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Summary. Background and objective. Cotard’s
syndrome is a rare neuropsychiatric disorder in which
the patient holds nihilistic delusions concerning his/
her own existence, including the conviction of being
dead or having lost parts of the body. There are oc-
casional reports of Cotard’s syndrome being accom-
panied by nutritional deficiencies or self-starvation.
Methods. The authors describe the peculiar case of
a 40-year-old man who developed severe malnutri-
tion within a few months. At first, a diagnosis of an-
orexia nervosa was made. The man was admitted to
the hospital where other significant psychopathologi-
cal symptoms emerged. Results. One of the conse-
quences of Cotard’s syndrome is self-starvation be-
cause of negation of existence of self. The presented
case points out that, although Cotard’s syndrome has
been reported to be associated with various organic
conditions and other forms of psychopathology, loss
of appetite and nutritional deficits can erroneously
lead to mistake this diagnosis for anorexia nervosa,
thus underestimating the high risk of these patients
of committing suicide following hospital discharge.
Conclusion. Taking into account its rarity and pos-
sible subdiagnosis, as a distinct clinical entity the aim
of this case report is to emphasize that these patients
may initially be addressed to general practitioners,
due to the dysmetabolic consequences of malnutri-
tion, rather than to psychiatrists. An early recognition
of signs indicative of Cotard’s syndrome can be vi-
tal to prevent the situation from worsening. In fact,
missed diagnoses can put these patients at an higher
risk of suicidal behaviour.
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Introduction

Cotard’s syndrome is a rare neuropsychiatric
condition, first mentioned in 1882 as “délire de ne-
gation” for patients who have a negating attitude of
denying the existence of self or world. It is charac-
terised by anxious melancholia, ideas of damnation
or possession, a higher propensity to suicide ide-
ation and deliberate self-harm, and nihilistic delu-
sion of non-existence concerning one’s own body or
various aspect of self, like denial of being alive, of
capacity to walk or to eat’.

Il rischio di suicidio precoce e le problematiche dia-
gnostiche inerenti la sindrome di Cotard associata al
digiuno.

Riassunto. Scopo. La sindrome di Cotard e un raro di-
sturbo neuropsichiatrico caratterizzato da gravi deliri ni-
chilistici, inclusa la convinzione di essere morto o di aver
perso parti del corpo. Rari in letteratura sono i casi inerenti
I'associazione tra sindrome di Cotard e digiuno autoindot-
to. Metodi. Si riporta il caso peculiare di un uomo di 40
anni che, nell’arco di pochi mesi, sviluppd uno stato di gra-
ve malnutrizione. In un primo momento fu posta diagnosi
di anoressia nervosa e 'uomo fu ricoverato in ospedale,
ove in breve tempo insorsero anche sintomi psicopatolo-
gici. Risultati. Una delle conseguenze della sindrome di
Cotard ¢ rappresentata dal digiuno autoindotto derivante
dalla negazione della propria esistenza. Il caso in esame
sottolinea come, sebbene sia riportata in letteratura un’as-
sociazione tra la sindrome di Cotard e varie condizioni or-
ganiche cosi come alcuni disturbi mentali, la perdita di
appetito e i deficit nutrizionali possono indirizzare a una
errata diagnosi di anoressia nervosa. Conclusioni. Consi-
derate la rarita e la possibile sottodiagnosi della sindrome
di Cotard, si sottolinea I'eventualita che i pazienti affetti
possano essere inizialmente indirizzati a medici di famiglia
per le conseguenze dismetaboliche della loro malnutrizio-
ne, piuttosto che direttamente a uno psichiatra. Un rico-
noscimento precoce dei segni indicativi della sindrome di
Cotard risulta fondamentale per evitare che una mancata
o ritardata diagnosi espongano questi pazienti a un rischio
maggiore di atti anticonservativi soprattutto nel periodo
post-dimissione ospedaliera.

Parole chiave. Digiuno, psichiatria, sindrome di Cotard, sui-
cidio.

Because it is often encompassed in different
neurological and psychiatric disorders, complicat-
ing and worsening their symptomatic frameworks
and making more difficult their treatments, the
nosographic characterization of Cotard’s syndrome
remains elusive and its epidemiology is still uncer-
tain®. The first evidence-based classification of the
disorder resulted from a retrospective factor analy-
sis of 100 cases in the literature conducted by Ber-
rios and Luque?®, who identified three categories: a
form of psychotic depression; type-I Cotard’s syn-
drome, with a prevalence of nihilistic delusion and
few depressive episodes; and type-II Cotard’s syn-
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drome, which includes depression, anxiety and au-
ditory hallucinations.

The most recurrent symptoms reported in sub-
jects were: depression (89%), nihilistic delusion
regarding the body (86%) and existence (65%), hy-
pochondriac delusion (58%) and delusion of im-
mortality (55%)?. Nihilistic delusion may include
hypochondriac thoughts of non-existence or ruin of
several organs, of the whole body, of the soul, and
the idea of inability to die. There are occasional re-
ports of Cotard’s syndrome being accompanied by
nutritional deficiencies secondary to voluntary se-
vere starvation attributed to depressive illness or
the psychopathology of denial of their existence.

Case presentation

A 40-year-old man, who had no previous history
of psychiatric disturbance, was admitted to the hos-
pital for a severe state of malnutrition. In the pre-
vious months, he had adopted a carbohydrate-free
diet, facing sudden loss of appetite and subsequent
weight loss. During his hospitalisation, he repeat-
edly refused to undergo psychiatric evaluation and
was soon discharged. Seven months later, the man
was admitted again to emergency department (ED)
for hyporexia and rhabdomyolysis; his weight was
38 kg and his body mass index (BMI) was 15. Sev-
eral blood bio-humoral abnormalities were found,
including anaemia, hypoglycaemia, hyponatraemia
with hyperkalaemia, hypomagnesaemia and altera-
tions of the thyroid axis.

According to his family, he had always been in
good health and had never suffered from any epi-
sodes of depression. Only recently he appeared
more introverted, socially isolated and stopped eat-
ing appropriately.

This time, nutritional therapy was administered
and the patient underwent psychiatric assessments,
upon suspicion of an eating disorder. The man was
poorly oriented and unable to carry a conversation,
merely repeating “I'm dead” several times. On sub-
sequent psychiatric evaluations, he appeared more
collaborative, not showing illusions or hallucina-
tions. He presented depressed mood, emotional
closure and demotivation regarding his physical
debilitation. A week later, stereotyped purpose-
less gestures and psychomotor agitation suddenly
emerged, accompanied by command-type auditory
hallucinations telling him he had to “save the world’,
and by an aggressive behaviour towards hospital
staff. On the basis of history and examination, val-
proate (250 mg), a mood stabilizer medication, was
administered resulting in minimal improvement.
Computed tomography and magnetic resonance
neuroimaging revealed the presence of diffuse left
cerebellar and sub-tentorial cortical atrophy, while

electroencephalography (EEG) showed a theta-del-
ta sequence.

As nibhilistic delusions regarding his body sur-
faced (the patient claimed to be on the verge of death,
following the expulsion of the bladder through the
anus), an antipsychotic (aripiprazole 2.5 mg) was
added to the therapy. Despite treatment, psycho-
motor agitation worsened and all the symptoms
were attributed to delirium, induced by metabolic
encephalopathy secondary to lack of nutrients and
probably triggered by forced alimentation. Through-
out hospitalization, the patient remained in the in-
ternal medicine department, as a relocation to the
psychiatry department was not considered neces-
sary. After seven days, valproate and aripiprazole
were stopped and intramuscular promazine hydro-
chloride was administered. When the patient was
found standing at the window, gazing into space,
a psychiatric evaluation was performed, during
which he consistently denied suicidal ideations or
thoughts of self-harm but admitted the presence of
bizarre themes of guilt towards his relatives.

On the basis of symptoms evolution, a diagnosis
of Cotard’s syndrome was suspected; the recourse of
physical contention for the patient appeared neces-
saryin order to prevent him from self-harming. After
six weeks, his laboratory parameters stabilised and
his weight increased. He was therefore transferred
to a rehabilitation facility for patients with eating
disorders; although he appeared tired and demor-
alised after his long hospitalisation, he showed no
apparent intention or plan to harm himself. Never-
theless, after only two days, the man committed sui-
cide by throwing himself from the building.

Discussion

Cotard’s syndrome is not currently classified as
a distinct clinical and nosological entity in the Di-
agnostic and Statistical Manual of Mental Disorders
(DSM-5, American Psychiatric Association, 2013) or
the International Classification of Diseases (ICD-10,
World Health Organization, 2015), and is consid-
ered to be an epi-phenomenon of other neurologi-
cal and psychiatric disorders®. It has been suggested
that pre-morbid personality features may play a role
in the development of this syndrome, since patients
with a greater internal attributional style (common-
ly co-occurring with depression) may be predis-
posed to develop Cotard delusion®. By contrast, pa-
tients with a greater external attributional style (e.g.
paranoia) are more prone to develop Capgras’ syn-
drome’. Although Cotard’s syndrome is not listed
as a specific disorder in the current classifications,
early recognition of its clinical manifestations is es-
sential, in order to safeguard the patient against the
increased risk of suicide. In fact, Cotard syndrome
vary from ideas of spontaneous destruction of or-
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gans, body, and soul to the complete denial of one’s
existence. Subsequently, some patients may cease
to eat and may have increased tendency toward self-
mutilation or suicidal behavior.

In the case here described, the man, who had
never previously suffered from any mental disor-
ders, showed a strong refusal to eat, so much that
he was hospitalised for nutritional therapy. The de-
lirium of Cotard’s syndrome emerged only after a
prolonged hospitalisation, when the man present-
ed markedly compromised bio-humoral tests and
metabolic encephalopathy. A diagnosis of eating
disorder (anorexia nervosa) was made and he was
transferred to a rehabilitation centre.

However, on the basis of his history and mental
examination, his symptoms should have suggested
the occurrence of type-I Cotard’s syndrome. His ni-
hilistic delusions were manifested in hypochondriac
thoughts of non-existence or ruin of several organs,
of the whole body (he claimed to be dead and to
have expelled his bladder through his anus); these
delusions combined with sense of guilt towards his
family and of grandeur (he claimed to have to save
the world), are described in the literature'.

Moreover, the man showed aggressive and vio-
lent behaviour towards healthcare personnel, stud-
ies describe aggression in patients with Cotard’s
syndrome as an extremely rare phenomenon®. Ac-
cording to neuroanatomical investigations, CT and
MRI images of the patient’s brain revealed diffuse
areas of atrophy, mainly sub-tentorial. Moreover,
EEG showed a slowing of brain activity.

Neuroimaging researchers have found no gross
structural changes in patients with Cotard delusion.
A possible, albeit not exclusive, involvement of the
right hemisphere and the frontal lobes has been sug-
gested. In addition, a few investigations have associ-
ated Cotard syndrome with multifocal brain atrophy
and enlargement of lateral and third ventricles, which
may indicate a role for frontotemporoparietal areas
in the pathophysiology of Cotard syndrome'. By con-
trast, EEG does not show particular alterations?

In the presented case, the areas of multifocal
atrophy detected may have been caused by the pa-
tient’s state of severe malnutrition. Indeed, some
studies have found that the refusal to eat is associ-
ated in a variable, though often significant, case of
cerebral atrophy?®, since lack of nutrition can cause
neuronal death and alteration of the glial cells™.

Moreover, it could also be hypothesised that the
brain lesions described may have played a role in
the onset of the patient’s delusions through a mech-
anism of anatomical dysregulation of the neural cir-
cuits'. In this regard, numerous basic neurological
conditions that may be associated to Cotard’s syn-
drome have been described: syphilitic infections,
strokes, tumours, epilepsy of the temporal lobe, mi-
graine, mental retardation'.

C. Bosco et al.: Diagnostic issues in Cotard’s syndrome and self-starvation

Concerning the diagnosis, there are no estab-
lished criteria for the identification of Cotard’s syn-
drome as a separate disorder in specific patients.
Indeed, it has been hypothesised, for example, that
the disorder should be regarded as an expansion of
depression, a derangement of the bodily scheme, a
somatoform disorder or a mixed subtype of para-
noid delusion, hypochondriac delusion and delu-
sion of grandeur?.

The diagnostic difficulties unfortunately impact
on treatment choices. As Cotard’s syndrome is, in
most cases, associated to mood depression and
psychomotor inhibition, its treatment requires the
use of antidepressants and mood stabilisers; elec-
troconvulsive therapy has also been found to be
beneficial'. The literature review reveals in fact that
there have been several successful pharmacologic
treatments studied for Cotard’s syndrome including
aripiprazole, amitriptyline, duloxetine, olanzapine,
sulpiride, lithium, and combination strategies with
selective serotonin reuptake inhibitors, tricyclic an-
tidepressants, and antipsychotics'.

In the case presented, only a low-dose neurolep-
tic and mood stabilizer medication were prescribed,
and only for seven days. This reveals that an omni-
comprehensive evaluation of the patient’s symp-
toms (depressive symptoms and delusion of being
dead) was lacking. Moreover, absolutely no atten-
tion was paid to a major concomitant symptom, i.e.
that of sitophobia (refusal to eat), which is the prin-
cipal indicator of the presence of a deep delusional
conflict linked to the perception of the absence of
integrity of his body'®. Instead, the diagnosis ap-
peared incomplete and focused only on the eating
disorder.

The sudden onset of refusal to eat, in the case of
an adult male, when associated to delusion of gran-
deur, should immediately arouse suspicion of the
presence of a bipolar syndrome, and specifically of a
mixed state. But sitophobia appears to be somewhat
common in Cotard’s syndrome, and is often associ-
ated to the delusional conviction of being dead, thus
impacting negatively on the subject’s general state
of health.

In this case, the difficulty of a correct psycho-
pathological classification derives from a rather
fragmented clinical path, in which it was not pos-
sible to clarify whether the state of malnutrition was
secondary to an eating disorder or linked to an or-
ganic alteration (anemia, deficiency deficits, thyroid
alterations). In addition, the depressive aspect and
self-injurious potential was not investigated.

The elements suggesting a Cotard’s syndrome
were represented by nihilistic delusion regarding his
body and the refusal to eat, with alterations in blood
chemistry and the thyroid axis that incremented the
complexity of the diagnosis. According to the litera-
ture, electrolytic and/or hormonal misbalances are
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non-specific indicators for the diagnosis of Cotard’s
syndrome; low hemoglobin, hypoproteinemia
and hypoalbuminemia, indeed, can be commonly
found not only in other psychiatric disorders (such
as AN, major depression) but also in several organic
diseases (ascites, renal failure).

Moreover, compared to the instrumental find-
ings, while the literature indicates the presence of
structural changes in the right hemisphere, in this
case the abnormalities appeared to be in the left
hemisphere, as a variance with respect to the most
common descriptions. The prescribed therapies
were also clearly inadequate, since they were com-
pletely insufficient in terms of dosage and duration
of treatment.

In the case described, the patient’s clinical
course ended in very early suicide - less than one
month after the appearance of the first delusion and
during hospitalisation to treat an eating disorder,
when psychiatric medications had been suspended.
The man committed suicide when his clinical con-
dition (hydro-electrolytic and metabolic balance)
had stabilised and no psychotic phenomena were
in progress, though his depressive symptoms (tired-
ness and demoralisation) persisted.

Limitations of the study

Cotard’s syndrome is an uncommon psychiatric
condition. As a result, current information is mainly
based on reports; few studies have analyzed case se-
ries with few patients. To our knowledge, the study
that retrospectively examined the largest number
of cases was a study by Berrios and Luque®, who
reviewed 100 cases of patients with this syndrome
reported between 1880 and 1993. The restriction
of publications to case reports is a potential pitfall
making it challenging to identify general conclu-
sions on course, pathophysiology, or treatment'.

Conclusions

Cotard’s syndrome is a phenomenological di-
agnosis which may constitute the expression of
various underlying disorders, both organic and psy-
chiatric, for which there are several successful phar-
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macologic treatments. Patients who display nihilis-
tic delusion and depressive episodes with psychotic
features have increased tendency toward self-muti-
lation or suicidal behaviour. It is therefore essential
to reach an early and accurate diagnosis, in order
to establish a proper treatment and to implement
measures to prevent possible suicide. This case
highlights characteristics of Cotard syndrome with
the goal of providing insight into a seemingly rare
syndrome, showing that a diagnosis of Cotard’s syn-
drome has to be considered in patients who mani-
fest nihilistic delusions concerned with the body
concomitantly with sitophobia. The differential di-
agnosis between a delusional behaviour associated
with Cotard’s syndrome and the dysmorphophobic
prevalent ideas linked to the body image typical of
eating disorders is essential. Safety measures have
also to be required due to the possible dramatic
symptomatology.

Conflict of interests: the authors have no conflict of interests
to declare.

References

1. Debruyne H, Portzky M, Van den Eynde F, Audenaert K.
Cotard’s syndrome: a review. Curr Psychiatry Rep 2009;
11: 197-202.

2. Dieguez S. Cotard Syndrome. Neurologic-Psychiatric
Syndromes in Focus-Part II. Basel, Switzerland: Karger
Publishers, 2018.

3. Berrios GE, Luque R. Cotard’s syndrome: analysis of 100
cases. Acta Psychiatr Scand 1995; 91: 185-8.

4. Tomasetti C, Valchera A, Fornaro M, et al. The ‘dead man
walking’ disorder: an update on Cotard’s syndrome. Int
Rev Psychiatry 2020; 32: 500-9.

5. McKay R, Cipolotti L. Attributional style in a case of Co-
tard delusion. Conscious Cogn 2007; 16: 349-59.

6. Gerrans P. Refining the explanation of Cotard’s delusion.
Mind & Language 2000; 15: 111-22.

7. Huber CG, Agorastos A. We are all zombies anyway: ag-
gression in Cotard’s syndrome. J] Neuropsychiatry Clin
Neurosci 2012; 24: E21-E21.

8. Ehrlich S, Burghardt R, Weiss D, et al. Glial and neuro-
nal damage markers in patients with anorexia nervosa. J
Neural Transm 2008; 115: 921-7.

9. Chatterjee SS, Mitra S. “I do not exist” - Cotard syndrome
in insular cortex atrophy. Biological Psychiatry 2015; 77:
e52-e53.

10. Sottile F, De Luca R, Bonanno L, Finzi G, Casella C, Cal-
abro RS. Cotard’s Syndrome triggered by fear in a patient
with intellectual disability: causal or casual link? Issues
Ment Health Nurs 2018; 39: 353-6.

11. RevillaJ, Aliaga S, Lozano-Vargas A. Cotard and Capgras
Syndrome in a patient with treatment-resistant schizo-
phrenia. Case Rep Psychiatry 2021; 2021: 6652336.

12. Solimine S, Chan S, Morihara SK. Cotard syndrome: “I'm
dead, so why do I need to eat?” Prim Care Companion
CNS Disord 2016; 18(2): 10.4088.

13. Grover S, Aneja J, Mahajan S, Varma S. Cotard’s syn-
drome: two case reports and a brief review of literature. J
Neurosci Rural Pract 2014; 5(Suppl 1): S59.

14. Debruyne H, Audenaert K. Towards understanding Cotard’s
syndrome: an overview. Neuropsychiatry 2012; 2: 481-6.



