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Abstract 

Background Cotard’s Syndrome (CS) is a rare clinical entity where patients can report nihilistic, delusional beliefs 
that they are already dead. Curiously, while weight loss, dehydration, and metabolic derangements have been 
described as discussed above, a review of the literature revealed neither a single case of a severely underweight 
patient nor a serious metabolic complication such as Diabetic Ketoacidosis. Further, a search on PubMed revealed 
no articles discussing the co-occurrence of Cotard’s Delusion and eating disorders or comorbid metabolic illnesses 
such as diabetes mellitus. In order to better examine the association between Cotard’s Delusion and comorbid eating 
disorders and metabolic illness, we will present and discuss a case where Cotard’s delusion led to a severe metabolic 
outcome of DKA and a BMI of 15.

Case presentation Mr. B is a 19 year old transgender man admitted to the hospital due to diabetic ketoacidosis sec-
ondary to Type 1 Diabetes Mellitus. Mr. B had a history of Obsessive–Compulsive Disorder, Major Depressive Disorder, 
and Post-Traumatic Stress Disorder. The primary pediatric team discovered that Mr. B had not been using his insulin 
appropriately and was severely underweight, and they believed this could be due to his underlying mental illness. The 
psychiatric consultation/liaison service found that Mr. B was suffering from Cotard’s delusion leading him to be non-
compliant with his insulin due to a belief that he was already dead. Cotard’s delusion had in this case led to a severe 
metabolic outcome of DKA and a BMI of 15.

Conclusions This case provides clinical insight into the interactions of eating disorders and Cotard’s delusion 
as well as the potential medical complications when Cotard’s delusion is co-morbid with medical conditions such 
as Diabetes Mellitus. We recommend that clinicians routinely screen patients for Cotard’s delusion and assess 
whether the presence of which could exacerbate any underlying medical illness. This includes clinicians taking special 
care in assessing patient’s caloric and fluid intake as well as their adherence to medications both psychiatric and med-
ical. Further research could be conducted to explore the potential overlap of Cotard’s delusion and eating disorder 
phenomenology.
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Background
Cotard’s Syndrome (CS) is a rare clinical entity first 
described in detail in 1880 by the Parisian neurologist 
and psychiatrist Jules Cotard. By describing the case of a 
43-year-old woman, he first characterized the syndrome 
as a collection of negation or nihilistic delusions, immor-
tality delusions, and hypochondriac delusions [1, 2]. As 
such, patients can report delusional beliefs that they 
are already dead, that their organs are rotting from the 
inside, that nothing can harm them further as they are 
already dead, or that they are already suffering from an 
incurable disease or gross malformity [1, 2]. While he ini-
tially described the syndrome as a form of anxious mel-
ancholia [3], Cotard’s Syndrome is now more commonly 
conceptualized as a syndrome secondary to many other 
conditions both psychiatric (psychosis, mood disorders) 
and neurological (brain lesions, dementia) [4, 5]. Indeed, 
CS is not classified as an isolated disorder in the 5th edi-
tion of Diagnostic and Statistic Manual of Mental Disor-
ders (DSM-5) neither in the International Classification 
of Diseases (ICD-10) [6, 7].

As Cotard’s Syndrome is a rare presentation, the lit-
erature is primarily dominated by case reports and few 
reviews. Along with the nihilistic and immortality delu-
sions comes the frequent refusal of these patients to eat, 
drink and even accept medications described within 
these case reports [8–16]. These have led to metabolic 
complications such as hyponatremia, hypokalemia, and 
mild blood dyscrasias [8–11]. Curiously, while weight 
loss has been described, a review of the literature did not 
reveal a single case of a severely underweight patient nor 
a serious metabolic complication such as DKA. Further, 
a search on PubMed revealed no articles discussing the 
cooccurrence of Cotard’s Delusion and eating disorders 
or comorbid metabolic illnesses such as diabetes mellitus.

In order to better examine the association between 
Cotard’s Delusion and comorbid eating disorders and 
metabolic illness, we will present and discuss a case 
where Cotard’s delusion led to a severe metabolic out-
come of DKA and a BMI of 15.

Case report
Mr. B is a 19  year old transgender man admitted to 
the hospital due to diabetic ketoacidosis secondary to 
Type 1 Diabetes Mellitus. Mr. B had a history of Obses-
sive–Compulsive Disorder, Major Depressive Disorder, 
recurrent, severe without psychotic features, and Post-
Traumatic Stress Disorder. The primary pediatric team 
discovered that Mr. B had not been using his insulin 
appropriately and was severely underweight, and they 
believed this could be due to his underlying mental ill-
ness. The psychiatry consult/liaison team was thus asked 
to evaluate Mr. B to address these concerns.

On interview, Mr. B reported that he had OCD and this 
drove a severe aversion to numbers. He had already asked 
his pediatric team not to tell him any numbers relevant to 
his care such as his blood glucose level. He also reported 
an aversion to needles due to his OCD. Mr. B went on to 
describe issues relating to his body image. Mr. B identi-
fied as a man saying that he idealizes a masculine body 
type. He stated his endocrinologist had already stopped 
his testosterone because his diabetes had not been well 
controlled. Mr. B reported restricting his intake leading 
to significant weight loss, stating that he liked the way his 
body looked after the weight loss and he enjoyed seeing 
the bones under his skin. He noted a sense of guilt asso-
ciated with eating too much, though denied vomiting or 
other purging behaviors.

Most notably, Mr. B went on to describe his perception 
that he is in fact already dead consistent with Cotard’s 
Delusion. Mr. B reported that at the age of 16 he tried 
killing himself, and he believed that he had in fact suc-
ceeded and that he was a ghost. He reported that due to 
his belief that he was dead it didn’t feel real to him that 
he was a person who needed to eat, take medicine, or 
care for himself. Mr. B specifically described his belief 
that going several days without eating would not harm 
him as he was already deceased. He endorsed visual hal-
lucinations of seeing skeletons and ghosts, and auditory 
hallucinations of overhearing conversations with dead 
people that occasionally seemed to address him directly. 
He reported delusions of reference regarding the TV and 
food labels, and delusions of thought broadcasting.

Throughout this interview and on subsequent inter-
views, Mr. B was calm and cooperative with a linear 
thought process, normal speech patterns, and a child-
like affect. He appeared grossly underweight with a BMI 
of 15.46. He denied suicidal ideation though reported 
self-harm behaviors in his early teens consisting of cut-
ting and burning himself and an intentional overdose of 
lamotrigine resulting in a psychiatric admission 3  years 
prior. Mr. B had a tumultuous childhood as one of many 
siblings in a non-intact family with a father who was fre-
quently hospitalized psychiatrically for an unknown rea-
son. Mr. B began to cry as he described ongoing sexual 
abuse by his mother and her boyfriend.

Mr. B had been being seen by a psychiatrist in the 
community who had diagnosed Mr. B with schizophre-
nia. He had been receiving treatment with aripiprazole 
with great effect as prior to antipsychotic initiation 
Mr. B was reportedly much more disorganized and 
delusional than he presented during his hospitaliza-
tion. Ultimately, Mr. B agreed to voluntary psychiatric 
admission following stabilization of his DKA. The deci-
sion was made to admit Mr. B to the child and adoles-
cent unit due to his low BMI and significant child-like 
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presentation. He had a short stay on the child and ado-
lescent unit and was discharged after coordination with 
his outpatient psychiatrist.

Discussion
While a review of the literature suggests that an unwill-
ingness to eat or drink or accept medications is a com-
mon presentation of Cotard’s delusion and has led to 
acute metabolic derangements such as hypokalemia 
and hyponatremia, no case reports were found suggest-
ing 1. DKA in the setting of poorly controlled Type 1 
Diabetes Mellitus and 2. Low BMI of 15.46 with body 
image issues. Although the paucity of cases described 
in the literature suggest that this presentation is 
extraordinarily rare, the potential lethality of this case 
is concerning. Indeed, Cotard’s delusion in the setting 
of comorbid metabolic disease of any sort should be 
treated with significant care as the restriction of food, 
fluids and medication in these tenuous, diabetic indi-
viduals could rapidly lead to serious and even fatal com-
plications. Additionally, patients suffering with Cotard’s 
Syndrome chronically such as the case with Mr. B with 
ongoing restrictive behaviors could lead to severely 
underweight patients and subsequent complications.

We recommend that clinicians routinely screen 
patients for Cotard’s delusion and assess whether the 
presence of which could be exacerbating any underlying 
medical illness. Specifically, patients presenting with 
metabolic derangements or conditions secondary to 
insufficient caloric intake or treatment non-adherence 
should be screened for Cotard’s delusion as an unlikely 
but severe contributing factor. This includes clinicians 
taking special care in assessing patient’s caloric and 
fluid intake as well as their adherence to medications. 
Further research could be conducted to explore the 
potential overlap of Cotard’s delusion and eating disor-
der phenomenology.

Abbreviations
CS  Cotard’s Delusion
DKA  Diabetic Ketoacidosis
BMI  Body-mass index

Acknowledgements
None.

Authors’ contributions
CR composed the text of this article. TD performed edits where appropriate.

Funding
None.

Availability of data and materials
Not applicable.

Declarations

Ethics approval and consent to participate
Ethics approval and consent were not sought nor obtained due to it not being 
needed in this case report.

Consent for publication
This was obtained. Please see accompanying documents.
Written consent was obtained for this case presentation.

Competing interests
None.

Author details
1 Stella Psychiatry, Boston, USA. 2 Behavioral Health - Adolescent Outpatient, 
Denver Health, 723 Delaware St., Pavilion M, Denver, CO 80204, USA. 

Received: 29 September 2022   Accepted: 20 July 2023

References
 1. Neuropsych Pearn J, Gardner-Thorpe C. Jules Cotard (1840–1889): 

his life and the unique syndrome which bears his name. Neurology. 
2002;58(9):1400–3. https:// doi. org/ 10. 1212/ wnl. 58.9. 1400.

 2. Trujillano AC. Jules Cotard (1840–1889). Neurology. 2003;60(1):153. 
https:// doi. org/ 10. 1212/ wnl. 60.1. 153.

 3. Huarcaya-Victoria J, Ledesma-Gastañadui M, Huete-Cordova M. Cotard’s 
syndrome in a patient with schizophrenia: case report and review of the 
literature. Case Rep Psychiatry. 2016;2016:6968409. https:// doi. org/ 10. 
1155/ 2016/ 69684 09.

 4. Sahoo A, Josephs KA. A neuropsychiatric analysis of the cotard delusion. J 
Neuropsychiatry Clin Neurosci. 2018;30(1):58–65. https:// doi. org/ 10. 1176/ 
appi. neuro psych. 17010 018.

 5. Morgado P, Ribeiro R, Cerqueira JJ. Cotard syndrome without depres-
sive symptoms in a schizophrenic patient. Case Rep Psychiatry. 
2015;2015:643191. https:// doi. org/ 10. 1155/ 2015/ 643191.

 6. World Health Organization. The ICD-10 classification of mental and 
behavioural disorders. Geneva: World Health Organization; 1992. Google 
Scholar.

 7. American Psychiatric Association. Diagnostic and statistical manual of 
mental disorders. 5th ed. Washington, DC: American Psychiatric Associa-
tion; 2013. Google Scholar.

 8. Cipriani G, Nuti A, Danti S, Picchi L, Di Fiorino M. ‘I am dead’: Cotard 
syndrome and dementia. Int J Psychiatry Clin Pract. 2019;23(2):149–56. 
https:// doi. org/ 10. 1080/ 13651 501. 2018. 15292 48.

 9. Sottile F, De Luca R, Bonanno L, Finzi G, Casella C, Calabrò RS. Cotard’s 
syndrome triggered by fear in a patient with intellectual disability: causal 
or casual link? Issues Ment Health Nurs. 2018;39(4):353–6. https:// doi. org/ 
10. 1080/ 01612 840. 2017. 14175 20.

 10. Grover S, Aneja J, Mahajan S, Varma S. Cotard’s syndrome: two 
case reports and a brief review of literature. J Neurosci Rural Pract. 
2014;5(Suppl 1):S59–62. https:// doi. org/ 10. 4103/ 0976- 3147. 145206.

 11. Shaan F, Rizvi A, Sharma G. Cotard syndrome in tumefactive multiple 
sclerosis- a case report. Asian J Psychiatr. 2018;34:57–8. https:// doi. org/ 10. 
1016/j. ajp. 2018. 04. 002.

 12. Pereira CW, Florentino I, Machado L. When dementia kills before 
one passes away: case report of Cotard’s syndrome. Clin Schizophr 
Relat Psychoses. 2018. https:// doi. org/ 10. 3371/ CSRP. PEFL. 061518. 
Advanceonlinepublication.

 13. Debruyne H, Portzky M, Van den Eynde F, Audenaert K. Cotard’s syn-
drome: a review. Curr Psychiatry Rep. 2009;11(3):197–202. https:// doi. org/ 
10. 1007/ s11920- 009- 0031-z.

 14. Solla P, Cannas A, Orofino G, Marrosu F. Fluctuating Cotard syndrome in 
a patient with advanced Parkinson disease. Neurologist. 2015;19(3):70–2. 
https:// doi. org/ 10. 1097/ NRL. 00000 00000 000010.

 15. Sottile F, Bonanno L, Finzi G, Ascenti G, Marino S, Bramanti P, Corallo F. 
Cotard and Capgras syndrome after ischemic stroke. J Stroke Cerebrovasc 

https://doi.org/10.1212/wnl.58.9.1400
https://doi.org/10.1212/wnl.60.1.153
https://doi.org/10.1155/2016/6968409
https://doi.org/10.1155/2016/6968409
https://doi.org/10.1176/appi.neuropsych.17010018
https://doi.org/10.1176/appi.neuropsych.17010018
https://doi.org/10.1155/2015/643191
https://doi.org/10.1080/13651501.2018.1529248
https://doi.org/10.1080/01612840.2017.1417520
https://doi.org/10.1080/01612840.2017.1417520
https://doi.org/10.4103/0976-3147.145206
https://doi.org/10.1016/j.ajp.2018.04.002
https://doi.org/10.1016/j.ajp.2018.04.002
https://doi.org/10.3371/CSRP.PEFL.061518
https://doi.org/10.1007/s11920-009-0031-z
https://doi.org/10.1007/s11920-009-0031-z
https://doi.org/10.1097/NRL.0000000000000010


Page 4 of 4Robertson and Dunn  BMC Psychiatry          (2023) 23:551 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

Dis. 2015;24(4):e103–4. https:// doi. org/ 10. 1016/j. jstro kecer ebrov asdis. 
2015. 01. 001.

 16. Takahashi T, Yamazaki I, Harada Y, Osada R, Yui S, Tanabe H, Sugiyama 
N, Washizuka S. Case reports of Cotard’s syndrome in Japan: a review. 
Psychogeriatrics. 2020;20(4):540–1. https:// doi. org/ 10. 1111/ psyg. 12536.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://doi.org/10.1016/j.jstrokecerebrovasdis.2015.01.001
https://doi.org/10.1016/j.jstrokecerebrovasdis.2015.01.001
https://doi.org/10.1111/psyg.12536

	“A ghost doesn’t need insulin,” Cotard’s delusion leading to diabetic ketoacidosis and a body-mass index of 15: a case presentation
	Abstract 
	Background 
	Case presentation 
	Conclusions 

	Background
	Case report
	Discussion
	Acknowledgements
	References


