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Abstract

Background: Abnormal bodily sensations, ‘cenesthesias’,
are frequently described psychopathological symptoms in
schizophrenia. ‘Cenesthopathic schizophrenia’ is included
but undefined within the category ‘other schizophrenia’
(F20.8) in the ICD-10 classification. Method: This narrative
review pursues the development of the concept of cenestho-
pathic schizophrenia, from its foundation in the late 18th
century to the present (phenomenology of cenesthesias). It
exploresits applicability and relevance as a diagnostic entity
in psychiatry today. The review is based on a critical reading
of papers identified through Medline (1951 to date), Psychin-
fo (1887 to date) and EMBASE (1974 to date) searches (using
subject headings: cenesthesias, cenesthopathy, cenestho-
pathic schizophrenia) as well as a hand-search of related ref-
erencesin selected papers. Results: Current knowledge sup-
ports the notion of a distinct subgroup of schizophrenia
patients with marked and dominating abnormal bodily sen-
sations. Conclusions: Further research is necessary to iden-
tify other characteristics of the subgroup, to clarify the neu-
robiological and psychological basis of the phenomena and
to determine as to whether the subgroup benefits from dis-

tinct treatment. Copyright © 2007 S. Karger AG, Basel

Introduction

Schizophrenia patients frequently present with a range
of different abnormal bodily sensations in prodromal,
acute and chronic phases of their illness; these sensations
sometimes phenomenologically dominate the clinical
picture. The question as to whether a distinct correspond-
ing subgroup of schizophrenia patients can be identified
has hence been discussed in literature ever since Bleuler
[1] first described the group of schizophrenias in 1911.

The concept of cenesthopathic schizophrenia appears
undefined in the ICD-10 [2], without having been identi-
tied in previous editions. It is not recognized as a diag-
nostic entity in the Diagnostic and Statistical Manual of
Mental Disorder, Fourth Edition [3], nor in any previous
edition.

Definitions of the Concepts of Cenesthesia and
Cenesthopathy

A psychiatric dictionary defines ‘cenesthesia’ or ‘cen-
aesthesis’ as, ‘the general sense of bodily existence (and
especially the general feeling of well-being or malaise)
presumably dependent on multiple stimuli coming from
various parts of the body, including sensations of internal
organ activity even though these are not necessarily on a
conscious level’ [4]. In psychiatric literature the term was
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mainly used to describe a range of difficult-to-describe
and presumably abnormal bodily sensations. ‘Cenesthop-
athy’ is described as ‘any localised distortion of body
awareness, such as the feeling that a hand has turned to
jelly; less commonly the term is used to refer to a feeling
of general physical ill-being’ [4]. Online searches reveal
similar definitions in various encyclopaedias (e.g. ‘ce-
nesthopathy: A general feeling of discomfort, unease, and
malaise not attributable to any particular part of the
body’).

Historical Perspective: From Philosophy to
Psychiatry

Unanimously, different authors traced the origin of
the word ‘coenesthesia’ to the doctoral thesis of a student
of Johann Christian Reil [5-8], and recognize that the
French equivalent was either ‘sensibilité générale’ or ‘ce-
nesthesie’, with the German equivalent being ‘Gemeinge-
tihl’. Thus, according to Starobinski [5], Reil proposed a
definition of cenesthesia as, ‘(the) means of which the
soul is informed of the state of its body, which occurs by
means of the nerves generally distributed throughout the
body’. Starobinski [5] asserted that, according to Aristo-
telian doctrine, the information provided by the external
senses reached the internal sense only after having been
unified by the ‘common sense’, which was equivalent to
the cenesthesic sense (Latin: sensorium commune, Greek:
koinon aistheterion). The cenesthetic sense was seen as
distinct from the five senses responsive to the environ-
ment. It was seen as a mediator between the external sen-
sory apparatus and the internal sense and also as the
common, integrative denominator for ‘Meinhaftigkeit’
(I-ness). Fuchs [6] regarded the introduction of the term
cenesthesia or ‘Gemeingefiihl’ as the philosophical at-
tempt to establish a counterpart to the Cartesian model
of a soul-less body.

Reil [8] described cenesthesia as the basis for instinc-
tive drives and desires, closely connected with primary
emotions; he already identified idiopathic disorders of
cenesthesia, which were described as bodily illusions, and
these ailments were characterized by a primary distur-
bance of bodily representations. Historically, this repre-
sented the inception of the recognition of cenesthopathic
states.

Starobinski [5] observed that the concept of cenesthe-
sia informed Sollier’s [9] interpretation of hysteria and
Seglas’ [according to Starobinski, 5] formulation of the
‘peripheral’ mechanism states of depersonalization and
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melancholic deliria state of negation. Thus, the phenom-
enological entity of cenesthesia seems to have been used
as a basis of developing an understanding of other phe-
nomenological entities.

The poet-psychiatrist von Feuchtersleben [10] believed
that cenesthesia played a principal role in dreaming, and
that dreaming was ‘the unconscious language of the ce-
nesthesis and the sensorium commune ... it very clearly
shows, to those who comprehend its meaning, the state
of the patient, though he himself is not aware of this’. This
notion of cenesthesia as a subliminal process has major
links with the Freudian theory of the unconscious.
Freud [11] said, ‘there can be no doubt that physical ce-
nesthesia ... is among the internal somatic stimuli which
can dictate the content of dreams ...” (p. 237). From a the-
ory of dreams Freud [11] furthermore developed a theory
of psychosis, in which he attributed importance to cenes-
thesia for the generation of the phenomena. Freud [11]
quoted Radstock saying ‘the majority of hallucinations
and illusions occur in the region of the senses of sight and
hearing and of cenesthesia. As in the case of dreams, the
sense of smell and taste provide the fewest elements’
(p. 90).

However, it was more than one hundred years after the
introduction of the terminology in France, with Dupre
and Camus [12], that the concept of disordered cenesthe-
sia became widely known as cenesthopathy. Already at
this time, a dichotomized distinction is noticeable be-
tween Dupre’s concept of non-organic aetiology and the
Russian and Scandinavian conceptualization of organic
states being important in the aetiology of cenesthopathic
states.

Phenomenology of Cenesthopathy

Cenesthopathy is a phenomenological entity that is
recognized in psychiatric parlance in the English litera-
ture, but due to the scant literature on the topic, it is in-
frequently recognized in psychiatric practice in this
country. Gelder et al. [13], in The Oxford Textbook of Psy-
chiatry, make a fleeting reference to the concept of ce-
nesthopathic states, yet in other standard texts, its exis-
tence is not acknowledged at all, and this includes all the
major American textbooks on psychiatry.

Asadescriptive phenomenological entity, cenesthopa-
thy, but not cenesthopathic schizophrenia, is referred to
briefly in a few texts on phenomenology [e.g. 14]. It may
be surprising that cenesthopathic states have been large-
ly forgotten when one considers the assertion by Dupre
[15] in his monograph on cenesthopathic states that, ‘psy-
chiatrists are familiar with this syndrome as they see it
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every day in their patients. Cenesthopathic states are, in-
deed, so common as to figure among the most frequent
of the psychoses’. The scarcity with which this descriptive
phenomenological entity is recognized is not because
such experiences do not commonly exist. The experienc-
es may be labelled as different phenomenology. Also there
are phenomenogical counterparts to cenesthopathic dis-
turbances, i.e. Wernicke’s [16] description of ‘vital feel-
ings’, and Jasper’s [17] description of ‘awareness of body’,
which is discussed in more detail in the following sec-
tion.

Phenomenological Counterparts to Cenesthopathy

There are understandable reasons for the general lack
of recognition and knowledge of cenesthopathy by psy-
chiatrists. For example, the authors note that the writers
who have most influenced the tradition in phenomenol-
ogy did not refer to the term cenesthopathy directly [18,
19] but interestingly they referred to concepts that bear
striking analogies in different ways. This seems to have
been the historical point of divergence, where similar de-
scriptive phenomenologies became recognized as differ-
ently labelled phenomena. For example, Wernicke’s [16]
description of the somato-psyche implicitly includes the
concept, with its emphasis on mind-body communica-
tion, and in Jaspers’ General Psychopathology [17] the sec-
tion on ‘Awareness of Body’ impressively describes com-
parable sensations. Wernicke [16] used the term ‘vital
feelings’, referring to those processes by which the self
was informed of the state of the body. In his description
ofbodily awareness, Jaspers [17] is indebted to Wernicke’s
[16] description of the somato-psyche, and vital feelings.
When Jaspers [17] comments, ‘Sensations that give rise to
feelings blend in to an awareness of our physical state’,
this is congruent with the notion of vital feelings. Wer-
nicke [16] had emphasized that disruptions in the vital
feelings were commonly seen in affective psychoses, yet
their importance in other psychotic illnesses was not rec-
ognized. However, more than half a century later, Jaspers
[17] noted with respect to the vital feelings that ‘we have
a host of reports on these puzzling sensations, particu-
larly from schizophrenic patients’ (p. 91). This was in line
with Bleuler’s [1] early conceptualization of the psycho-
pathology within the ‘group of schizophrenias’, where he
described heterogeneous disturbances of body experi-
ence as characteristic and frequent accessory symptoms.

Describing the various psychopathological states of
disturbed body experiences in ‘endogenous psychosis’,
Lemke [18] and Glatzel [19] referred to the term ‘Leibge-
tithlsstorungen’ (disturbances of bodily feelings) and de-
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fined those as ‘endosensations’, a bodily induced and
bodily focussed perception, associated with certain feel-
ings. Hereby they differentiated the phenomena from ‘vi-
tal feelings’ and placed the latter sensations nosologically
closer to affective disorders. Thiele [20] emphasized that
the variety of peculiar somatic sensations in psychosis
had been described under the umbrella term ‘hypochon-
dria’. The concept of hypochondrias also featured in lit-
erature regarding paranoid psychosis, where abnormal
bodily sensations are described under the umbrella term
hypochondriacal delusions [e.g. 21, 22]. More recently,
the description of abnormal bodily sensations in severe
mental illness has advanced towards a more precise de-
scription of distinct perceptive, cognitive, affective and
psychomotor dimensions of body experiences; the phe-
nomena are described under the headings body schema,
body image, body cathexis and body awareness [23, 24].

The Development of the Clinical Nosological
Concept ‘Cenesthopathic Schizophrenia’

Dupre and Camus [12] had introduced the notion of
cenesthopathy as a symptom of mental illness and of
pathological bodily sensation. Subsequently, different au-
thors related cenesthopathy to different nosologies. Some
related them to hysteric neuroses [9], others to organic
processes, some saw them as the primary cause of delu-
sional misidentification in Capgras syndrome [25]. From
a medical perspective Halliday [26], for example, referred
to cenesthopathic states as ‘psychosomatic rheumatism’
and ‘induced headaches’. Kehrer [27] regarded cenesthop-
athy as a product of organic brain damage. Cenestho-
pathic disturbances have also been granted a place in or-
ganic psychiatry in relation to migraine [28, 29], alcohol
withdrawal [30], multiple sclerosis [31] or infection with
varicella zoster virus [32] and other neurological diseases
[e.g. 33, 34]. Furthermore, Driesch et al. [35] discussed
cenesthesia in relation to body dysmorphic disorder.

Over the course of the 20th century, there seemed to
have been a shift in the psychiatric literature, with ce-
nesthopathic disturbances not primarily being attributed
any longer to affective psychoses, but also described in
schizophrenia.

The descriptive phenomenological literature on
schizophrenia gives evidence to the fact that schizo-
phrenic patients have a wide variety of disturbances in
their bodily feelings. Nevertheless, it appears not to be
common psychiatric practice to refer to such feelings as
disruptions of vital feelings or the analogous cenestho-
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pathic states; neither is there a tradition to describe the
phenomena as disturbances of body image or body sche-
ma. In Anglo-American literature, the experiences are
most commonly described as hallucinations of the bodi-
ly senses or somatic passivity phenomena [36-38].

On the contrary, Russian psychiatry has a rich and
more varied phenomenological tradition, not so depen-
dent upon Wernicke [16] and Jaspers [17], and a body of
publications on cenesthopathy exists in Russian psychi-
atric literature. It is this tradition which has culminated
in the common recognition of the cenesthopathic variant
of schizophrenia in Russia and the former Soviet Union
[39-45]. There is furthermore limited literature with a
similar notion from other central European countries
and Japan on cenesthopathic/cenesthetic (‘somatic’)
forms of schizophrenia [46-52].

‘Cenesthetic schizophrenia’ as an explicit subtype of
the group of schizophrenias was first described by Huber
[53]. He felt that the cases described by Dupre and Camus
[12] as ‘les cenestopathies’ may have corresponded di-
rectly to the cenesthetic schizophrenia that he was de-
scribing. Huber [54] defined the syndrome as a schizo-
phrenia which is characterized during its whole course by
abnormal bodily sensations (variety of cenesthesias),
combined very closely with affective disturbances. Cer-
tain central-vegetative, motor, and perception disorders
were other symptoms frequently occurring. The symp-
toms are characterized as changing rapidly in nature, oc-
curring often in paroxysms and phases. In his original
conceptualization, Huber [53] furthermore emphasized
the newness and the subjectively different quality of the
bodily sensations for the patient with their strange, pecu-
liar and partly bizarre character. Huber [54] observed
that the patients did not have adequate ways to express
and verbalize the cenesthesias, in that they used com-
parisons, pictures and neologisms. He acknowledged
that, ‘the fact that the cenesthesic type of schizophrenia
was long disregarded and evaded systematic description
is partly due to the difficulty in diagnosing it’. In cenes-
thesic schizophrenia, typical schizophrenic symptoms
are limited to short psychotic episodes. Huber [54] sug-
gested that the cenesthesic subtype is a schizophrenia
that comes to a standstill at its beginning or develops into
pure residual syndromes after one or a few short psychot-
ic episodes. Whilst he asserted that cenesthesic schizo-
phrenia represented a distinct psychopathological entity,
he also recognized that cenesthesic disturbances also oc-
curred in other schizophrenic subtypes.

The dominating psychopathological symptoms in an-
other sample of 16 patients with established ‘cenesthetic
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schizophrenia’ (described by Briunig et al. [55]), as as-
sessed on the ‘Bonn Scale for the Assessment of Basic
Symptoms’ (BSABS) [56, 57], were sensations of pain
(100%), unclassified (100%), desomatisation (68.8%),
electric and thermic sensations (62.5%), movement
(50%), and numbness and stiffness (56.3%). Applying a
wider range of psychopathological measures that cap-
ture abnormal body experiences (cognitive, perceptive,
affective) for defining a corresponding nosological sub-
type of schizophrenia, Rohricht and Priebe [58] identi-
tied symptoms in a cluster-subgroup of schizophrenia
patients as follows: centralization of body schema with
underestimation of extremities, corresponding with
feelings of body size changes (mainly shrinking and to a
lesser degree enlargement), somatic depersonalization,
boundary loss and - even though not statistically sig-
nificant - higher cenesthesia scores [BSABS, most fre-
quently reported: somatopsychic depersonalization
(48.3%), sensations of abnormal heaviness/lightness/
emptiness, of falling or sinking or of levitation or eleva-
tion (43.3%), sensations of numbness/stiffness/feeling
strange (31.0%), circumscriptive sensations of pain
(28.3%), sensations of extension/diminution/shrinking/
enlargement or constriction (26.7%), or thermic and
electric sensations (21.7%)].

Clinical Features of Cenesthetic/Cenesthopathic
Schizophrenia

Prevalence

Within his first publication, Huber [53] assigned 18%
of the patients in a sample of 223 schizophrenia patients
to the subgroup of ‘cenesthesic schizophrenia’. The char-
acteristics of the subgroup were investigated within the
group of those 50 patients. Since then, the prevalence was
only investigated twice: Braunig et al. [55] assessed 112
schizophrenic patients for the diagnosis of ‘cenesthesic
schizophrenia’ according to standardized criteria and
identified 16 patients, suggesting a prevalence of 6.25%.
In a study on cenesthesias and body image aberration,
aiming to identify a subgroup of schizophrenia patients
with marked and dominating bodily sensations [58], a
corresponding cluster comprised of 14 subjects, account-
ing for 23.3% of the total sample of paranoid schizophre-
nia patients.
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Aetiological Factors

The notion of an organic origin of the phenomena (la-
tent somato-neurological pathology) dominates the lit-
erature.

Huber [54] suggested that the limbic system, dience-
phalic and parietal areas of the brain may have aetiologi-
cal importance in the genesis of cenesthesias. This was
based on the observation of cenesthesic phenomena oc-
curring in somatically definable brain diseases resulting
from damages in these areas. It was felt that there was a
close correlation between cenesthesic phenomenology
and the spontaneous sensations of the thalamus (see also
Schuettler and Auerbach [59]).

He also noted that some patients showed a central at-
rophy of the brain identifiable by pneumencephalograph-
ia, computer tomography and magnetic resonance imag-
ing. His findings supported the hypothesis that the
cenesthesic subgroup of schizophrenia is probably asso-
ciated with functional and partly morphological lesions
in the diencephalons and the limbic system. Bar et al. [60]
conducted a functional magnetic resonance imaging
study, investigating the rapidly fluctuating painful so-
matosensory hallucinatory perceptions of a ‘cenesthesia
patient’. They found a significantly stronger activation of
an area in the medial parietal cortex in comparison with
a control condition (non-painful external somatosensory
stimulation to the body part previously affected by hal-
lucinations). According to Huber [53, 54], a sex disposi-
tion for cenesthesic schizophrenia exists in favour for
men, whereas a sex disposition for cenesthetic depres-
sions exists in favour for woman.

From a phenomenological perspective, the impact of
disintegrated ego-consciousness and the corresponding
ego-pathology [58, 61] and ‘the splitting of the psyche’ [1]
on the development of abnormal bodily sensations was
described.

Course and Prognosis

Huber [53] characterized the course of cenesthesic
schizophrenia as a chronic-insidious-progressive disease,
and Basov [47] found that 62% out of a sample of 101
cases with cenesthesic schizophrenia developed more
profound negative changes, leading to profound disabili-
ties. However, Huber [54] later indicated that after a fol-
low-up period of twenty years, the prognosis was more
favourable than he had expected in 1957 [53]. Whilst ac-
knowledging that complete remissions were seldom seen
(15%) — with a minimal residual state or slight pure defi-
ciency syndromes in the majority of cases (60%) — there
was rarely a progression to typical schizophrenic defect
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psychoses (20% of cases only). The study of Braunig et al.
[55] nevertheless confirmed a rather chronic course with
dominating negative symptoms and personality decline.
Kobayashi and Kato [62] equally found hypochondria-
cal-cenesthesic symptoms as predictors of a less favour-
able outcome in a group of first-admission schizophrenic
patients.

Differential Diagnosis

The slow onset of the disorder with up to years of un-
specific, even though peculiar and often difficult to de-
scribe, somatic sensations leads to a variety of differential
diagnoses up and until more specific symptoms (i.e. first
rank symptoms, delusions and hallucinations) point in
the direction of a schizophrenic illness. The range in-
cludes schizotypal and schizoid personality disorder,
monosymptomatic  delusional disorder, ‘neuroses’,
Munchausen’s syndrome, melancholic depression, or-
ganic brain diseases such as tumours, vascular, traumat-
ic and inflammatory diseases (particularly multiple
sclerosis and epileptic aura — especially the aura of com-
plex-partial seizures), hypochondrias, and certain drug-
induced psychoses, e.g. mescaline, ecstasy/methylene-
dioxy-methylamphetamine (MDMA) or lysergic acid di-
ethylamide (LSD) psychoses.

Clinical Implications

Independent of the discussion as to whether the char-
acteristics of the subgroup qualify for the nosological
distinction of cenesthesic schizophrenia, the phenome-
na (cenesthesias and body image aberration) are consid-
ered to be important in relation to attempts to identify
early predictive factors, decisive for the development of
schizophreniform illnesses. Discussing the psychology
of bodily feelings in schizophrenia ‘as a particular mode
of ego-body integration’, Szasz [63] emphasized that
‘many schizophrenias begin with characteristic hypo-
chondriacal sensations’. Qualitative abnormal distur-
bances in bodily sensations have been identified as
symptoms of the initial period or as relevant early warn-
ing signs of schizophrenic syndromes among children
and adolescents [64-69]. More systematically, cenesthe-
sias are assessed amongst other so called ‘basic symp-
toms’ with the BSABS; those symptoms are described as
occurring on three ‘developmental levels’ [70] with pro-
gression from uncharacteristic to first rank schneideri-
an symptoms, more specifically described as a transition
from a range of qualitatively abnormal bodily sensations
(cenesthesias) to somatic passivity phenomena/bodily
hallucinations [71]. As a result of recent research they
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were assigned significance for the prediction of later on-
set of schizophreniform psychosis [68, 72, 73]. Prodro-
mal symptoms, cenesthesias and body image aberration
often precede the onset of the first psychotic episode for
many years, according to Huber [54] on average seven
years, and in the study of Braunig et al. [55] the patients
experienced hypochondriacal prodromal symptoms
prior to the manifestation of schizophrenia for 15 years.
These patients frequently presented with their inexpli-
cable sensations to different specialists, ‘some had un-
dergone surgery’ [55] and gave cause for concern, be-
cause the presentations were very similar to those of
patients with somatoform disorders. Implications for
recognition and prevention of schizophrenic psychosis
are discussed with reference to early recognition proj-
ects on schizophrenia [72]. Klosterkotter at al. [74] in-
vestigated the predictive power of impaired bodily sen-
sations (cenesthesias) amongst other prodromal symp-
toms on the BSABS. The results regarding the prognos-
tic accuracy at a cut-off of 15% symptoms (any 2 of 13
symptoms/items of cluster 2 ‘bodily sensations’) present
suggested — compared with other clusters - slightly be-
low average sensitivity (0.47), although clearly exceed-
ing the minimum value of 0.30-0.40 required for diag-
nostically relevant symptoms of schizophrenia (as de-
scribed by Andreasen and Flaum [75]). Furthermore,
cluster 2 had the second highest specificity (0.52) as well
as an average positive predictive value and second lowest
false positive prediction score. Parnas [76] added a phe-
nomenological perspective and described somato-psy-
chic depersonalization (‘it feels as if my body does not
belong to me’) as an example for morbid self-experienc-
es in premorbid phases of schizophrenia. Emphasizing
the importance of embodiment for the formation of a
basic sense of self (‘my-ness of experience’) he outlines
the ‘corporeal aspect of self-awareness’. Equally Sass [77]
referred to the human being as a bodily subject: “... a
person’s self feeling or ipseity is based, at least part, on
awareness of proprioceptive and kinaesthetic sensa-
tions’. The results of a recent study, attempting to iden-
tify and characterize a subgroup of schizophrenia pa-
tients with marked and dominating bodily sensations,
provide further evidence for the fundamental associa-
tion of disturbed self-experiences and body-related psy-
chopathology. Rohricht and Priebe [58] described sig-
nificantly higher ego-psychopathology scores (‘demar-
cation’, ‘vitality’ and ‘identity) in a group of patients with
marked disturbances of body experience (underestima-
tion of lower extremities, desomatization, boundary loss
and diminution).
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In a series of 11 case studies, Schmoll [78] evaluated
how patients with ‘cenesthesic schizophrenia’ perceive
the disturbances of body experiences; he found two main
behavioural responses, either — in the majority — denial
of symptoms and subsequently non-compliance with
treatment despite good responses in 8 out of the 11 pa-
tients, or attempts to utilize the symptomatology for the
compensation of ego-weaknesses. Braunig et al. [55]
characterized the behaviour of the patients in their study
as ‘bizarre and peculiar’, with a variety of ritualistic hab-
its, suggestive of coping strategies in relation to distur-
bances of body experience.

Given the overall lack of attention towards cenesthe-
sic/cenesthopathic schizophrenia, specific treatments for
the syndrome have not been systematically evaluated.
Clinically, on the basis of case studies, these patients are
regarded as relatively treatment resistant. Summarizing
clinical experiences, Huber [79] emphasized a preference
towards treatments with thioridazine, perazine and ami-
triptyline, also administered in combination. Smulevich
et al. [80] referred to their experience in the treatment of
155 schizophrenia patients with ‘cenestho-hypochondri-
acal disturbances’ and describe a combined therapy with
benzodiazepine tranquilizers (parenteral application)
and small doses of neuroleptics as most effective, where-
as Belokrylov [81] reported that those patients with ce-
nesthopathic conditions benefited from treatment with
atropine comatose therapy and subsequent intensive
therapy with intravenous application of other psychotro-
pic agents. Evaluating the efficacy of the antipsychotic
zotepine in refractory psychosis, Harada et al. [82] found
that 10 out of 22 patients benefited from treatment, and
in this group cenesthetic hallucinations were markedly
improved. It was furthermore suggested that this group
of schizophrenia patients might specifically respond to
body-oriented psychological intervention strategies [58,
83].

Conclusion

This literature review on the nosological subtype of
cenesthesic/cenesthopathic schizophrenia reveals a strik-
ing discrepancy between the vast amount of references
regarding the clinical observations of severely disturbed
body experiences in schizophrenia and the lack of sys-
tematic research on the psychopathological phenomena.
The subtype remains vaguely defined and operational-
ized criteria equivalent to those described for other types
of schizophrenia within ICD-10 are required.
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Further research is needed to identify other character-
istics of the proposed nosological subtype of schizophre-
nia, in particular studies to clarify the neurobiological
basis of the phenomena. Therefore, studies should be de-
signed in a way that they go beyond mere listing of the

phenomena in isolation; complex multi-modal assess-
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