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BACKGROUND CASE TIMELINE
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CLINICAL PRESENTATION

PSYCHIATRIC

Previously diagnosed MDD
Dysphoria, anhedonia
Reduced appetite

No consistent body image
disturbance

No purging behaviours

FAMILY FACTORS

High family conflict around
eating and weight

Significant comparison
with sister

Elder sister with anorexia nervosa
Mother supervises intake closely

1000 kcal nightly supplementation

AT WORST POINT

BMI 8
Weight 26.5 kg

EATING BEHAVIOURS

“Clean eating”
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Safe foods vs danger foods

Texture sensitivity

Food ordering rituals

Narrowing food repertoire

Prolonged meal times
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Respiratory failure
+ Employed in government ek

sector (policy-related role)

Renal failure (dialysis)
» Wet beriberi (thiamine deficiency)
« Maintained functional

+ Cardiomyopathy
performance despite « Hepatocellular injury e Q
illness severity « Seizures

+ Severe deconditioning

MEDICAL COURSE

RECOVERY TRAJECTORY

Prolonged ventilatory
support (tracheostomy)

Renal recovery,

dialysis discontinued AT TRANSFER
Weight

Gut dysmotility, 35.2 kg
malabsorption - improved z

BMI
Rehabilitation, ~13
regained mobility
Decannulated
Off NGT

Oral intake adequate

DIAGNOSTIC DILEMMA PROPOSED FORMULATION

SUGGESTIVE OF AFRID

Texture sensitivity

Narrow range of
acceptable foods

Food rituals and
ordering behaviours

Avoidance of mixed
textures, oily, sweet foods

* No clear fear of
fatness/weight gain

SUGGESTIVE OF AN

» Severe and persistent Depression

restriction
+ Extremely low BMI
* Resistance to weight gain AFRID Severe Anorexia
+ Comparison of body size features starvation features

with others
« Statements about upper

acceptable weight limit

Family
dynamics

No single diagnosis adequately accounted for the presentation.

DISCUSSION TAKE HOME MESSAGES

1. STARVATION
OBSCURES
PSYCHIATRY

Profound malnutrition
can alter mood,
cognition and behaviour,
making psychiatric
assessment unreliable.

Symptoms evolved

over time and varied
with nutritional status.
Longitudinal observation
is essential.

2, CROSS-SECTIONAL 3. FAMILY DYNAMICS
DIAGNOSIS IS

UNRELIABLE
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Eating became a key
arena for control,
autonomy, attachment
and conflict within

the family system.
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and complicate diagnosis.

ARFID and anorexia nervosa
- overlap is common.

Diagnostic formulation
remained provisional
owing to overlapping
psychopathology

and starvation-related
cognitive effects.

Avoid premature diagnostic closure in severe eating disorders.

Severe malnutrition may blur psychiatric phenomenology

are not always mutually exclusive

This case highlights the limitations of current diagnostic categories
and the need for flexible, longitudinal formulations.

Family dynamics may contribute substantially to illness
development and maintenance.
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