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A psychological autopsy of a patient who was deceased due to medical complications

associated with anorexia nervosa: A case report

Anoreksiya nervoza ile iliskili tibbi komplikasyonlar nedeniyle élen bir hastanin psikolojik

otopsisi: Bir olgu sunumu

Seref Simsek?, Tugba Yuksel', Hiseyin Aktas?, Sileyman Demir?

ABSTRACT

Anorexia nervosa (AN) is an eating disorder, which is
characterized by the avoidance of eating in a way that
threatens the physical integrity of an individual, and trying
to lose weight. It is known that the risk of mortality is high
in AN. Death occurs as a results of medical complications
and/or suicide. On the other hand, the exact time point of
mortality becoming a risk during the progression of the
disease progression is not defined. Certain predictors
have been defined for mortality in AN. In this study, our
aim was to present a case of a 15-year old female patient,
who had died due to medical complications related to AN.
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INTRODUCTION

Anorexia nervosa (AN) is characterized by clini-
cal features including eating in small amounts,
strange eating behaviors (rituals, eating in secret,
hiding food etc.), controlling body weight frequently,
disturbed body image, and several physical symp-
toms [1]. The lifelong risk of AN in women ranges
between 0.3-1%. It has been reported that 46% of
AN patients recover completely, 30% of the patients
recover partially, and 20% of the patients have a
chronic disease. The risk of early mortality is 10-fold
higher in AN [2]. The mortality rate in AN is higher
than compared with schizophrenia, bipolar disorder,
and depression [3].

It is well-known that the mortality risk is elevat-
ed in AN. Nevertheless, the timing of death during

OZET

Anoreksiya nervoza (AN), kisinin fiziksel butinliginu
tehdit edecek sekilde yememe ve kilo vermeye calisma
ile karakterize olan bir yeme bozuklugudur. Anoreksiya
nervozada, mortalite riskinin arttigi iyi bilinmektedir. Ano-
reksiya nervozada 6limler medikal komplikasyonlar ve/
veya intihar neticesinde olmaktadir. Bununla beraber,
hastaligin seyri boyunca 6lim riskinin zamanlamasi be-
lirsizdir. Anoreksiya nervozada mortalite i¢in bazi predik-
torler tanimlanmigtir. Bu calismada, AN’ya bagli medikal
komplikasyonlar nedeniyle 6len 15 yasinda kiz olgunun
sunulmasi planlanmigtir.

Anahtar kelimeler: Anoreksiya nervoza, mortalite, 6lim,
ongériculer

the progression of the disease progression is not
defined [2]. Older age at initial diagnosis [4], alcohol
abuse, and low body-mass index (BMI) are consid-
ered as mortality predictors for AN [2]. In addition,
comorbid diseases such as depression, suicidal
behavior, and alcohol addiction are also associated
with mortality. A previous study has shown that a
younger age at first diagnosis and longer duration of
first hospital stay are associated with a better prog-
nosis [5]. Even so, findings are contradictory.

In this study, our aim was to present a case of a
patient, who was deceased due to medical compli-
cations related to AN.

CASE

A.D was a 15-year old female patient. The patient
was first admitted to Dicle University Child Psychia-
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try in 2011. Her initial complaints included food re-
fusal for approximately 1 year, looking frequently at
the mirror, quick temper, and weight loss. The pa-
tient had a weight of 45 kg, height of 1.60 m, and
had a BMI of 17.6 kg/m2. Considering AN diagno-
sis, the patient was referred to a pediatric specialist.
The patient was called to come for follow-up exami-
nations, but did not show up. Future calls revealed
that the patient was deceased. Detailed information
was obtained following a family visit.

At the time of her death, the patient was 19 kg,
and had a BMI of 7.4 kg/m2. During the previous
year, the patient had lost 26 kg. The patient was
the fourth of six siblings. Her mother was 48-years
old, and was an elementary school graduate. Her
father was a 51-years old and construction worker,
and was also an elementary school graduate. She
was a wanted baby by the patient’s family; she was
born via vaginal delivery, and showed normal devel-
opment. The patient was born in a hospital, and had
normal motor and mental development. During our
meeting with patient’'s mother, we learned that the
mother was fond of her children, but the father did
not give them or the home much attention. The fam-
ily had financial problems, and the father was usual-
ly out of the city, offering no significant financial and
moral support to the family. The father came home
only twice to see his daughter when she was sick.
The medical history showed that the patient started
school at the age of six, and was considered to be a
hard-working, smart, and easy-going student. At this
time, the patient had a good relationship with her
teacher and friends, and had no medical or psycho-
logical problem. The patient loved to go to school,
and wanted to become a physician. During second-
ary school, the patient was nicknamed “bread loaf”
by her friends, and became introverted. The patient
fainted when she was in the second year of high
school, when her mother was working as a baby-sit-
ter. She lost weight over a three-month period (from
55 to 45 kg), and the patient’'s mother was able to
recognize the disease after these symptoms.

One month after the blackout, the patient was
admitted to the clinic, where she was referred to the
pediatrics department for examinations. The patient
did not return for follow up examinations. As the pa-
tient continued to lose weight, she was hospitalized
in the pediatrics clinic at Elazig Psychiatric Hospital
by her family, and followed up for six months. Dur-
ing her hospital stay, the patient showed resistance
to medication, and she did not gain weight during
her hospitalization. After being discharged from the

hospital, the patient was taken to religious places
couple of times. During this period, the patient un-
derwent several examinations at internal medicine,
pediatrics, and psychiatry clinics; however, the pa-
tient refused any treatment. The patient frequently
stated that she loved her mother, and carried out
her religious services until her last days. Through-
out her disease, the patient did not show symptoms
of binge eating, did not vomit, and did not show in-
creased activity. The patient showed interest in and
consumed low-calorie foods, such as sugar candy,
fruit juice, tomatoes, cucumber, when she was hun-
gry. The patient menstruated once when she was
15, but did not have any subsequent period.

The patient’s regard for money and frugal-
ity increased in her last year, and she started to
scream when she was given food or medication.
Two months before her death, the patient’s aggres-
siveness increased significantly. The patient started
to show aggressive behavior towards people in the
house, and she did not permit her mother and sib-
lings to eat. The patient did not want any visitors to
the home, and told others not to tell anyone else
that she was sick. During this period, the patient
had a sleep disorder; she could not sleep at night,
and walked around the house until morning. The pa-
tient did sleep during the day. The patient went to
school regularly until one week prior to her death.
The patient was taken to school by taxi during the
last month. One week prior to her death, the patient
was unable to get out from her bed, and frequent-
ly stated that “I will die and you will get rid of me”.
Three days prior to her death, large clots of blood
were seen in her stools. The patient died 16 months
after the initial diagnosis at home.

According to the family history, the patient’s
mother and father was cousin. Brother and sis-
ters were university graduates. The patient’'s two
siblings were in the second year of the secondary
school. One of her aunts was hospitalized several
times with schizophrenia diagnosis. The patient’s
father’s sister was diagnosed with AN after the pa-
tient’s death.

The patient had early-onset, and rapidly pro-
gressing symptoms. The patient refused treatment.
The patient’s father lived separately from his wife,
and his children. The family had a significantly low
income. An aunt of the patient was being treated
following a diagnosis of schizophrenia. Her father’s
sister was diagnosed with AN, following the death of
the patient. The patient had depressive symptoms
in the last two months prior to her death.
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DISCUSSION

It is known that the mortality rate is high in AN. Mor-
tality in AN occurs as a result of medical complica-
tions and/or suicide. Low BMI [2], older age at initial
diagnosis [4], alcohol addiction, and comorbid psy-
chiatric pathologies (e.g. depression) are consid-
ered among mortality predictors for AN. Our patient
had a low BMI in initial evaluation, BMI showed a
rapid decrease, and the patient showed depressive
symptoms in the last two months of her life. These
findings are consistent with the literature. On the
other hand, early onset of symptoms is not consis-
tent with the literature, with respect to mortality risk.

Concerning the psychological condition of
adolescents with AN, premorbid perfectionism, in-
troverted nature, weak social relations, and low
self-esteem appear as striking features of these in-
dividuals. Our patient was introverted, did not have
many friends, and was obsessive about her studies.
These findings support the literature [6]. Being on a
diet is the common cause among various factors in
the etiology of eating disorder [7]. The patient start-
ed a diet after being nicknamed “bread loaf” by her
friends during secondary school, and experienced
significant weight loss. According to psychoanalytic
theory, AN is believed to emerge as a primitive de-
fense mechanism in adolescents who cannot come
to terms with the oedipal conflict [8]. In case of our
patient, the neglect of the father to his wife and chil-
dren supports this hypothesis.

The majority of AN cases are familial [9]. The
patient’'s father’s sister was diagnosed with AN ap-
proximately one year after the patient’s death. Re-
ports suggest that the comorbidity of lifelong Axis
| psychiatric disorders ranges between 80-97% in
all eating disorders. The highest comorbidity rates
have been determined in mood disorders, anxiety
disorders, and disorders related to drug use [10].

During differential diagnosis of AN, primarily
the general medical condition should be evaluated.
The patient presented a specific behavior towards
weight loss; she had a clear desire to have a slim
body, and had a dysfunctional body image. Con-
sidering these findings, possible organic diseases
were ruled out. Food refusal, which is seen in de-
mentia and confusional conditions, occurs together
with the disruption in cognitive functions. Given the
young age and normal cognitive functions of our
patient, we excluded dementia and any confusional
pathology.

While significant weight loss in affective disor-
ders, and especially in major depression suggest-

ing AN, the patient was not depressed and did not
show any general reluctance when she was diag-
nosed. Thus, depression was ruled out. The obses-
sion about foods in obsessive-compulsive disorder
(OCD) is highly similar to AN; however, the patient
did not have any obsession except for food and lim-
iting weight gain. In addition, rituals such as collect-
ing food and clothing are considered normal for AN,
and OCD was ruled out from differential diagnosis.
Food refusal, which is seen in certain types of psy-
chosis, can suggest AN; however, these conditions
are usually related to a delusion, and hallucinations
can be also seen. The absence of delusion and hal-
lucinations in our patients did not suggest psycho-
sis. Social phobia and generalized anxiety disorder
are considered as cyclical conditions. While our pa-
tient was an introvert individual, she was easy-going
in her social relations and with authority figures. In
addition, she did not have a generalized anxious-
ness. Taken together, we ruled out anxiety disorder
considering these findings.

In conclusion, physicians should watch out
for mortality risk in cases of early-onset AN, where
a rapid decrease in BMI is seen, and depressive
symptoms are present.
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