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between brain and the dura without damaging the 
former or any other vessels in the subarachnoid or 
subdural plane. Karabatsou et al., reported a similar 
case where the wire was penetrated into the right side 
cerebral hemisphere after creating a hole in the skull 
by power drill by a psychotic person.[2] Green et al. 
reported a penetrating ballpoint pen through right 
medial canthus and intracranial compartment who 
developed a cavernous sinus syndrome and a traumatic 
dissection of the cavernous portion of the carotid 
artery.[3] The schizophrenic patient reported by Shenoy 
et al. developed left side hemiparesis.[4] Fortunately in 
our case both the brain and critical vascular structures 
escaped damage resulting in complete preservation 
of consciousness with no neurological deficits. Wide 
craniotomy, careful retraction, meticulous method of 
pushing from inside rather than pulling it directly 
resulted in safe removal of the iron rod and prevented 
development of any postoperative complications.
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Commentary

In this issue of the Journal of Neurosciences in Rural 
Practice, a case is presented that is unique in many 
aspects. Entitled “Self‑inflicted penetrating injury to 
head with complete perseveration of consciousness 
in a psychotic patient,” the article describes a very 
unusual psychosis that resulted in a shocking act of 
self‑injury.[1]

Religious delusions have long been a common 
symptom seen in psychotic individuals, and when 
psychotic individuals with religious delusions commit 
acts of self‑harm, the most usual body locations 
targeted are eyes, genitals and hands.[2] Among 
Christians, this is thought to be due to Biblical New 
Testament passages, which the delusional mind may 
take as suggestive of site‑specific self‑injury. The case 
reported in this journal issue involves a religious 
delusion leading to self‑inflicted head wound.

There have been previous case reports of non‑firearm 
penetrating head wounds committed by psychotic 
individuals under the influence of delusions.[6] 
When the delusions are specifically religious, most 
self‑injuries appear to have a commonality: The patient 
was punishing himself or herself for a perceived sin.
[2] In the new case report, the patient’s delusion was 
that God wanted her to self‑injure in order to bring 
blessings – the motivation thus was self‑help, not 
self‑harm. She sought reward rather than punishment.

The case reported in this issue involved an iron 
rod that the patient “hammered” her head against 
to cause the injury. There have been several case 
reports of head wounds with retained intracranial 
foreign bodies, which reported minimal focal 
neurological deficits.[3] However, in the reported 
cases of non‑missile penetrating head injuries, the 
nature of the penetrating agent is usually a nail, 
knife, screwdriver or needle.[4] Among patients with 
self‑inflicted cranial injuries, the reported methods 
have been nails, ballpoint pen, power drill, wire and 
awl.[5] Cranial injuries involving iron rods are rare, and 
typically accidental – reported cases involving either 
the patient falling onto the rod[7] or having the rod fall 
onto the patient,[8] rather than intentional self‑injury.

One possible hypothesis for the reported patient’s 
ability to inflict this level of damage upon herself 
is a high level of pain tolerance. Diminished 
pain perception (hypoalgesia) has been noted in 
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schizophrenia for many years and its etiology is not 
well understood.[9] Diminishment or loss of pain 
sensation may have been present in the new case, 
as the authors note her lack of a pain report despite 
penetrating injury to a highly innervated region.

Taken overall, this case allows us to truly marvel at 
the human brain – from the depths of its dysfunction, 
as seen in the severely delusional and self‑injurious,  
to its ability to heal from insults, both mental and 
physical.
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Nitrite, vasodilation, and 
headache in bacterial 
meningitis: Theoretical 
approach
Sir,
Meningitis is an important neurological disorder. 
Bacterial meningitis is a common type of meningitis 
that is considered as a serious neurological infection. 
Severe headache with stiff neck is an important clinical 
manifestation of bacterial meningitis. Basically, it 
is proposed that the severe headache is due to a 
possible stimulation of nociceptive nerve‑endings 
in the meningeal vessel wall.[1] However, the exact 
pathogenesis of the severe headache in bacterial 
meningitis has never been clarified. The author hereby 
discusses the theoretical approach to explain the 
ethiopathogenesis of headache in bacterial meningitis. 
On the basis of the basic biochemical theory, existence 
of bacteria in cerebrospinal fluid (CSF) results in 
several biochemical changes, including glucose 
utilization and production of nitrite.[2] Kornelisse 
et al. reported the elevation of nitrite in the CSF of 
the patients with bacterial meningitis, confirming this 
proposed mechanism.[3] The resulted nitrite, a potent 
vasodilator,[4] will be an important factor causing 
generalized vasodilatation in meninges and this can 
finally result in severe headache. In addition, triptans 
have recently found a role in headache management in 
meningitis patients.[5] Triptans, as a nitrite scavenger, 
acts at perivascular serotonin receptor, leading to 
vasoconstriction.[5] The author hereby proposes a 
theoretical discourse that the production of nitrite 
bacteria might have clinical relationship to severe 
headache in bacterial meningitis.
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