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Psychiatry

Rare coexistence of disease or pathology

Schizophrenia and anorexia nervosa are challenging mental disorders. In cases in which the cognitive-affective
drivers eliciting abnormal eating behaviors strongly influence diagnostic accuracy and treatment planning, it is
important to be extremely thorough in differentiating between the phenomenology of delusions, obsessions,
and overvalued ideas.

Here we present an unusual relationship between anorexia nervosa and schizophrenia and also an update on
diagnosing them according to the new ICD-11 classification system. The case illustrates a 44-year-old Romanian
woman who had met the criteria for eating disorder from the age of 15 to 22 years, subsequently developed a
psychotic break, and ultimately had schizophrenia from the age of 22 to 44 years (present time). This case re-
port focuses on the dual diagnosis of a psychotic disorder and an eating disorder, with discussions based on
the literature available on the topic.

Schizophrenia can be considered a disabling mental disorder, but in association with a diagnosis of anorexia
nervosa, the patient usually requires immediate admission and medical care in a coordinated and sustained
manner. Symptoms of anorexia nervosa might manifest in the active phase of psychosis, precede psychosis,
or, less commonly, manifest during the residual phase of the illness. Nevertheless, when these 2 disorders are
combined, we can assume that the treatment plan is even more difficult to handle, requiring a multi-disciplin-
ary team. Therefore, to provide adequate clinical care, a proper diagnosis must be made. The complex nature
of the interrelationship between psychotic disorders and eating disorders requires further research.

Anorexia Nervosa ¢ Diagnosis ¢ International Classification of Diseases ¢ Schizophrenia, Paranoid
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Background

We report a case of a patient with 2 separate disorders, an-
orexia nervosa and schizophrenia, which occurred over a span
of many years. The psychopathology of the refusal to eat is
unclear, and the question regarding the existence of a biolog-
ical or a psychodynamic underlying mechanism remains un-
answered. Although schizophrenia and anorexia nervosa are
clinical entities frequently encountered in psychiatric services
across different cultures, their comorbidity is relatively rare,
with only a few individual case reports published in the liter-
ature [1-3]. In 3% to 10% of cases, anorexia nervosa develops
before the onset of schizophrenia and can be regarded as a
prodromal phase of the psychotic illness [4]. Moreover, on one
hand, studies suggested epidemiological differences between
anorexia nervosa and schizophrenia, as the first is considered
to be a learned or shared behavior and the other is consid-
ered as a multiple psychotic episode which occurs at a rate
of around 1% to 3% in all cultures. On the other hand, recent
research pointed out that psychotic and eating disorders can
be comorbid entities that share genetic liability. An interest-
ing study showed that eating disorders were nonexistent in
some developing countries until influences of Western culture
presented cultural ideals through television that applied the
pressure of modernity. From another perspective, there is also
evidence that eating disorders can be prevented, but there is
no preventive intervention for schizophrenia at this time [4,5].

According to the Diagnostic and Statistical Manual of Mental
Disorders (DSM)-5 criteria, schizophrenia consists of positive
symptoms (delusions, hallucinations), negative symptoms (avoli-
tion, diminished emotional expression), disorganized speech, and
disorganized behavior occurring during most of a 6-month peri-
od. The manual also specifies that individuals with schizophrenia
can exhibit odd eating behavior and occasionally experience sig-
nificant weight loss, but they rarely show fear of gaining weight
or body image disturbance [6,7]. Establishing a whole picture re-
garding an accurate diagnosis requires adding the view of the
newest International Classification of Diseases (ICD)-11 criteria.
The name of the former chapter referring to psychotic disorders
was changed to “Schizophrenia or other primary psychotic disor-
ders”. Other changes were also made, which we will describe later.

Anorexia nervosa is defined in the DSM-5 as “a persistent re-
striction of energy intake relative to one’s needs, leading to
significantly low body weight in the context of an individu-
al’s age, sex, developmental trajectory, and physical health”.
This is associated with an intense fear of gaining weight or
with persistent behavior that interferes with weight gain, as
well as disturbances in the way in which one’s body weight
or shape is perceived, or persistent lack of insight into the se-
riousness of the current low body weight [8]. The belief of a
patient with anorexia that they are overweight is held with
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an extraordinary degree of conviction, and it does not yield
when faced with evidence to the contrary. Although the be-
lief is preoccupying, and the patient acts on it unquestioning-
ly, leading to sustained patterns of abnormal eating behavior,
it is never considered to be delusional [9,10].

In cases where the cognitive-affective drivers eliciting abnor-
mal eating behaviors strongly influence diagnostic accuracy
and treatment planning, it is important to be extremely thor-
ough in differentiating between the phenomenology of delu-
sions, obsessions, and overvalued ideas.

Current definitions in the DSM-5 pose a challenging problem
for differentiating delusion from rigidly held, nondelusion-
al, culturally shared beliefs. To create even more confusion,
while several British texts classify certain disorders, including
anorexia nervosa, as conditions characterized by overvalued
ideas [11,12], in some US texts, the same disorders are con-
sidered to be the product of delusional thinking [13].

A delusion is a false idea or belief that the patient holds with
an extraordinarily high degree of conviction, and that is clear-
ly out of keeping with the patient’s social, cultural, and edu-
cational background. Some delusions appear spontaneously,
while others are brought on by a perception, a memory, or an
atmosphere. Contrary to the incomprehensibility characteriz-
ing primary delusions, secondary delusions are thought to be
understandable in the context of other abnormal phenome-
na, such as abnormal mood, abnormal perception, or a prima-
ry abnormal belief [14].

The concept of the overvalued idea was proposed by Wernicke
more than 100 years ago and was defined as a solitary belief
that can be considered justified in the context of a person’s
life history and personality, but which goes on to determine
an individual’s actions to a morbid degree [15]. The distur-
bance in functioning and the subjective suffering caused to
the patient or others give this type of idea the qualifier of be-
ing overvalued.

As opposed to delusions, which are false ideas unique to their
possessor, overvalued ideas develop from assumptions and
beliefs, which are shared by other members of the same cul-
ture. Compared to the phenomenology of secondary delusions,
no prior abnormal phenomenon explains the presence of an
overvalued idea [14].

When attempting to differentiate between an overvalued idea
and an obsession, it is useful to note that although both types
of phenomena dominate mental activity, the patient does not
try to fight an overvalued idea, but instead relishes, amplifies,
and defends it, resulting in the idea becoming more resistant
to challenge [16].
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The complex nature of the interrelationship between psychot-
ic disorders and eating disorders warrants further examina-
tion. This case report focuses on the dual diagnosis of anorexia
nervosa and schizophrenia in a 44-year-old Romanian wom-
an, with a discussion based on the literature available on the
topic. The patient gave written consent at the time she was
admitted and agreed to the publishing of her case.

Case Report

This case illustrates a 44-year-old Romanian woman who had
met the criteria for eating disorder from the age of 15 to 22
years, subsequently developed a psychotic break, and ultimately
had schizophrenia from the age of 22 to 44 years (present time).

C.S., a woman with a known psychiatric history, was brought
to our hospital for evaluation because her brother was con-
cerned about her severe restriction in food intake, imperative
auditory hallucinations, and insomnia, symptoms that got even
worse in the last couple of months and were having a negative
impact, especially on his sister’s professional life.

C.S. was born in Romania and is the youngest of 2 siblings.
She described a tense atmosphere at home, as her father was
an alcoholic, and her mother did not want to get a divorce be-
cause “she didn’t want us, my brother and |, to grow up without
a paternal figure.” She also described her father as an overly
controlling, strict, and aggressive parent, who would often call
both her and her brother “mediocre” when they would receive
academic grades that were below his expectations. She admit-
ted that she had difficulty communicating with every member
of her family except her grandmother, saying that “I felt like
no one else could understand me.” She had never had many
friends, nor did she have a romantic partner. She described
herself as a perfectionist who struggles with adapting to big
changes (like starting high school and, later on, university).

The patient’s dietary restriction began at the age of 15 years
when she started skipping eating with her family after over-
hearing her father saying to her mother that “she (the patient)
grew a bit fat.” She said that she was simply avoiding food
that was high in fat and used to exercise excessively (current-
ly stopped because of severe lumbar pain); she denied induc-
ing vomiting or purging. She also admitted, “Within the same
period | also started high school and my grandmother passed
away, so it was really difficult for me.”

Nevertheless, C.S. was academically above average as a stu-
dent. At the age of 22, CS. graduated from university with a
degree in physics and moved to France to start her master’s
degree in physics. She describes the period as being partic-
ularly stressful, “as | wasn’t comfortable with changes, and |
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think my departure might have had an impact.” She admitted,
“It was then when | first started hearing voices and they were
disturbing. They were commenting on my grades and how |
performed at school.” After being in a car accident and hav-
ing an open tibia fracture, she returned home, where she saw
a psychiatrist and started a 2-month treatment with haloper-
idol oral solution. She reported, “As soon as | returned home,
| couldn’t hear the voices any longer.” Therefore, she decid-
ed to stop the treatment after 2 months, without any further
medical advice or consultation. The patient could not provide
the medical documents; therefore, we cannot know the exact
diagnosis she had at the time. Nevertheless, she started hear-
ing voices again soon after interrupting the treatment, report-
ing that “the voices never really stopped after that.”

Once she had finished her master’s degree in physics, she start-
ed her doctoral studies and moved to Germany for almost 2
years. During this time, the patient continued her restrictive
dieting and subsequently added excessive exercising, report-
ing that “l walked for 10 to 15 km per day, and | was also go-
ing out for a run.” After her return from Germany, she went
to see a psychotherapist for 10 sessions and denies receiving
any other treatment for her auditory hallucinations.

For our patient, we did not identify any family member with a
diagnosis of an eating disorder or psychotic disorder. Her body
weight was 39.4 kg, height was 1.61 m, and she had a body
mass index (BMI) of 15.1 kg/m2. On physical examination, the
following were observed: dry skin, lanugo, brittle hair and nails,
muscle wasting and weakness, paraspinal muscle contracture,
lumbar spine pain, tender epigastrium, constipation, secondary
amenorrhea (for almost 9 months), and a slowed, painful walk.

Blood investigations, which included a renal profile, liver func-
tion test, thyroid profile, and serum follicle-stimulating hor-
mone (FSH), luteinizing hormone (LH), and parathormone
(PTH) tests, were within normal limits. Prolactin and serum
cortisol (8 AM) values were high. The 25-hydroxy vitamin D
test showed low values. A lumbar nuclear magnetic resonance
examination showed diffuse demineralization of the bone
marrow with subsidence of the upper plateaus of the verte-
bral bodies, with their reduction in height by up to 20%, and
sacral edema. The patient’s case was managed with help of
other disciplines, including Internal Medicine, Endocrinology,
Neurology, and Neurosurgery.

The psychometric evaluation revealed a score of 77/181 points
on the Positive and Negative Syndrome scale, with 21 points
in the positive subscale, 21 points in the negative subscale,
and 35 points in the general psychopathology subscale. The
screening SCOFF questionnaire, which explores the possibili-
ty of whether someone might be experiencing an eating dis-
order, revealed 4 positive answers of 5.
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At the time of hospitalization, the patient was slightly rest-
less and admitted, “I hear voices telling me what to do and
it bothers me terribly. | always argue with them. Yes, | speak
alone in the house and | broke all my glasses and plates just
to silence the voices.” During the psychiatric interview, the
patient showed a certain degree of suspicion, stating, “I am
still not convinced that it’s just me who can hear the voices.
For example, if | receive the order to go for a run in the park
and | see more people running, | am thinking that they also
received the same order from the same voices. Somehow the
same information was transmitted to all of us through tele-
vision or radio. [...] Or for example, the last time they told me
not to eat bread, so | haven’t eaten bread for 2 months now.
| am still thinking that maybe they did some kind of experi-
ment on us while | was studying in France, but | have to read
some more because | am not sure.” The auditory hallucina-
tions were voices of unknown males and females, and the pa-
tient affirms that the voices never said that the food is poi-
soned, nor does C.S. have any beliefs of that sort.

The patient was prescribed olanzapine 15 mg daily, aripiprazole
10 mg daily (only for a couple of months), and zolpidem 10 mg
daily and was referred for psychotherapy. She refused to go to
psychotherapy justifying that “l have been before and the ther-
apist kept asking me different things about my childhood, and
especially about my father, and | didn’t like that.” Even though
CS. was talking a lot about her past, she started being suspicious
when asked to provide more information about her relationship
with her father. In addition to the psychiatric treatment, an en-
docrinologist prescribed calcium 1 g daily, vitamin D3 1000 Ul
daily, alpha D3 0.5 pg twice a day, and fosavance 1 tablet/week.

At her last visit, C.S. said that she is still hearing voices “but
not so often. They don’t tell me what to eat anymore; it is just
job-related stuff and | still think that | can hear things that
everybody can hear.” She has put on some weight (around 2
kg) and admits, “Now | think of myself as being fat.” Her psy-
chiatrist decided to reduce the olanzapine to 10 mg daily and
add risperidone 2 mg daily to the treatment plan. The patient
admitted that she now eats only a little bit more than she did
before starting treatment and that she cannot exercise any-
more because of the pain in the lumbar spine.

Discussion

A Perspective on the Cause

The 2 disorders, anorexia nervosa and schizophrenia, despite
their differences in etiology, pathogenesis, symptoms, course,
and prognosis, can manifest in the same patient, either in
a sequential or comorbid manner. The incidence of anorex-
ia nervosa in the general population is estimated at 0.3% to

This work is licensed under Creative Common Attribution-
NonCommercial-NoDerivatives 4.0 International (CC BY-NC-ND 4.0)

€933759-4

Crisan C. et al:
Anorexia nervosa and schizophrenia
© Am J Case Rep, 2022; 23: 933759

1%, with a predominance in young women, as in the patient
from our case [17,18].

Some studies identified a genetic predisposition for anorexia
nervosa, which was not the case for our patient, who denies
having eating or psychotic disorders in the family [19]. Other
research described these patients’ families as perfectionist,
highly-critical, sensitive, and controlling [20]. Regarding our
patient, the relationship with her father was described fol-
lowing the studies we mentioned earlier; moreover, the on-
set of the anorexia started as a result of a number of general
triggers, such as puberty, conflicts with a family member, and
being criticized about her weight, in such a way that anorexic
behavior became a mechanism manifested to deal with a sit-
uation of discomfort rather than confronting it. Another study
reported that the evolution of eating disorders could be de-
termined by different environmental factors that can also be
involved in the onset of schizophrenia [21].

Two Serious Diagnoses in 1 Patient

In our patient’s case, anorexia preceded the psychotic symp-
toms by almost 7 years, when firstly, the patient’s behavior
started at the age of 14. Therefore, we can easily highlight
the criteria that sustained the diagnosis of anorexia nervo-
sa: she was skipping meals, restricting food intake, walking
or running to lose weight, and was preoccupied with the fact
that she might gain weight. Furthermore, she had a low BMI
and experienced secondary amenorrhea 2 times (at the ages
of 35 and 43 years). When describing a patient with anorex-
ia nervosa, the overvalued ideas of gaining weight are high-
lighted by a specific behavior, like the restriction of calorie in-
take (such as a restrictive diet), thorough calculations of the
amount of calorie intake, and exhausting physical exercis-
es. There are instances in which the content of these beliefs
is so bizarre that they appear psychotic to individuals out-
side the group that endorses them. Regarding the aspect of
eating behaviors, although many people in Western cultures
have a strong belief that being thin is a healthy and desirable
outcome, for some individuals, these ideas become overval-
ued to the point where they can develop a diagnosable eat-
ing disorder, such as anorexia nervosa [13]. Jaspers empha-
sized that overvalued ideas are isolated notions that develop
comprehensibly out of a given personality and situation [13],
and more recent studies proved that the presence of overval-
ued ideas is usually associated with an abnormal personality
structure. Regarding anorexia nervosa, Kay and Leigh found
pathological personality in 75% of cases [9]. From a dimen-
sional standpoint, traits most often associated with the dis-
order are immaturity, dependency, and hypochondriasis [25].

Compulsive exercising is represented by any form of phys-
ical activity, which the patient cannot stop despite adverse
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consequences on health status [26,27]. Generally speaking, for
the average person, these activities are unplanned and usually
come spontaneously, giving feelings of happiness and joy, but
for patients with anorexia, these exercises are carefully planned.
An explanation for this behavior could have its origin in ancient
times, like an evolutionary adaptation, when even though the
body lost weight, people were still able to search for food but
in wider areas [28]. Studies that focused on the over-exercising
behavior in patients with anorexia found an important emotion-
al involvement attached to it; over the long course, longitudi-
nal research identified over-exercising behavior to be the last
symptom to resolve and also found that it is often associated
with a continual evolution, prolonged hospital admissions, and
earlier relapse rates [29,30]. Regarding our patient, she was get-
ting off public transport and walking for long distances and af-
ter that, would go running. Other activities that these patients
usually adopt are swimming, cycling, standing for longer peri-
ods than is required, pacing all the time, even when they are
working or discussing, and going up and down the stairs more
times than is needed [31,32]. Many hours of this physical rou-
tine could lead to joint problems, osteopenia, and osteoporo-
sis caused by malnutrition and endocrine abnormalities, all of
which were present in our patient, and we could have expect-
ed her to have bone fractures if we did not intervene [33,34].

Studies have described other behaviors used by these patients
to lose weight, such as smoking, chewing gum, and drinking
water to reduce food intake, avoiding any kind of treatment
that can lead to weight gain, using excessive doses of laxa-
tives, inducing vomiting, and exposing their bodies to cold
temperatures to start shivering, consume energy, and burn
more calories [33].

As we described, our patient fulfilled the criteria for an eating
disorder from the age of 15 to 22 years, and then she devel-
oped a psychotic break followed by a diagnosis of schizophrenia
from age 22 to 44. We can assume there was a time in which
anorexia preceded the psychotic symptoms, but also a time in
which it coexisted with the prodromal period, and eventually
the patient was diagnosed with anorexia nervosa and schizo-
phrenia by examining the cognitive driver of her behavior. A to-
tal of 1% to 4% of patients diagnosed with schizophrenia expe-
rience symptoms of anorexia nervosa throughout their illness,
and the rate of psychotic symptoms occurring in the context
of primary eating disorders varies across studies, estimated at
0% to 13% [22,23]. From a temporal standpoint, symptoms of
anorexia can precede psychosis, manifest in the active phase
of psychosis, or, less commonly, manifest during the residual
phase of the illness [24]. In other cases, psychotic symptoms
arise in the context of a documented primary eating disorder.

As a particular aspect of our case, we must mention the influ-
ence of the patient’s schizophrenic symptoms on her anorexic
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behavior, such as voices that ordered what exercises were need-
ed to be done and what food should be avoided, but our patient
never had the delusions of food being poisoned. Furthermore,
the diagnosis of schizophrenia can be sustained by the symp-
toms of imperative auditory hallucinations, paranoid beliefs,
and odd behavior. Also, it is important to mention that our pa-
tient denied ever seeing any parts of her body as different or
fat and she did not have any other specific behaviors for los-
ing weight beside over-exercising and restrictive eating. All
of these aspects are indicative of a diagnosis of schizophre-
nia. The challenge of this case remains in the difficulty of dif-
ferentiating the extreme preoccupation with weight from the
extreme overvalued beliefs and food restriction from the odd
behavior as a result of command hallucinations.

Unfortunately, to date, there is no approved pharmacological
treatment for anorexia nervosa. Olanzapine has been linked
to important body weight gain, and Bissada et al showed in
their study that this drug could be used in anorexia nervosa.
Moreover, the same study also observed that the obsessive
symptoms in anorexia decreased with olanzapine, making this
drug an even better option for patients with this mental disor-
der [35]. As we stated in our case report, our patient received
15 mg of olanzapine for the auditory hallucinations as well as
for weight restoration. Considering her high prolactin level, she
also received 10 mg of aripiprazole for a couple of months.
However, Attya et al showed that the effect of olanzapine on
weight gain and other effects (such as the metabolic effect
or sedation) were modest compared with the placebo group.
Furthermore, unlike Bissada et al, Attya et al concluded that
the benefits of olanzapine on the psychological aspects of an-
orexia nervosa, such as the overvalued ideas of gaining weight,
were also lacking [36]. In 2 different studies, second-genera-
tion antipsychotics showed no efficacy for BMI or related out-
comes in patients with anorexia nervosa [37,38]. Considering
the result of these studies and the atypical weight-inducing ef-
fects of antipsychotics, an important question has been raised:
Can patients with anorexia nervosa physiologically or behav-
jorally “resist” this effect of antipsychotics?

Schizophrenia remains the most challenging mental disorder
of the psychotic spectrum, and anorexia nervosa is a serious,
life-threatening illness that can require immediate admission
and medical care.

An initial assessment of somatic risk should also consider the
patient’s wishes, with treatment in a secondary care outpa-
tient facility or in a day or inpatient service setting, applying
nutritional interventions and psychological therapy; however,
there is no global consensus in terms of the type of approach
of psychotherapy. There are major differences relating to an
agreement regarding the intensity or extent of how long the
therapy should be. Pharmacological treatment in anorexia
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nervosa has the effect of supporting all the psychological in-
terventions rather than being the first-line treatment, but
this is not the case when treating schizophrenia. Also, many
patients with a diagnosis of schizophrenia lose the ability to
make decisions related to their own health or safety, and in
this worst-case scenario, involuntary admission could be re-
quired. When these 2 are combined, we can assume that the
treatment management plan is even more difficult to handle.
Referring to the clinical management of schizophrenia, this im-
plies using different drug classes, which are associated with
treatment-related adverse events. Some of the most common
adverse effects induced by antipsychotics are represented by
extrapyramidal symptoms, such as acute dystonia, akathisia,
QTC prolongation, orthostatic hypotension, and hyperprolac-
tinemia, and some studies suggest even cognitive impairment
can be related to the long-term administration of antipsychot-
ics. All of these adverse effects were also described as medical
consequences of anorexia nervosa, and some research point-
ed out brain volume deficits as an irreversible complication in
adolescents with anorexia nervosa. Putting all of this informa-
tion together, it is clear that the treatment management plan
for our patient needed to be carefully planned and conducted.

Making a Diagnostic According to the New ICD-11
Classification

The new version of ICD-11 reorganized the chapter “Feeding
and eating disorders”, paying more attention to a higher clin-
ical utility, despite the cultural region. To attribute the disor-
ders to this chapter, there is a need to exclude developmental
conditions, different cultural beliefs, and other health prob-
lems that could better explain the present symptoms. Thus,
syndromes consisting of abnormal eating patterns in associa-
tion with fear of gaining weight, body image, and uncommon
feeding behaviors that combine restricted food intake, eat-
ing non-edible substances, or voluntary regurgitation of what
has been eaten, have been encompassed within 1 diagnos-
tic block, “Feeding and eating disorders”. [39]. In this chap-
ter, a new diagnosis called “avoidant-restrictive food intake
disorder” appears, defined by deficiencies regarding both the
quantity and the variety of the food ingested, which leads to
weight loss caused by an inadequate energy supply. However,
this syndrome is not characterized by persistent preoccupa-
tions with body weight [40]. In our case, the patient had a se-
vere restriction in food intake, but this would not be the right
diagnosis because she also had an associated fear of gaining
weight. A more proper diagnosis would be anorexia nervosa,
characterized by its major features, which maintain their sta-
tus as diagnostic criteria in the new ICD-11. Since there are
cases in which anorexia nervosa should be diagnosed in pa-
tients with a BMI higher than the 18.5 kg/m? threshold used
to define low body weight, it is advisable for this measurement
to be regarded as a general reference as opposed to a strict
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exclusion criterion. The new diagnostic criteria also allow cod-
ing for a severity specifier, suggesting that the amount of de-
viation from the normal body weight correlates with a higher
mortality risk or a poorer outcome. In our case, the specifier
would classify the patient in the significantly low body weight
group, in correlation with a BMI between 18.5 and 14.0 kg/m?,
and not in the dangerously low body weight group defined by
a BMI under 14.0 kg/m?. Furthermore, ICD-11 underlines the
importance of the behavioral aspects of the disease, such as
restrictive eating or elimination patterns (our patient present-
ed the restricting pattern), that are related to weight loss, un-
like the DSM-5. Although physical symptoms such as dysregu-
lation of the menstrual cycle with secondary amenorrhea and
loss of bone density are obvious consequences of the eating
behavior, neither diagnostic system requires their presence as
main diagnostic criteria for anorexia nervosa. For both classifi-
cation systems, the need for a modified normal behavior per-
taining to food intake is mandatory, but the subjective fear of
weight gain is not considered a required criterion. Also, nei-
ther system requires the mandatory presence of a reported
fear of gaining weight, but there is the need for a modified
normal behavior [41].

In the field of psychotic disorders in the new version ICD-11, the
name of the previous section entitled “Schizophrenia, schizo-
typal and delusional disorders” was changed to “Schizophrenia
or other primary psychotic disorders”. The word “primary” in
the new title is meant to indicate that psychotic elements
need to be considered as core features for these disorders, in
contrast to other mental disorders that may have associated
psychotic symptoms but occur as a result of different psycho-
pathological mechanisms [42]. For diagnosing schizophrenia
according to the ICD-11, the importance given to the first-rank
Schneider symptoms is abandoned, although they remain un-
changed and are considered of the same importance as the
rest of the positive symptoms [43]. An innovation brought by
ICD-11 is the introduction in the description of the disorder of
cognitive deficits as characteristic symptoms of schizophrenia
[44]. Our patient presented at least 1 core symptom of delu-
sions, hallucinations, and experiences of influence, according
to ICD-11. Also, as an alternative to subtypes, the course qual-
ifiers classified our patient as a multiple-episode case and cur-
rently symptomatic. She had symptom qualifiers of positive
symptoms that were rated as severe. Similar for both classi-
fication systems, ICD-11 and DSM-5, the schizophrenia sub-
types were omitted because of their longitudinal instability
and lack of prognostic validity [45].

Although several theories have been proposed, the body of
knowledge accumulated so far does not offer a clear answer
regarding a probable relationship between anorexia nervo-
sa and schizophrenia. In a recent article, Seeman discusses
7 hypotheses that explain certain aspects of the comorbidity
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between the 2 disorders but fails to shed light on others, which
points to the complexity of the problem [46]. Other authors
have argued that anorexia nervosa could be viewed as a psy-
chotic disorder. The level of insight preserved in patients with
anorexia nervosa determines the severity of the disturbanc-
es in thought content, ideas related to weight and body im-
age, which range from obsessions to overvalued ideas to de-
lusions. Thus, axial symptoms of anorexia nervosa could be
linked to psychosis through the body image distortions that
arise as a result of delusional thinking [47].

Conclusions

The newest version of the ICD-11 is intended as a substan-
tial improvement of the previous ICD-10, making it easier to
establish a diagnosis by providing descriptors for severity or
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course evolution and by amplifying the role of different fac-
tors that can influence the mental state, as a step forward for
global medicine. In our case, the most challenging aspect was
to understand and determine the form and content of the pa-
tient’s beliefs and not necessarily to establish an adequate di-
agnosis because of the comorbid disease process that includ-
ed similar content, such as the refusal to eat. Clinicians should
be aware that the form and content of beliefs are critical to
analyze with the proper definitions to separate delusional be-
liefs from passionately held beliefs with an intense emotional
commitment, such as overvalued ideas.
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