, subconjunctival foreign
bodies, corneal infiltrate, and endophthalmitis, which
developed into a blind, painful eye. As in the second
case, the patient requested that his eye be enucleated.
However, with proper psychiatric consultation and inter-
vention, his eye was saved.

Diagnosis becomes difficult when patients deny their
involvement in causing their injuries. In both cases pre-
sented here, continuous denial of trauma markedly de-
layed proper intervention. Ocular injuries that primarily
involve the more accessible inferior and nasal aspects of
the eye should signal to the ophthalmologist that these
injuries may be self-inflicted.* When an injury is deter-
mined to be self-inflicted, the medical condition should
be redefined as a psychological stress rather than a
physical disease, and the patient should be approached
in a supportive manner. To maximize treatment success,
it is important for psychiatric services, the general practi-
tioner, and family members to be involved at this stage.

There were clues pointing to a previous mood disor-
der as well as chronic indicators of low mood when the
patient described in case 1 presented to hospital. The
patient’s low educational status and employment in the
medical field could be risk factors for such behaviors.
Both patients had decreased corneal sensation, which
facilitated self-injury. Therefore, we cannot rule out the
possibility that these patients experienced an acute
psychotic episode owing to an undetected psychiatric
disorder and/or suffered from psychoactive drug abuse.
Variable presentations and mechanisms of injury have
been reported (Table 1).4¢81%'® Although self-inflicted
ocular injuries are rare, ophthalmologists should be
aware of the possibility of their existence, particularly
when caring for patients with psychiatric conditions or
consult psychiatrist when deciding major procedure
such as enucleation. Because of the difficulties associ-
ated with the diagnosis and treatment of this disorder, a
team approach should be adopted so as to ensure the
best possible medical care is provided.

ANN SAUDI MED 2017 MAY-JUNE  WWW.ANNSAUDIMED.NET



case report

EYE INJURY

(VA) Anoy [ensip : puabar

.co_uwmg\omcmgwwwmm.u_‘v Bry) uonelopiad |eauiod EEI[eEEIN elae|l slewaH A L S e 19 oe
sow p m: 2 Bumojo siwjeyydopus 1P | I'd | 144 aSL0C | |
VA ‘seqo|6 paniasaid
2qo|6 paniasaid siiwjeyyidopug sa|pasN 1y61yY slewa4 KLy L 5G10Z |8 18 LWy
saqo|6 pansesaid uoneiopad spijeAg EEI[eEEIN |eto1e|ig ETE ez L ,£10Z |e 18 ineg)
uondeoiad
1yB1| oN (sehke yro0) WA uonespnus s|leusabuly elaie|l SIE Ko L e 3o ul
{cu_;mo 4109 o1mne g uoneiopad [esuion ! ! | I'd | ¢ wcl0c | n
11es[onus |esale|ig
‘oow\ONAﬁww\mAMurmm.__vv soke Aup pue sduwey jeay Aq ejale|l ole A e 1o [esd
007/0¢ Yo UoISige [BaUIOD |PIUOZLIOH Ainfur jlewssy ) _ I'a I®N 0s _ abl0CI PN
VA ‘soqo|6 panissaid
e MW\MAM ﬁw._v suAnounfuod Buiggn. elole B A e 19 1UoS.
N\m\ow (84 1ybry) SNOBUBIWAWIOPNaSY [ed1uBYRB |eldie|ig BN vl L s.L1OC [B 38 1U0sIO
VA ‘seqo|6 paniasaid
91/0Z (seke yroq) 1oeJe1ed diewnes) (Wybiy)
VA ‘s8qo|6 paniasaid ‘uonelade| |elsds (|essie|ig) 10zed |ei=aelg °IEN Aee r 8600 |® 39 nezey
0v/0 (sake yiog) P
WA '$3G0(B PoAIosaly siiARdUN[uodOIRISY 4O uone||isu| |etore|ig slewa oL L +,9002 |e 12 Joodey|
uondsoiad 1y
(eha Yyo7) ‘uondsouad uonesae| |eId|ds 51005 esorel oleWs « e 16 UnBus
1461 ou (oka 1yB1y) Buimoy|o} sniwjeypydopus [PeeN | I'd [ewsH 43 L w002 | S
VA ‘soqob paniasaly
0€/0Z (s9hs yrog) xiuloy ui saded
VA '6500(B POAISSaIy siAdUNfuoo0leISY| anssi Bupel |esore|ig a|ewaH a L ¢.£00Z [ 12 2w
08/02 (ks ya7) aoueisqns
'09/02 (2K 1yb1y) S11LI9|0s Jolsuy 2IX0} UMOUN |esore|ig s|ewaH ke L 21£002 [ 1@ beysny
VA ‘s9q0|6 panissaid }JO uone||iasu|
0L/0Z VA'90|6
panIssald ig 9seD) uoliseiqe Buiggnu ohks ya:z ese) ejewad:zase)  Apg iz esed
. . B . 4 11100¢ |B 18 Jlwez
02/0Z VA '290|6 |e2UI0D pUE SIIBJDS JoUBIUY [EIVIVRET] oke Yo :| aseD)  Ble|\ i | @seD) Aoy :| @seD
paniasald 1|, ased)
JusWayoerIEpP
\oo _\ONAW\MAMWM.__VV [eunal pue ‘pelejes Joze ejale|l sle A e 1o Bue
om\om Yol onewnen (1yBu) ‘uoneisoe d I I'd [N 9¢ L 0l86lL | A
VA SRS PR |eaulod Jeaul| (jetsre|ig)
awod3no [euly uonejuasad [edjuljn ALy Kyjeaaye ETS aby seses Joyiny
fewt : e Jo wisiueyosp i Jo Jaquinp 4

‘Kinful eAe pa1oljjul jjos Jo sased Jejiwis jo Alewwing *|, a|qer

249

ANN SAUDI MED 2017 MAY-JUNE  WWW.ANNSAUDIMED.NET



250

case report

REFERENCES

1. Leamon MH, Feldman MD, Scott CL.
Factitious disorders and malingering. In:
Textbook of Clinical Psychiatry, 4th ed.
American Psychiatric Publishing: Washing-
ton, DC; 2003:691-707.

2. Kennedy BL, Feldmann TB. Self-inflicted
eye injuries: case presentations and a lit-
erature review. Hosp Community Psychiatry
1994,45:470-4.

3. American Psychiatric Association (2013).
Diagnostic and Statistical Manual of Mental
Disorders (Fifth ed.). Arlington, VA: Ameri-
can Psychiatric Publishing.

4. Kapoor HK, Jaison SG, Chopra R, Kakkar
N. Factitious keratoconjunctivitis. Indian J
Ophthalmol 2006;54:282-3.

5. Blackmon DM, Calvert HM, Henry PM,
Westfall CT. Bacillus cereus endophthalmitis
secondary to self-inflicted periocular injec-
tion. Arch Ophthalmol 2000;118:1585-6.

6. Amiri S, Arfaei A, Farhang S. Self-inflicted
needle injuries to the eye: a curing pain.
Case Rep Psychiatry 2015;2015:960579.

7. Gaur S, Bist HK, Sinha V, Gupta M. An
unusual case of self-inflicted multiple nee-
dles injuries to eye. Indian J Ophthalmol
2013;61:516-7.

8. Razavi H, Price N. Self-inflicted penetrat-
ing eye injuries using a razor blade: case re-
port. BMC Ophthalmol 2009;9:14.

9. Feldman MD, Ford CV. Factitious disor-
ders. In: Kaplan and Sadock’s Comprehen-
sive Textbook of Psychiatry, 7th ed. Phila-
delphia, PA: Lippincott Williams & Wilkins;
2000:1533-43.

10.Yang HK, Brown GC, Magargal LE. Self-
inflicted ocular mutilation. Am J Ophthalmol
1981;91:658-663.

11.Zamir E, Read RW, Rao NA. Self-inflicted
anterior  scleritis. Ophthalmology 2001;
108:192-195.

12.Mushtaq B, Kumar V, Saeed T, Bacon PA,
Murray PI. Self-inflicted anterior scleritis. Eye
(Lond) 2003;17:107-8.

13.Imrie FR, Church WH. Factitious kera-
toconjunctivitis (not another case of ocular

EYE INJURY

Munchausen’s syndrome) Eye 2003;17:256-
258.

14.Sengun A, Saricaoglu MS, Ozbek S, Kara-
kurt A. Bilateral endophthalmitis due to self-
mutilation. Eye (Lond) 2004;18:223.
15.0rsoni JG, Rubino P, Pellistri |, Menozzi
C, Zavota L, Massaro A, et al. Factitious
pseudo-membranous conjunctivitis in an ad-
olescent boy. Case Rep Ophthalmol 2011;
18;2:69-72.

16.Meraj A, Din AU, Larsen L, Liskow BI. Self-
inflicted corneal abrasions due to delusional
parasitosis. BMJ Case Rep 2011;28;2011.
17.Lin JL, Servat JJ, Bernardino CR, Gold-
berg RA, Levin F. Bilateral corneal perfora-
tions and autoproptosis as self-induced
manifestations of ocular Munchausen’s syn-
drome. Orbit 2012;31:252-5.

18.Rao P, Shah AR, Michelotti MM, An-
derson B, Abbey AM, Jain N, et al. Bilat-
eral acute endophthalmitis associated with
munchausen syndrome. Retin Cases Brief
Rep 2015;9:177-80.

ANN SAUDI MED 2017 MAY-JUNE  WWW.ANNSAUDIMED.NET



