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Lessons Learned at the Interface of 
Medicine and Psychiatry 
The Psychiatric Consultation Service at 
Massachusetts General Hospital sees medical and 
surgical inpatients with comorbid psychiatric 
symptoms and conditions. During their twice-weekly 
rounds, Dr Stern and other members of the Consultation 
Service discuss diagnosis and management of 
hospitalized patients with complex medical or surgical 
problems who also demonstrate psychiatric symptoms 
or conditions. These discussions have given rise to 
rounds reports that will prove useful for clinicians 
practicing at the interface of medicine and psychiatry. 
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H ave you ever encountered a patient with bodily 
symptoms who was not reassured by a 
comprehensive examination and medical 

workup? Have you been uncertain about whether the 
cause of such symptoms was neurologic, psychiatric, or 
neuropsychiatric? Have you wondered when and how 
best to evaluate such symptoms? Have you been 
perplexed by how to treat such an individual over the 
short and long terms? If you have, then the following 
case vignette and discussion should prove useful. 

CASE VIGNETTE 

Mr A, a 60-year-old man with hypertension, 
hypothyroidism, and a history of prostate cancer, was in 
his usual state of health until the past few months when 
his brother, mother, and father all passed away, and 
he underwent a prostatectomy for prostate cancer. 

At his baseline, Mr A was mild-mannered, affable, and 
outgoing. However, he developed racing and ruminative 
thoughts at night and had been focusing on death (eg, 

thinking that he was of more value being dead than alive). 
He became preoccupied with his heart rate and blood 
pressure, believing that he had a serious health problem that 
would take his life. After an episode of fecal incontinence, he 
started to worry that he was contaminating everything 
around him. He lost 15 lb and felt “constantly tense.” He 
worried that he had “failed at life” and that he was headed to 
“financial ruin” (although there was no evidence of this). He 
said the only deterrent to taking his life was being “chicken.” 
Mirtazapine was started and titrated to 30 mg/d; however, 
he thought it impaired his concentration and made him feel 
as though he was “in a fog”; therefore, mirtazapine was 
discontinued. Citalopram was then titrated to 40 mg/d; it 
reduced his depressed mood and his libido. Bupropion 
100 mg/d was added to counter citalopram-related sexual 
side effects. It was discontinued, as it made him feel worse. 

Mr A’s fear of having a serious and yet undiagnosed 
illness escalated over the next month. He believed that his 
kidneys had “shut down” despite having a normal creatinine 
level (0.80; normal range, 0.7–1.3 mg/dL). He was 
concerned about “dying from toxemia.” Since he was 
convinced that his “digestive tract was packed,” he refused 
to eat or drink. 

On mental status examination, he had poor eye contact, 
an exasperated facial expression, and he sighed frequently. 
His abdominal examination and bowel x-rays were 
unremarkable. He said that the only thing that would 
convince him that his intestines were not impacted was if his 
intestines were surgically opened so that he could see inside. 
When he was told that his constipation was due to his lack 
of oral intake, he countered, “I know that this is the theory.” 

Initially, Mr A refused to take medications, saying 
that they will “stay at the top” due to his obstructed 
bowels. When asked about alternatives to medications 
he said, “You mean electric shock? No way.” 

DISCUSSION 

What Are Somatic Delusions? 
People with somatic delusions are convinced that 

there is something medically, physically, or biologically 

Scan 
Now Cite and Share this article at Psychiatrist.com 

Prim Care Companion CNS Disord 2025;27(5):25f03990 | Psychiatrist.com 1 

Posting of this PDF is not permitted. | For reprints or permissions, contact 
permissions@psychiatrist.com. | © 2025 Physicians Postgraduate Press, Inc. 

https://www.psychiatrist.com/pcc
https://www.psychiatrist.com/pcc
https://www.psychiatrist.com
https://www.psychiatrist.com/pcc
https://www.psychiatrist.com
mailto:permissions@psychiatrist.com


wrong with part or all of their body (internally or 
externally), without having any evidence to support such a 
viewpoint.1 Somatizing (ie, the tendency to experience and 
express psychological distress as physical symptoms) 
becomes delusional when the belief is bizarre within their 
cultural context, and the belief is held with absolute certainty 
despite evidence of the contrary.2 For example, an 
individual who somatizes may experience stomach pain, 
become fixated on their symptoms, and believe something is 
wrong despite testing that fails to show abnormalities. A 
person with a somatic delusion may believe that bugs are 
eating their insides; normal test results fail to change their 
belief. Somatizing, as a component of mental illness, is 
associated with a lower quality of life and overall health and 
a greater risk for suicide.1 Somatic preoccupations impact 
clinical outcomes, their treatment can be difficult, and 
there are no clearly effective practice guidelines for them. 

What Questions Would Be Helpful to Ask a 
Patient Who Reports Somatic Delusions? 

Interviewing patients about somatic delusions can be 
difficult and at times lead to a negative reaction from 
the patient. Even providing reassurance often conflicts 
with their experience and can elicit anger rather than 
appreciation. With that in mind, it is helpful to have some 
questions that can help gather information needed for a 
diagnosis. Table 1 includes suggestions of questions that 
could be asked about somatic delusions. 

How Do Overvalued Ideas Differ 
From Delusions? 

The concept of the overvalued idea was proposed by 
Carl Wernicke over 100 years ago as a solitary belief that 
can be considered as justified in the context of a person’s 

life history and personality, which goes on to determine 
an individual’s actions to a high degree.2 The disturbance 
in functioning and the subjective suffering it causes in 
the patient or in others give these types of ideas the 
qualifier of being overvalued.2 

A delusion is a false idea or belief that the patient 
holds with an extraordinarily high degree of conviction, 
and that is incongruent with the patient’s social, cultural, 
and educational background.2 Some delusions appear 
spontaneously (ie, they are primary), while others are 
brought on by a specific setting, a perception, or a 
memory (ie, they are secondary). Contrary to the 
incomprehensibility that characterizes primary delusions, 
secondary delusions appear understandable in the 
context of other abnormal phenomena (eg, an abnormal 
mood, abnormal perception, or a primary abnormal 
belief). 

Overvalued ideas develop from assumptions and 
beliefs that are shared by other members of the same 
culture, while delusions are false ideas unique to their 
possessor.2 Compared to the phenomenology of 
secondary delusions, prior abnormal phenomenon cannot 
explain the presence of an overvalued idea. When 
differentiating between an overvalued idea and an 
obsession (which is often ego dystonic, ie, causes distress 
and discomfort), it should be noted that although both 
types of phenomena may dominate mental activity, the 
patient does not try to fight an overvalued idea but instead 
enjoys, amplifies, and defends it, resulting in the idea 
becoming more resistant to challenge as well as to 
treatment.2 

What Conditions Involve 
Somatic Delusions? 

Somatic delusions are not limited to a single 
psychiatric diagnosis; rather, they represent a subtype 
of delusional thinking that can occur across a range of 
conditions and can manifest in various ways. Somatic 
delusions are observed in schizophrenia spectrum 
and related disorders (eg, delusional disorder, 
monosymptomatic hypochondriacal psychosis, 
schizophrenia, and schizoaffective disorder), obsessive- 
compulsive disorder (OCD) and related disorders (eg, 
body dysmorphic disorder [BDD]), bipolar and related 
disorders (eg, psychosis occurring during manic or 
depressive episodes of bipolar disorder), depressive 
disorders (eg, psychosis in the context of unipolar 
depression), substance-induced psychosis, and psychosis 
secondary to medical conditions (eg, encephalopathy or 
delirium). 

Schizophrenia Spectrum and 
Related Disorders 

Schizophrenia and schizoaffective disorders are 
characterized by disturbances in 1 or more of the 
following domains (Criterion A of schizophrenia in the 

Clinical Points 
• Somatic delusions are not limited to a single psychiatric 

diagnosis; rather, they represent a subtype of delusional 
thinking that can occur across a range of conditions and 
can manifest in various ways. 

• Somatic delusions are observed in schizophrenia spectrum 
and related disorders, obsessive-compulsive and related 
disorders, bipolar and related disorders, depressive 
disorders, substance-induced psychosis, psychosis 
secondary to medical conditions, and dementia. 

• An acute onset of symptoms suggests medication toxicity, 
recreational substance use, or a primary medical condition; 
new somatic delusions may also occur in the setting of 
decompensation of an existing psychiatric illness. 

• Chronic somatic delusions require a more nuanced 
diagnostic approach, beginning with the consideration of 
schizophrenia or schizoaffective disorder. 

• Management of somatic delusions involves a multimodal 
treatment approach incorporating pharmacotherapy, 
somatic treatments, and psychotherapy. 
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DSM-5-TR): delusions, hallucinations, disorganized 
thought, disorganized behavior, and negative 
symptoms. Both schizophrenia and schizoaffective 
disorders may exhibit somatic delusions, although 
they are observed less often than other types 
of delusions (eg, persecutory, paranoid, and 
erotomanic).1,3 In a study of patients with first-episode 
psychosis, 18% were found to have somatic delusions.3 

These delusions may be classified as bizarre or 
nonbizarre, with bizarre somatic delusions (eg, the 
belief that an alien implanted a microchip in one’s 
brain) being more typical in primary psychotic 
disorders. Delusional pregnancy, in which individuals 
falsely believe that they are pregnant despite having 
no objective signs of pregnancy, is most commonly 
reported in patients with schizophrenia, although it 
may be seen in mood disorders.4 

Delusional disorder is characterized by the presence 
of 1 or more delusions for at least 1 month without 
meeting criteria for schizophrenia.5 The somatic subtype 
accounts for approximately 5% of cases, with a lifetime 
prevalence of about 0.2% in the general population.6 

Somatic delusions observed in delusional disorder 
commonly include the belief that an individual is 
infested with insects, parasites, or other foreign bodies; 
has an internal parasite; or that certain parts of the 
body are deformed, nonfunctional, or diseased.7 

Delusional parasitosis is one such manifestation, 
characterized by a fixed belief of being infested with 
insects or parasites, often accompanied by tactile 
hallucinations.8 Morgellons disease, a subtype 
of delusional infestation, involves the belief that 
fibers or filaments are emerging from the skin.9 

Monosymptomatic hypochondriacal psychosis (a term 
first used in the 1970s) was added to the DSM-IV as 
delusional disorder, somatic type10; it remains a 
subset of delusional disorder in the DSM-5-TR.5 This 
condition involves the delusional belief of having a 
physical deformity or medical illness.11 

OCD and Related Disorders 
BDD, formerly termed dysmorphophobia, is 

characterized by a preoccupation with perceived flaws in 
physical appearance that are unnoticeable or slight to 
others. Individuals with BDD may obsess or perform 
repetitive behaviors related to these concerns (eg, mirror 
checking, grooming, comparing appearance) that leads 
to functional impairment; their level of insight may be 
good, absent, or delusional. Patients should not be given 
an additional diagnosis of delusional disorder unless 
their beliefs exceed what is typical for someone with 
BDD (ie, someone with known BDD believes they are 
being poisoned).5 

In cases in which insight is absent, the belief in 
having a bodily defect is held with delusional intensity. 
Olfactory reference syndrome (ORS) is considered when 
individuals are preoccupied with the belief that they are 
emitting a foul or offensive body odor. The DSM-5-TR5 

classifies ORS as OCD, like jikoshu-kyofu, a condition 
observed in people from Japan who are preoccupied 
with the fear of having offensive body odor.12 

Mood Disorders (Bipolar and Related 
Disorders, Depressive Disorders) 

Somatic delusions may arise within the context of a 
mood disorder, particularly when psychotic features are 
present. In major depressive disorder (MDD) with 
psychotic features, delusions often align with depressive 
themes. For example, an individual may develop Cotard’s 
syndrome, a nihilistic somatic delusion characterized by 
beliefs that the body is decomposing, organs are missing, 
or that one is dead. Often, these mood-congruent 
delusions occur when someone has a psychotic 
depression, but the condition may occur broadly in 
primary psychotic illnesses or along with a primary 
medical condition.13 Similarly, bipolar disorder can 
present with psychotic features during manic or 
depressive episodes. Although less common 
than mood-congruent delusions, somatic delusions 
may occur.14 

Substance-Induced Psychosis 
Although there is limited literature directly linking 

somatic delusions specifically to recreational or medicinal 
substances, a range of pharmacologic agents can induce 
psychosis, including somatic delusions. Psychosis has 
been reported in the setting of either intoxication or 
withdrawal from nearly all recreational substances 
(including alcohol, amphetamines, cannabis, cocaine, 
hallucinogens, inhalants, opioids, PCP [phencyclidine], 
sedative-hypnotics, and synthetic cannabis).15 

Lorazepam, prescribed to manage anxiety associated 
with psychosis and agitation, can be deliriogenic, which 
may exacerbate psychotic symptoms in vulnerable 
individuals. Delusional parasitosis has been particularly 
associated with stimulant use (eg, methamphetamines, 

Table 1. 
Examples of Interview Questions for a Patient 
With Somatic Delusions 
“Can you describe what you believe is happening with your body?” 

“How long have you been having these thoughts? Are they constant or 
intermittent?” 

“Where did this idea come from? What makes you believe this?” 

“Do you think others can see or sense this? Who are they and why might this be 
happening?” 

“How does this affect your daily life (ie, social and occupational functioning)?” 

“Have you tried to address this (eg, treatment)?” 

“Are the thoughts intrusive, and how do you feel about them?” 

“Does anyone else you know have similar experiences? Who are they?” 
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cocaine), alcohol withdrawal, and iatrogenic side 
effects (eg, from antibiotics [such as ketoconazole, 
ciprofloxacin], topiramate, amantadine, or steroids).8 

Many prescribed medications can induce psychosis, 
although steroids, antiepileptics, antimalarials, and 
antiretrovirals are the most reported agents.16 

Psychosis Due to Medical Conditions 
A variety of medical conditions can induce psychosis 

(eg, with delirium or encephalopathy), sometimes 
accompanied by somatic delusions. A thorough medical 
evaluation is warranted when psychosis presents acutely, 
especially among children, older adults, or individuals 
without a psychiatric history. Underlying etiologies 
include metabolic disturbances, temporal lobe epilepsy, 
Huntington disease, multiple sclerosis, autoimmune 
encephalitis, autoimmune disorders, neurocognitive 
disorders, and Parkinson disease with psychosis.17 

Infectious diseases (eg, tuberculosis, leprosy, syphilis, 
HIV infection) have been linked to delusional 
parasitosis.8 

How Can Conditions That Involve 
Somatic Delusions Be Distinguished 
From One Another? 

Distinguishing between conditions that involve 
somatic delusions begins with a thorough clinical history. 
The onset and nature of the symptoms are critical in 
guiding differential diagnosis. As somatic delusions are a 
less common manifestation of primary psychotic illnesses, 
it is important to generate a thorough differential. Acute 
onset of symptoms may suggest medication toxicity, 
recreational substance use, or a primary medical 
condition. In such cases, symptoms typically resolve 
after discontinuing the offending substance or treating 
the underlying medical issue. New somatic delusions 
may also occur in the setting of decompensation of an 
existing psychiatric illness (eg, a mood episode in MDD 
or bipolar affective disorder, psychosis in schizophrenia 
or schizoaffective disorder), so optimization of 
pharmacologic treatment of known psychiatric 
conditions is necessary. 

Chronic somatic delusions require a more nuanced 
diagnostic approach, beginning with the consideration 
of schizophrenia or schizoaffective disorder (Table 2). 
If the individual with somatic delusions does not meet 
Criterion A (2 or more of the following: delusions, 
hallucinations, disorganized speech, disorganized 
behavior, or negative symptoms), the next consideration 
is delusional disorder, somatic type. Importantly, 
individuals with a delusional disorder typically maintain 
relatively intact functioning compared to those with 
schizophrenia or schizoaffective disorder, with neither 
their behavior nor the delusion itself appearing bizarre 
or odd. This high level of functioning can sometimes 
mask the severity of the condition. Rates of suicidality in 

individuals with delusional disorder are high, with some 
studies reporting a prevalence of up to 21%.18 Classical 
manifestations of delusional disorder include Ekbom 
syndrome or Morgellons disease, which can aid in 
diagnosis. 

When somatic delusions focus on perceived bodily 
flaws, BDD with absent insight and monosymptomatic 
hypochondriacal psychosis should be considered. The 
key distinction between these illnesses lies in the nature 
of the preoccupation: BDD revolves around physical 
appearance or attractiveness, while monosymptomatic 
hypochondriacal psychosis (ie, delusional disorder) 
often involves bodily functions or illness concerns. 
Moreover, BDD is on the obsessive-compulsive 
spectrum, and this preoccupation is often accompanied 
by compulsive behaviors. Culturally bound subtypes of 
BDD also exist, such as shubo-kyofu (fear of having a 
bodily deformity), koro syndrome (worries that the 
penis, vulva, or nipples will recede into the body causing 
death), and jikoshu-kyofu (fear of having an offensive 
body odor).5(p295) 

Several conditions involve somatic symptoms 
without delusions, but they still warrant consideration 
in the differential. Somatic symptom disorder is 
characterized by the presence of multiple distressing 
somatic symptoms that significantly disrupt daily 
life. Illness anxiety disorder (IAD), formerly 
hypochondriasis, is marked by preoccupation with 
having, or acquiring, a serious illness, despite the 
absence of significant physical symptoms. Unlike 
delusional disorder (ie, monosymptomatic 
hypochondriacal psychosis), the individual with somatic 
symptom disorder or illness anxiety disorder may not 
firmly believe their symptoms are indicative of a serious 
illness, although they may worry excessively about their 
health and their experience of significant functional 
impairment. The patient with delusional disorder 
holds firmly to their belief, even in the setting of 
evidence to the contrary. Pseudocyesis, the belief of 
being pregnant that is associated with objective, 
observable signs and symptoms of pregnancy, is also a 
somatic symptom disorder. It must be distinguished 
from delusional pregnancy.4 Functional neurological 
symptom disorder (formerly conversion disorder) 
involves physical symptoms (eg, blindness, seizures) 
that are not explained by any medical condition. 
These symptoms are often thought to be related to 
psychological stress or trauma, though the patient 
may display a marked lack of concern for these 
symptoms termed la belle indifférence. In factitious 
disorder, the individual intentionally produces or 
feigns symptoms to take on the “sick role” for 
emotional gain. Diagnosis of factitious disorder 
requires evidence of deliberate deception, which can 
help differentiate it from other conditions with 
unintentional symptom presentations. 
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What Factors Predispose People to Develop 
Somatic Delusions? 

Table 3 provides factors that predispose people to 
develop somatic delusions (including psychiatric and 
neurological conditions19). 

Why Do Individuals With Dementing 
Illnesses Develop Somatic Delusions? 

Patients with dementing illnesses commonly develop 
delusions of different types, including somatic delusions 
(ie, fixed beliefs of physical symptoms for which organic 
causes are not discoverable).20,21 Many theories have been 
proposed about the etiologies of delusions in patients with 
dementing illnesses. In general, delusions could be (1) 
caused directly by underlying brain damage associated 
with the dementing illness, (2) due to patients attempting 
to understand their environment, (3) secondary to mood 
changes, or (4) be a coincidental diagnosis that is 
concurrent with but unrelated to the dementing illness.22 

While limbic dysfunction might play a key role in the 
formation of delusions, other factors shape the content 
and complexity of the delusional beliefs.23 In this 
context, preoccupation with normal bodily sensations 
and excessive concern over the meaning or source of these 
sensations or pain may contribute to the content of 
delusional beliefs becoming somatic.24 

Table 3. 
Factors That Predispose People to Develop 
Somatic Delusions 
Psychiatric comorbidities (eg, major depressive disorder, psychotic disorders) 

Substance use disorder and substance misuse 

Neurological conditions (eg, a high proportion of content-specific delusions such 
as somatic delusions result from lesions to the right frontal lobes)19 

Trauma and stress 

Genetic factors 

Personality traits (eg, high suspiciousness and mistrust) 

Table 2. 
Comparison of Conditions That Can Present With Somatic Delusions or Somatically Focused 
Preoccupations 
Diagnosis Psychosis present Core feature Distinguishing features 
Schizophrenia and schizoaffective 
disorder 

Yes First-rank Schneiderian symptoms; fulfills DSM-5-TR 
criterion A 

Characterized by at least 2 symptoms in Criterion A with 
delusions often bizarre in nature 

Delusional disorder, somatic type Yes Somatic delusions are intense and firmly held; they 
are usually ruled out quickly with imaging or 
laboratory testing 

May exhibit one of several classic forms, including 
olfactory reference syndrome, delusional parasitosis, 
and Morgellons syndrome; body-focused delusions are 
about function, not appearance 

Monosymptomatic hypochondriacal 
psychosis 

Yes Preoccupation with having a particular illness or 
lacking a functional part 

Somatic symptom disorder and illness anxiety disorder 
have significant components of anxiety with some 
mood incongruence; do not hold onto beliefs with 
delusional intensity 

Body dysmorphic disorder Possibly Preoccupation with perceived deficit or flaw; 
compulsive checking behaviors 

May or may not have insight. Focused on body 
attractiveness, not function as in monosymptomatic 
hypochondriacal psychosis or delusional disorder 

Major depressive disorder with 
psychotic features 

Yes Meets criteria for major depressive disorder with 
psychosis 

Somatic delusions occur in the context of depressive 
episodes 

Bipolar affective disorder Possibly Meets criteria for bipolar affective disorder, episodes 
of mania and/or major depression 

Somatic delusions occur in the context of manic 
episodes or depressive episodes 

Somatic symptom disorder No Significant anxiety revolves around somatic symptoms 
that affect daily life 

Delusions are not present; no compulsions or intrusive 
thoughts 

Illness anxiety disorder No Significant anxiety regarding potential illnesses or 
minor somatic symptoms 

Unlike in somatic symptom disorder, somatic 
symptoms are minor or not present; delusions not 
present 

Functional neurological disorder No Loss of function, usually of the limbs, without 
abnormal neurological findings 

In somatic symptom disorder, anxiety is usually present 
and distress experienced is much higher than in 
functional neurological disorder 

Factitious disorder No Presentations involve obtaining the sick role with 
evidence of self-induced or falsified symptoms 

Symptoms in somatic symptom disorder and illness 
anxiety disorder are not consciously self-induced, and 
patients suffer greatly when symptomatic 

Substance-induced psychosis Yes Acute onset psychotic symptoms related to toxicity or 
recreational or prescribed substances 

Temporally related to the onset of somatic delusions; 
resolve with cessation of offending agent 

Psychosis secondary to a primary 
medical condition 

Yes Acute onset of encephalopathy or delirium due to 
neurocognitive conditions, autoimmune disorders, 
metabolic derangements, etc 

Temporally related to the onset of somatic delusions; 
resolve with treating medical illness 
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How Can Somatic Delusions Be Managed? 
Treatment of somatic delusions may involve a 

multimodal treatment approach that incorporates 
pharmacotherapy, somatic treatments, and 
psychotherapy. Antipsychotics are often the first line of 
pharmacologic management. Pimozide, a first-generation 
antipsychotic, has shown efficacy in delusional 
parasitosis, a prototypical somatic delusion, although 
second-generation antipsychotics (eg, risperidone, 
olanzapine, aripiprazole) are now more commonly 
used due to better tolerability and comparable 
effectiveness.25–27 The choice of antipsychotic often 
depends on side effect profiles, patient comorbidities, 
and individual response. Antidepressants such as 
clomipramine have also proven efficacy, especially in 
patients who do not respond to antipsychotics.28 

In treatment-resistant cases, somatic interventions 
(eg, electroconvulsive therapy [ECT] and transcranial 
magnetic stimulation [TMS]) may be beneficial. ECT has 
demonstrated efficacy in patients with severe mood 
disorders with psychotic features, including somatic 
delusions, particularly when there is a high level of 
distress or functional impairment.5,29 TMS, while less 
established, has emerging evidence suggesting utility in 
modulating cortical regions implicated in somatic 
delusional processing, such as the temporoparietal 
junction.30 Additionally, ketamine, primarily known 
for its rapid-acting antidepressant effects, has shown 
preliminary evidence in reducing psychotic and 
somatic symptoms, particularly in depressive 
disorders.31 

Cognitive-behavioral therapy (CBT), particularly CBT 
for psychosis, can play a crucial adjunctive role. CBT 
targets maladaptive beliefs and cognitive distortions 
underlying the delusional content, helping patients 
reframe somatic misinterpretations and improve 
insight.32 Integrated treatment models that combine 
medication management with structured psychotherapy 
are associated with better outcomes and reduced relapse 
rates in patients with somatic delusions. 

How Can You Manage Seemingly 
Inappropriate Requests for Subspecialty 
Consultations and Testing From Patients 
With Somatic Delusions? 

Using an approach that emphasizes shared decision- 
making may be most helpful, rather than employing a 
paternalistic approach (in which the health care provider 
tells the patient what is best for them and what they 
should do). Such an approach can unearth the sources 
of distrust or paranoia that often impede conversations. 
One can look at the therapeutic options and offer a 
statement, eg, “Would you be willing to try this for a while 
so that we can see whether it is alleviating your distress 
and then we can review our options and see whether and 
what type of testing is necessary?” Using “we” and “our” 

pronouns facilitates the view that you are working 
together and helping to mitigate symptoms that are 
bothersome to them. 

Moreover, attempts to alleviate their distress about their 
symptoms (rather than the thoughts and beliefs that are 
viewed as psychotic by others) frequently resonate with 
patients. This may allow clinicians to initiate a brief trial of 
an antipsychotic to reduce distress and help them sleep. 

What Happened to Mr A? 
Mr A was admitted to an inpatient psychiatry unit for 

stabilization. A brain magnetic resonance imaging scan 
and thyroid-stimulating hormone, vitamin B12, vitamin 
D, complete blood cell count, urinalysis, and metabolic 
studies were unremarkable. The consensus (among the 
psychiatrists and neurologists who consulted on him) 
was that he was not suffering from a neurodegenerative 
disease. His Montreal Cognitive Assessment33 score was 
28/30. He was diagnosed with MDD with psychotic 
features and started on risperidone (the dose was 
increased from 1 mg to 3 mg over the course of a week). 
Risperidone appeared to contribute to hypotension and 
tachycardia (initially caused by his hypovolemia due to 
poor oral intake), and it was discontinued. Aripiprazole 
5 mg/d was started, and it reduced his delusional 
thoughts. However, he developed akathisia, which led to 
a dose reduction to 2 mg/d that eliminated akathisia. 
After a 2-week inpatient stay, his condition appeared 
to be resolving. His somatic delusions and fears of 
imminent bankruptcy disappeared. However, his social 
anxiety and withdrawn affect persisted. 

CONCLUSION 

We described the case of a man who developed 
somatic delusions in the context of multiple acute and 
chronic medical and psychiatric problems to illustrate 
the biopsychosocial complexity from which somatic 
delusions can arise. As demonstrated by our case, many 
etiologies can play a role in the pathogenesis of psychotic 
states. We reviewed the broad differential diagnosis of 
somatic delusions and described treatments that have 
been shown to improve or resolve delusional states and 
relieve patient suffering, likely by correction of 
neurochemical imbalances. 
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