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ABSTRACT: Cotard's syndrome is a psychotic condition often
associated with nihilistic delusions. This syndrome can be associ-
ated with destructive behaviors directed at the self and/or others. In
thisreport we highlight the psychiatric-legal issuesinvolving acase
of Cotard’s syndrome associated with self-starvation.
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In 1880 Cotard introduced the term, “délire de negation,” which
referred to nihilistic delusions and what has come to be known as
Cotard's syndrome (1). This condition is generally thought to be
characterized by various degrees of delusional beliefsin which dif-
ferent aspects of existence are negated or otherwise experienced
from anegative perspective (2). Cotard’ s syndrome may be divided
into “subjective” and “objective” types. In the subjective type, af-
fected individual s deny the existence of the self (1), although they
are able to visually recognize themselves and are cognitively able
to identify their psychological identity accurately. A person with
the objective type is driven to deny his or her environment and, in
fact, the existence of the entire universe may be denied (1). During
the 20th century, Cotard’ s syndrome has continued to attract the at-
tention of diagnostic phenomenologists. Currently, many investi-
gators of Cotard’s syndrome conceptualize it as at least a compo-
nent of a mental disorder, frequently a major depressive disorder
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(3). However, the issue of whether the Cotard’ s phenomenon con-
stitutes a unique mental disorder, a discrete syndrome, or merely a
psychiatric symptom remains unanswered (2).

In-depth analysis of Cotard’s phenomenon from a forensic psy-
chiatric perspective has been scant. However, given that the syn-
drome can occur in severe cases of major depressive disorder (1,3),
it islikely that some individuals may be substantially disabled by
the Cotard’'s delusion in conjunction with other depressive symp-
toms. In this article we will describe a case of Cotard's syndrome
that led to involuntary commitment due to self-destructive behav-
ior intheform of self-starvation. We discuss the way in which both
phenomenological as well as biological factors may be related to
the development of psychiatric disability in the context of Cotard’s
syndrome.

Case History

Mr. K is a 46-year-old male who was involuntarily hospitalized
for grave disability because of hisrefusal to eat. Three months prior
toadmission Mr. K had devel oped theideathat he was dead. At one
point he had stated that he was a ghost and that no one could see
him. He explained that his physical body had been transformed into
the immaterial body of a ghost. Nevertheless, he indicated that he
visualized his body without any difficulty. About two months prior
to admission he had concluded that eating was unnecessary since
he was already dead. Consequently, he lost approximately 30
poundsin atwo-month period. He gave hisreligious background as
Protestant. He al so stated that he experienced great guilt for hissin
of failing to adequately provide for his family in the previous year
and therefore deserved to be dead but denied any intentions of
harming himself. Mr. K further stated that even when he had been
alive he did not deserve to live. Mr. K exhibited circumstantial
thought as well asillogical thinking. He displayed extreme suspi-
ciousnesstowards others. He acknowledged feeling very depressed
and his affect was flat. Nevertheless, he denied believing that he
was suffering from psychiatric problems. Hewasalert and well ori-
ented. Intermittently he believed that members of the hospital staff
resembled people he had known in the past and accordingly
wondered if they had been taken over by other people’s minds.
These latter beliefs were not strongly held as he discounted them
upon further reflection. He denied that his environment appeared
unfamiliar.

Mr. K first became mentally ill at age 20. In previous years he
had experienced episodes of mania characterized by diminished



need for sleep, agitation, increased impulsivity, racing thoughts,
and increased goal-directed activity. In addition he experienced
grandiose delusionsin which he believed that he was endowed with
specia healing powers. He also reported having experienced se-
vere depressive episodes dating back to his early 20s.

His complete blood count, serum chemistries, and urinalysis
were within normal limits. His head CT scan was normal. Psycho-
logical testing included the Benton Facial Recognition Test
(BFRT) (4) and Warrington Memory Recognition Test (WRMT)
(5). The BFRT score of 45 is within normal limits. The WRMT
score on the word subtest of 49 is at the 91st percentile for a nor-
mal sample; and the WRMT score on the face subtest of 39 is be-
low the 10th percentile for a normal sample. On the Buss-Durkee
Hostility Inventory he scored well below average on all the scales,
except for the guilt scale for which he had a maximum possible
score of 9 (6).

Mr. K met DSM-1V criteriafor bipolar disorder, depressed, with
psychotic features (7). Upon treatment with antipsychotic and
antidepressant medications, his depression, paranoid ideation,
and Cotard’s delusion resolved after approximately one month.
He also resumed eating regularly and regained his weight during
hospitalization.

Discussion
Diagnostic and Phenomenol ogic Aspects of the Case

Mr. K experienced a constellation of symptoms associated with
aprominent delusion of nihilism (1,8,9). Furthermore, he believed
that he himself was dead and at times he appeared to believe that
the existence of his body wasin doubt and that he was an invisible
ghost (1). These considerations are strongly suggestive of Cotard’s
syndrome, subjective type. There is also a more systematic ap-
proach that isindicative of Cotard’ s syndromein Mr. K’scase. Re-
cently Y oung and L eafhead conducted an analysis of Cotard’ sorig-
inal “pure” cases (2). These cases are defined as pure insofar as
these patients were not suffering from any delusion other than ni-
hilistic spectrum delusions (9). They found that these patients pre-
sented with 31 symptoms that could be grouped into six categories:
general nihilistic delusions, self-nihilistic delusions, self-depreca-
tory delusions, bodily delusions, perceptual abnormalities, and cer-
tain behavioral manifestations. Cotard’ s cases were found to fulfill
threeto six categories with an average of 4.4 categories per case. In
Mr. K’s case he presented with symptoms in five of the six cate-
gories. The category of genera nihilistic delusions was not met
since the patient did not present with either negation of others or of
the environment (see Table 1). The presence of symptoms in five

TABLE 1—Categories and symptoms of Cotard’s syndrome present in

index case.
Category Symptoms Present

Generd nihilistic delusions None
Self-nihilistic delusions Negation of self

Belief heis dead
Self-deprecatory delusions Self-accusatory delusions

Feeling of guilt

Belief that one is damned
Bodily delusions Metamorphosis
Perceptual abnormalities Visua illusions
Behavioral manifestations Refusal to eat
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out of apossible six categories constitutes strong evidence that Mr.
K qualifiesasacase of Cotard’ s syndrome, particularly when com-
pared with Cotard’ s original “pure” cases (2,9). From a diagnostic
standpoint he was suffering from a severe episode of depressionin
the context of schizoaffective disorder. This case of Cotard's syn-
drome associated with schizoaffective disorder is not diagnosti-
caly typical for cases of Cotard’'s syndrome. Most cases of Co-
tard’s syndrome are associated with depressive symptoms
associated with major depressive disorder (3). However, Cotard’s
syndrome has al so been noted to co-occur with other mental disor-
ders, including schizophrenia (10,11), mental retardation (12),
bipolar disorder (11), and disorders secondary to general medical
conditions such as brain injury (13), seizure disorder (14), and ty-
phoid fever (15).

Biological Aspects of Cotard’'s Syndrome

Cotard’'s syndrome occurs within the context of major psychi-
atric disorders that either are thought to have structura or neuro-
chemical cerebral abnormalities such as in schizophrenia, major
depression (16), or psychotic disorders due to general medical con-
dition (17). Therefore, an understanding of Cotard’s syndrome
from a neuropsychiatric point of view may provide some cluesre-
garding the nature of the genesis of nihilistic delusions and conse-
quent disability.

Thereis little information suggesting a specific neuroanatomi-
cal basis underlying Cotard’s syndrome. However, a potentially
relevant clue may bethefact that the affected person usually ques-
tions the authenticity of the self and/or the environment by insist-
ing that what appearsto exist does not in fact exist. This stanceis
reminiscent of cases of delusional misidentification phenomena
where the authenticity of the self, others, or the environment is
questioned (18-20). However, whereas in delusional misidentifi-
cation the alleged lack of authenticity is explained as a form of
substitution or transformation of identitieswith radically different
identities (19,21), in Cotard’ s syndrome the lack of authenticity is
delusionally explained by “non-existence” of identity (22). More-
over, in addition to phenomenological similarities between Co-
tard’s syndrome and delusional misidentification syndromes,
there may also be common neurobiological factors. In delusional
misidentification syndromes, there is evidence suggesting that
non-dominant cerebral abnormalities may be implicated (23).
Moreover, face recognition processing studies also suggest that
delusional misidentification syndromes can be associated with ab-
normalities of face processing such as face recognition memory
for unfamiliar faces and linking familiar faces with affect in mem-
ory (24). In Cotard's syndrome similar neuropsychological
deficits have been observed. For example, Y oung and colleagues
studied a case of Cotard’s syndrome in which a 28-year-old man
with a history of hemorrhagic contusions that damaged the right
temporal area extending to the right internal capsule and possibly
the right parietal area. Their patient exhibited deficits in recogni-
tion of emotional facial expressions and memory recognition for
unfamiliar faces (13). In a case of objective Cotard's syndrome
described by Silva and Leong, a 62-year-old female displayed
deficits in memory recognition for unfamiliar faces (22). Thus,
the available phenomenological and neuropsychological informa-
tion for delusional misidentification and Cotard’ s syndromes sug-
gests that non-dominant cerebral deficits may be a significant eti-
ologic factor. Mr. K’s presentation also is consistent with this
interpretation in that the WMRT showed impairment in memory
recognition for faces but not for words. However, the normal re-
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sults of the BFRT suggest that face processing abnormalities are
not found at the level of immediate recognition for unfamiliar
faces.

Psychiatric-Legal Implications

Delusiona thinking may potentially lead to serious life-threat-
ening impairment in the affected individual. For example, aperson
whose behavior isinfluenced by agrandiose delusion may walk to-
ward oncoming traffic believing in his or her indestructibility. Yet
another may delusionally believe that he is an important religious
figure who requires few or no clothes and decides to brave in-
clement freezing weather thereby placing his physical well-being
at extreme jeopardy.

Likewise, a person suffering from Cotard’s syndrome can also
exhibit markedly impaired judgment. In cases of subjective Co-
tard’s syndrome such as that of Mr. K, the person is likely to mis-
take the actual nature of his own body. Thisisthe case because in-
dividualswith Cotard’ s delusion often subscribeto theideathat the
body has no substance. Mr. K believed hisbody to bethat of aghost
who could not be seen by others.

Most importantly with regard to his personal health and safety,
he believed that since he was dead his body required no nourish-
ment. His elective self-starvation led to serious weight loss and, al-
though cooperative with eating at staff request, he had no initiative
to eat autonomously. His disinterest in eating was based on the
premise that food should not be wasted on him, a dead person, but
instead should be distributed to “living people.”

It is not uncommon for individuals with Cotard’'s delusion to
come to psychiatric attention due to their refusal to eat. Refusal to
take nourishment was noted by Cotard himself (9). Young and
Leafhead described five of eight pure Cotard's cases presenting
with refusal to eat (2). This has psychiatric-legal implications un-
der the auspices of either a danger to self criterion or a grave dis-
ability criterion for involuntary civil commitment, depending on
the specific jurisdiction’s statutory language. In believing them-
selvesto not require food and subjecting themselves to significant,
sometimes life-threatening weight loss, coupled with the lack of in-
sight inherent in the Cotard delusion, individuals such asMr. K can
often meet such statutory criteria.

We further hypothesize that Mr. K’s delusional misperceptions
and neuropsychological impairment in visual processing of faces
not only may facilitate the genesis of his Cotard’'s syndrome but
may also help to explain his self-starvation. In other words, his vi-
sual-perceptual deficits fueled the delusion to the extent that his
own physical existence or essential substance was denied. In turn
these beliefsin lack of bodily existence appeared to have motivated
the patient to conclude that it was unnecessary to feed a nonexis-
tent body. Other auxillary symptoms commonly associated with
Cotard’ s syndromeinclude the delusion that one is condemned and
must pay for one's sins, may aso have contributed to Mr. K's
anorectic behavior, i.e., to deny himself nutrition asaform of pun-
ishment for past misdeeds. These symptoms appeared to be related
toasignificant level of hostility toward the self in the form of guilt.
Mr. K’s high score on the guilt scale of the Buss-Durkee Hostility
Inventory is also consistent with this interpretation. Such possible
explanationswill require further exploration with amore extensive
number of Cotard’ s syndrome cases.

Attempting to understand individuals with Cotard's syndrome
from both a phenomenological aswell asbiological viewpoint may

eventually pave the way for clearer connections between psycho-
logical and biological causation, as well as behavioral disability
recognized by the law, in personswho meet criteriafor involuntary
civil commitment.
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