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Abstract

Background: Anorexia Nervosa (AN) typically onsets in adolescence. It displays high incidence, chronicity and 
mortality rates. Despite its clinical relevance and the well-known factors contributing to pathogenesis, the factors 
contributing to resistance to treatments are still poorly understood. As a consequence, the evidence-based treatments 
are still largely unsuccessful, with a substantial proportion of cases that are at high risk of developing severe and 
enduring AN. 
Case Presentation: It is presented the history of an adult patient with AN treated with multimodal approach includ-
ing: psychiatric engagement, re-nutrition, antipsychotic drug, psychotherapy, family counselling. The patients were 
treated in inpatient, day hospital and outpatient settings. She was followed-up until the complete and stable healing. 
The peculiarity of the case was that notwithstanding the initial negative prognostic elements some specific features 
permitted the rapid and sustained course of treatments until complete healing. 
Conclusions: This case report evidences that neither the severity of denutrition, nor the lack of insight were con-
sistent negative prognostic factors. Instead, the dependent personality traits which favoured the disease through un-
healthy family dynamics, also granted a stable encouraging therapeutic relationship which promoted re-nutrition and 
acceptance of treatments. These permitted the substantial revision of family, relational and self-functioning dynamics 
through psychotherapy contributing to a rapid and sustained treatment response.

Keywords: Anorexia nervosa; Adolescence; Multimodal treatment; Therapeutic relationship; Acute phase; Follow 
up

Background
Anorexia Nervosa (AN) is a serious mental illness, with high 
mortality, but often ego-syntonic because of its psychosomat-
ic and somatopsychic nature [1]. The pathogenesis of AN is 
multi factorial: genetic predisposition, biological factors, intra 
psychic deficit, dysfunctional attachment styles, family func-
tioning, and social pressures are all factors that contribute to 
the manifestation of eating disorders but their reciprocal in-
teractions are still object of exploration [2]. Because of the 
biological maintenance factors, resistance to treatments often 
occurs [3]; therefore, no therapeutic approaches with an ac-
ceptable remission rate exist, especially in severe forms of AN 
[4]. However, it is well-known that AN management requires 
a multi modal treatment, including psychiatric, psychotherapy, 
dietician and pharmacological components [5]. 

In severely malnourished AN patient, starvation can determine 
disturbances of both liver and pancreatic function, accompa-
nied by electrolyte abnormalities and kidney injury [6,7]. Fur-
thermore, in case of enduring and increasingly severe starva-
tion, anaemia, severe neutropenia and thrombocytopenia until 
bone marrow aplasia can occur [8,9].

In addition, forced intravenous and parenteral nutritional 
supplementation can be complicated by metabolic syndrome 
known as refeeding syndrome [10], an adverse effect of nu-
tritional treatment in AN, caused by a too rapid nutrition in an 
individual suffering from chronic starvation. It usually occurs 
within 4 days from the start of refeeding and it is shown by 
electrolyte disorders (especially hypophosphatemia), respira-
tory and cardiac failure, neurological and neuromuscular dis-
orders.

Because of the serious consequences of malnutrition on brain 
tropism and dehydration, severe AN may be associated with 
impairment of cognitive and relational skills reaching the in-
tensity of transient psychotic symptoms [11]. Levels of insight 
are often heavily compromised and accompanied by inability 
to build stable relationships [12]. 
Patients with AN often report an "emotional anaesthesia" with 
marked difficulty in perception and recognition of their emo-
tions, presumably hindered by perception alterations and/or 
integration of bodily sensations and emotional experiences 
followed by the impossibility to work on such remedies con-
sciously [13].

https://dx.doi.org/10.46998/IJCMCR.2023.28.000683
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Malnutrition, associated with the basic structure of psycho-
pathology, generates regressive defence mechanisms and ex-
acerbation of relationship difficulties [14]. The medical team 
is experienced sometimes as a threat to the maintenance of 
“integrity of the disease” [15,16]. These experiences can also 
occur towards the family, exacerbating distortions of family 
relational dynamics and creating a disease reinforcement cir-
cuit [17]; in this light, family counselling could help reduce 
treatment duration and [18].

Despite the many pathogenic theories formulated for AN, the 
correlation between causative aspects of the disorder, trend of 
clinical condition, psychotherapeutic interventions and welfare 
and changes on the psychological and psychopathological plan 
is still very uncertain [19]. In-depth analysis in this way could 
allow an optimization of the interventions by improving out-
comes, thus reducing chronic clinical conditions and entailing 
a better cost-benefit ratio.

The aim of our study is to describe a case of a hospitalized 
patient with extreme AN who reported an unusually positive 
outcome. The clinical case allowed us to highlight personality 
and relational contributors to the outburst of the disorder, and 
organic contributors to the resistance to treatment. On the other 
hand, it also supports a reflection on how patients’ characteris-
tics which may have been unfavourable for the pathogenesis of 
the disorder could have been favourable hooks for the technical 
attitudes of the team. Altogether, these elements promoted the 
overcoming of resistance and the sustained process of remis-
sion.

Case Presentation
Patient information
The patient is a 27 years-old-woman suffering from AN re-
stricting subtype (AN-R) (DSM 5) admitted in October 2017 
at the Centre for Eating Disorders of San Giovanni Battista 
Hospital, University of Turin, Italy. Graduated in Business Ad-
ministration with honours, waiting to achieve the qualifying 
examination as Auditor. At the time of onset, she was living 
with her family. The usual weight post menarche at the age of 
16 years old was stable around 58 kg (BMI = 20.06). 

Main Symptoms
When the patient was 17 years old, after a trip to America, 
she gained weight (about 10 kg), and she started a restrictive 
diet with a strict food selection achieving a weight loss of 16 
kg within about 1 year (weight reached 52 kg, BMI = 17.5). 
From 18 to 21 years old the patient showed orthorexia tenden-
cies. Since July 2012, following a discontinue but competitive 
physical activity triggered by work-related stress, an exacerba-
tion of eating psychopathology occurred to the point of achiev-
ing a weight of 35-36 kg (BMI = 12.45) in September 2012. 
In October 2012, as suggested by her GP, the patient sought 
help as outpatient at the eating disorder centre of the Univer-
sity of Turin. Despite extreme emaciation (BMI was 11.25), the 
patient showed poor insight; blood tests revealed leukopenia, 
moderate anaemia, alteration of the hepatic-pancreatic values 
and severe hypoproteinaemia. Her mother, who attended the 
visit, seemed to be aware of her daughter’s disease, but did not 
fully recognize the need for an urgent hospitalization. 

After a long motivational interview, the patient agreed to go 
to the Emergency Room. First the patient was admitted to an 
emergency medicine department because of her cardiovascular 

risks; after acute stabilization, she was transferred to the psy-
chiatric unit of the Regional Pilot Centre for Eating Disorders.

Family History
Patient's mother was a 63 years old graduate in accounting, a 
woman with a strong sense of duty. She looked as an non-af-
fective woman, unable to grasp patient’s emotional needs and, 
more in general, unable to support and direct her in facing the 
difficulties of life.

Patient’s 69-years-old father was working in a factory as a 
clerk. The patient described him as more affective but with a 
strong latent conflict against his wife, complaining her a lack 
of presence and reacting with a passive-aggressive behaviour. 
This situation bothered the patient who seemed intolerant to-
wards her father's "disordered", "erratic" and "unreliable" per-
sonality traits. She also played such behaviours as a culpable 
neglect towards her mother, feeling that the family itself should 
have dealt with it. In fact, the patient felt a strong impulse to go 
along, protecting and serving her own mother, strongly iden-
tifying herself with the position of sacrifice and sense of duty, 
occupied by the mother.

Patient’s 39- year-old brother was married. He was complete-
ly independent from his family. He had his own family and a 
happy life even if it did not sacrifice himself as the patients did; 
that situation was seen in an ambivalent way by the patient. On 
one hand, because of his personality traits (emotional, playful, 
not perfectionist, ambitious) he had always been unruly, but on 
the other hand he had been able to interact with their parents, 
in particular his father, and to convey more attention on him-
self. This relationship led the patient to unconsciously experi-
ence an intense envy against him. She was living in a totally 
opposite way of life, characterized by perfectionism, ambition 
and lack of dedication to pleasure and emotions. Nevertheless, 
the patient considered his brother a landmark, because of their 
emotional connection.
 
Clinical findings
When the physician examined the patient, she showed a poor 
health condition, with a situation of multiple organ impair-
ment, caused by malnutrition. She was 32.5 kg of weight (BMI 
= 11.1 Kg/m2). She presented peripheral edema, severe hepa-
to-pancreatitis, severe hemodynamic instability and thrombo-
cytopenia. From the nephrologic point of view albuminuria (20 
mg /dL), phosphaturia and proteinuria were detected. Eating 
behaviour was characterized by severe food restriction and hy-
peractivity (21 hours/week). There was no illness awareness 
and a severe body-image distortion.

Timeline: Important dates and times in this case are summa-
rized in Table 1.

Diagnostic Assessment
Diagnostic Methods
-The Temperament and Character Inventory (TCI: [20]) is 
summarized in seven dimensions. Four dimensions are relat-
ed to temperament (Novelty Seeking [NS], Harm Avoidance 
[HA], Reward Dependence [RD], and Persistence [P]), and 
three dimensions are related to character (Self-Directedness 
[SD], cooperativeness [C], and Self-Transcendence [ST])

- The Beck Depression Inventory (BDI; [21]) is a self-report 
questionnaire used to evaluate the severity of depressive symp-
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toms; scores from 0 to 4 represent minimal depressive symp-
toms, scores of 5 to 7 indicate mild depression, scores of 8 to 
15 indicate moderate depression and scores of 16 to 39 indicate 
severe depression.

-The Eating Disorder Inventory 2 (EDI – 2; [22]), a self-report 
inventory that measures disordered eating attitudes, behaviours 
and personality traits common to individuals diagnosed with 
ED.

-The State-Trait Anger Expression Inventory (STAXI; [23]) is 
used to measure the different dimensions of the feeling of an-
ger, including the intensity, the disposition to this feeling, the 
temperament and the reaction to the criticism, the frequency 
and inhibition of expression of the same as well as the attempt 
to control it. The scale also provides a general index of anger 
expression. 

In view of the severity of the clinical picture also interview-
based tests were administered at different times of the hospital 
stay in order to evaluate the dynamic behaviour of patient's 
personality:
-The Rorschach test [24] is a test used upon hospital admission 
to assess the functioning of thoughts, to evaluate mood, and to 
steer the structural diagnosis of personality.

-Thematic Apperception Test (TAT; [25]) is a projective test for 
the study of personality. The internal consistency of the stories 
and the table - stimulus adequacy, the richness of verbal pro-
duction, the predominant colour of the stories are emotional 
elements that can give clues to the patient's relational opera-
tion. The test was administered during the fourth week of hos-
pitalization in order to clarify with greater depth the family and 
relationship dynamics related to the pathogenesis and mainte-
nance of the disorder.

Prognostic characteristics
Negative prognostic features. Since its presentation the case 
of this patient displayed peculiar negative characteristics: a) 
extremely low BMI; b) extreme deterioration of the organic 
conditions with a progressive multi-organ failure; c) complete 
unawareness and denial of the disease which reached almost 
delusional features at the first visit; d) initial refusal of the in-
patient treatment despite the evidence of life-threatening con-
ditions; e) unawareness of the clinical severity by the family 
members which underestimated the life risk for months; f) 
complete unawareness of the relational/familial conflicts in-
volved in the outburst of the symptoms. 

Positive prognostic factors. Positive prognostic factors were: 
a) high intellective skills as shown by her academic achieve-
ment; b) good social adaptation and the need for a deep affec-
tive relationship; c) low score at psychopathology measures; 
d) a passive-dependent temperament profile with good self-
directedness and cooperativeness. 

Therapeutic intervention
Hospitalization at the Eating Disorders Centre of the Turin 
University provides an integrated interdisciplinary treatment, 
consisting of psychiatric care, psychodynamic therapy, nutri-
tional assistance, dietician support, nursing and specialist's ad-
vice when required, in order to manage a multi-organ impair-
ment condition.
The CPR DCA guarantees a daily departmental visit by the 

team of physicians, a psychiatric interview of psychodynamic 
orientation, carried by specialized professionals, dieticians’ in-
terviews, assisted meals by trainees of the school of medicine, 
trained in the management of emerging issues, according with 
cognitive behavioural strategies. During the week two psycho-
logical-clinical interviews are also delivered with trainer and 
senior clinicians, clinical cognitive psychological interviews 
with family members, 3 dietary visits, 1 psycho educational 
group, an art-therapy group. According to the clinical sever-
ity during the first three weeks, the dietetic control was imple-
mented to a daily one. 

Follow-Up and Outcomes
Psychometric results 
• TCI: low NS (raw score = 16; 20º percentile), medium 
HA (rs = 18; 45º p), high RD (rs = 19; 80º p), low P (rs = 5; 
15º p); high S (rs = 25; 80º p), high C (rs = 35; 85º p), low ST 
(rs = 17; 25º p): personality profile compatible with passive-
dependent, cyclothymic traits and an adequate character devel-
opment;
• EDI-2: high levels of Body Dissatisfaction (IC = 15);
• BDI: total score = 14, no depression-related traits 
were detected;
• STAXI: State-Anger (S-Rab; raw score = 16; 42° per-
centile), Trait-Anger (T-Rab; raw score= 34; 82° percentile), 
Temperamental Trait Anger (T-Rab/T; raw score = 0; 7° per-
centile), Reactive Trait Anger (T-Rab/R; raw score= 24; 96° 
percentile), Introverted Anger Expression (Ax/In; raw score= 
36; 99° percentile), Extraverted Anger Expression (Ax/out; 
raw score = 15; 54° percentile), Control of Anger Expression 
(Ax/Con; raw score = 17; 35° percentile), Overall Anger Ex-
pression (Ax/Ex; raw score = 80;= 93° percentile). 
• The dynamic features supported by the Rorschach test 
(administered a week after hospital admission) consisted in a 
severely compromised personality functioning, identifying a 
bordering organization of psychotic personality. Her thoughts 
were characterized by abstract and dissociative mechanisms. 
Emotional impulses had the upper hand on intellectual func-
tioning; her answers were often not well defined and ambiva-
lent, with separating content, border impressions; patient’s dra-
matizations emphasized the vagueness of the boundaries of the 
self.
• The TAT test (administered in the fourth week) 
showed an internal world characterized by negative emotions: 
prevailed anger, aggression and mistrust of the primary attach-
ment figures, responsible for splitting defence mechanisms in 
order to maintain a coherent sense of Self without abandoning 
its relational objects. Compared to the Rorschach test, patient’s 
thought was more adherent to the stimulus, properly support-
ing the hypothesis of a strong organic component in the psy-
chotic-like attitudes of the previous weeks.

Clinical evolution
The progression of the case is presented in Table 1 which 
shows the parallel evolution from admission to discharge of 
the inpatient treatment seen from different therapeutic perspec-
tives: the physical conditions, the nutritional approaches, the 
eating psychopathology and attitudes, the dynamic and rela-
tional functioning of personality. The psychodynamic inter-
ventions followed the technical indications of the B-APP [26]. 
For the analysis of the dynamic of personality functioning was 
taken as a reference the Gabbard model [27] which integrates 
the psychodynamic theories with the attachment theory and the 
implications of mentalization processes.
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Table 1: Synoptic description of the clinical, psychological, behavioral evolution of the patient and applied psychodynamic 
interventions during inpatient treatment.

Intake I-III Week IV-V Week VI-VII Week

BMI and 
parameters

11.1 Kg/m2

Severe starvation with 
lypodistrophia
PA=90/60mmhg; FC=50/
min So2==100% T=35°C

up to 12.5 Kg/m2

with peripheral ede-
mas

up to 13.5 Kg/m2

without peripheral 
edemas

up to 15.7 Kg/m2

Laboratory 
analysis

Leucocytes=11.600/ml
Glucose = 50 mg/dl
Urea = 101 mg/dl
Moderate anemia (HB 10 
g/dl)
s-AST = 196 UI/L
s-ALT = 160 UI/L; s-CK 
= 914 UI/L s-amilase=823 
UI/L
Urine specific weight = 
1.010

Refeeding syndrome: 
increase of hepatic 
indices (s-AST = 260 
UI/L s-ALT = 297 
UI/L) and lipase=161 
UI/L

Severe phosphoremia 
(0.51 mmol/L)

Reduction of red cells 
and hemoglobine until 
severe anemia (HB 7.6 
g/dl)

Increasing 
trombocitopenia
(18,000 cells/dl) 
with” gelatinous 
bone marrow 
transformation “(Chen 
Wang et al., 2001) 

Albuminuria (20 mg/
dL), phosphaturia, 
proteinuria, glicosuria 
(reversible lesions of 
proximal tubule)

Electrolyte levels 
(K 3.7 mmol/l; Na 
143 mmol/l; Mg 
0.74 mmol/l; Ca 
1.17 mmol/l; P 0.94 
mmol/l), urinary 
calcium (6 mmol/l) 
and potassium residual 
urine (82 mmol/l) were 
normalized

Improvement in blood 
exam (AST 111; ALT 
214 UI/L; lipase 157 
UI/L; amylase 117 
UI/L; GGT 50 UI/L; 
Hb 9 g/dL; pst 75.000 
cells/dL) 

The clinical conditions 
allowed the administra-
tion of an antipsychotic 
drug.

Normalization of 
electrolyte levels (K 3.7 
mmol/l; Na 146 mmol/l; 
Mg 0.75 mmol/l; Ca 1.11 
mmol/l; Fe 36 mmol/l; Cl 
104mmol/l)

Mild residual urinary 
calcium (5.89 mmol/dl); 
mild residual potassiuria 
(61 mmol/l);

Mild anaemia (Hb 10.6) 

Normalization of hepatic 
and pancreatic indices 
(ALT 41 UI/L; AST 27 
UI/L; ALP 58 UI/L; 
amylase 42 UI/L; lipase 35 
UI/L; GGT 27 UI/L).

Normalization of other 
indices (glucose 72 mg/
dL; total proteins 5.5 g/dL; 
pst 210.000 cells/dl).

Nutritional 
approach

The patient was visited and 
interviewed by dietitians 
and she was let free to eat 
as she could (first three 
days).

The patient accepts the 
enteral nutrition without an 
increase food intake.

Higher attention in this 
phase was devoted to avoid 
the refeeding syndrome, so 
the increase in caloric in-
take was very slow.

Enteral feeding and 
progressive food 
intake.

Accurate monitoring 
of electrolytes.

Iron and folates 
supplementation.

Diuretic therapy.

Albumin infusion.

Progressive increase in 
food intake along with 
enteral nutrition.

More authentic 
compliance to 
nutritional therapy 
(starting to talk more 
openly about the 
difficulties).

Olanzapine 2.5 mg was 
administered to reduce 
hyperactivity.

Further increase in food 
intake.

Progressive interruption of 
enteral nutrition.

The patient appeared more 
willing to weight increase.
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Behavioral 
attitudes

Severe food restriction.

Severe hyperactivity and 
compensatory behaviours 
(staying upright despite 
repeated requests of rest)

Persistence of food 
restriction.

Persistence of 
hyperactivity and 
compensatory 
behaviours.

Good compliance to 
nutritional therapy 
despite the lack of in-
sight.

More self-
consciousness of strong 
drives towards staying 
upright

The insight and the bet-
ter self-perception im-
proved after olanzapine 
was administered.

The behavioural attitudes 
were normalized.

Reduced hyperactivity and 
compensatory behaviour.

Psychodynamic 
functioning

Denegation with absence 
of insight.

Absence of insight 
towards physical damages 
evidenced by laboratory 
analysis and by the need to 
be admitted in the inpatient 
treatment.

Rorschach test: psychotic 
functioning with poor ad-
herence to the stimulus and 
a defence system based on 
denegation and splitting 
defences.

Surface complacent 
attitude towards 
caregivers.

Denegation of severe 
starvation with 
absence of insight in 
the disease.

Surface insight 
towards physical 
damages evidenced 
by laboratory analysis 
and the need to 
persist in the inpatient 
treatment.

No emotional 
participation to 
the cares (splitting 
defence).
No self-perception 
with anxiety and 
embarrassment when 
asked for.

No mentalization and 
metacognition to-
wards others (denial 
of conflicts towards 
idealized mother and 
brother and severe de-
valuation of father).

Experience of self was 
more consistent.

The sense of confusion 
was better tolerated.

Body perception more 
clear at a proprioceptive 
level (e.g. the sense of 
fatigue after standing, 
and the relief after 
sitting).

More critical towards 
the illness, emotionally
involved in risk for life.

Develop of an authentic 
confidence with respect 
to the treatment 
process, recognizing 
difficulties in managing 
the food intake and 
the discomfort of the 
interior life.

More prone to increase 
the weight, recognizing 
the drive for thinness 
below, hitherto denied.

The TAT test (admin-
istered in the fourth 
week) showed an inter-
nal world characterized 
by anger, aggression 
and mistrust of the pri-
mary attachment fig-
ures.

Awareness of health 
conditions.

Thought is definitely well 
integrated.

She has the ability 
to understand the 
proprioceptive signals of 
her body and the ability 
to sensory and emotional 
discrimination.

She recognizes the 
physical fatigue and the 
need of rest, and perceives 
hyperactivity and the fear 
of gaining weight as a 
symptom.

It was improved the abili-
ty to differentiate the “ego 
perceived” by “observing 
ego”: it showed capacity 
for mentalizing.
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Psychological
Intervention

Empathic approach 
towards the lack of the 
insight of the patient (e.g. 
“we understand that you 
don’t perceive yourself 
weak and ill, but your 
appearance suggests that 
your body may undergo 
a sudden health problem 
and we must verify its 
conditions objectively”).

Stressing, with warmth, the 
risk for life and the need 
for immediate laboratory 
analysis with psycho-
educational approach 
explaining the effected 
of the disorder on the 
unawareness.

Search for the alliance with 
the mother to convince the 
patient to accept medical 
examination, analysis and 
possible inpatients treat-
ment

Empathic focus on the 
recognition patient’s 
difficulty in identifying 
her health conditions 
and her physical 
and psychological 
weakness implicit in 
the clinical situation. 
(e.g. “we believe that 
you don’t feel fatigue 
standing all the day, 
but we know that you 
should as any people 
would experience it in 
your conditions, also 
us clinicians”).

The specific position 
of the caregivers 
was to recognise and 
accept her lack of 
perception and insight, 
without blaming her 
for it, but maintaining 
the different position 
towards a correct 
perception of her body 
shape, weight and the 
evident multi-organ 
failures.

Stimulation of the 
thought on emotions 
perceived by the pa-
tient towards herself, 
family members and 
clinicians themselves.

Psychological approach 
was more oriented at 
the recognition of the 
relational attitudes 
towards the family 
members and the 
boyfriend.

The patient was invited 
to perceive, describe 
and reflect about (i.e. 
mentalize) the feelings 
towards the attachment 
figures of her life. She 
was guided to explore 
the dynamics within 
family relations and 
produce pertaining 
associations between 
her inner states and 
relations with others.

This allowed her to ac-
cess to feelings of ag-
gressiveness related to 
symptoms. The patient 
tolerated to experience 
less idealized images of 
the mother and broth-
er, and to express more 
conflict towards the 
family. She was pro-
gressively encouraged 
to discuss such feelings 
with family members.

The psychodynamic 
approach proceeded 
straightforward with the 
recognition of emotions 
and feelings related to 
family relationships.

The patient fully recognised 
the need for a better 
definition of her “self” as 
individuated with respect 
to mother’s expectancies 
and integrated with her 
emotional world that she 
suppressed for many years.

On the other hand the 
patient also re-activated 
her need for attachment 
relationships based on 
new reciprocal emotional 
recognition with others. In 
particular she begun to ask 
to her family members to 
re-define the relationship 
with her on the basis of 
her new condition and 
emotional experience.

There is a gradual 
increasing conflict with 
her mother, accused by the 
patient to have suppressed 
the emergence of your 
true Self. The father is 
progressively experienced 
in a more integrated way. 
The patient begins to 
accept also his physical 
expressions of tenderness.

Treatment and follow up
After hospitalization, the patient was stepped down to the psy-
chiatric day hospital of the same institution. The DH treatment 
lasted six months, and patient’s weight increased (BMI 19); 
while partially hospitalized she continued the exploration from 
the intra-psychic and relational point of view, she kept work-
ing on her father trying to consider him as more affective, more 
responsive to her needs and strongly challenging the mother, 
felt as intrusive, neglecting and highly disturbing.

After the DH treatment, the patient started a weekly individual 
psychodynamic psychotherapy that allowed her to continue the 
separation process from her mother, experiencing the anger to-

wards her family members. The patient once again expressed 
the most primitive aspects of splitting defences and acting out 
mechanisms through a destructive aggression against the ob-
jects and injuring herself, but she never fell down in the AN 
psychopathology again. The patient became aware of the ex-
treme need for emotional recognition, gaining the awareness 
that she had never been able to get enough reassurance to al-
low her to walk the pursuit of emotional independence. The 
patient has taken on a growing awareness that these needs were 
especially built by mother's personality, within family dynam-
ics, dominated by the unresolved issues of submission and de-
pendence of the patient's mother towards her mother herself. 
Finally, the patient perceived a greater integration of personal 

*Referred to the clinical diary of the inpatient treatment
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ambition and satisfaction aspects, the pursuit of pleasure and 
the search for a rewarding love.

The patient was discharged from the ED centre in the spring of 
2017. She had a new work, a new boyfriend, new relationships 
with her family members and she felt that she was completely 
recovered by her eating disorder symptoms. 

Discussion
The relevance of the present clinical case is based on five ele-
ments: 1. rapid and sustained response to treatment in a case 
of very extreme AN; 2. parallel evolution of both physical and 
psycho-pathological features with a significant shift of defence 
mechanisms from very low-level psychological functioning, 
nearly psychotic, to upper psychological functioning; 3. highly 
dependent personality traits which produced unfavourable re-
lational dynamics favouring the outburst of the disorder cou-
pled with good character development; 4. rapid change of the 
relational attitudes towards the components of the family with 
a parallel evolution in psychological and psycho-pathological 
functioning; 5. univocal progression towards improvement and 
definitive remission from symptoms at follow-up.

Multidisciplinary personalized management 
The model of care applied to the patient was multidisciplinary 
and multimodal [28] for commissioning contemporary work of 
several intensive and specific therapeutic strategies [29], ac-
cording to the 2004 NICE guidelines for the AN. The treat-
ment was individualized assuming the patient in her individ-
ual uniqueness [1], i.e., considering her attachment skills and 
personality traits along with the physical conditions, nutrition, 
psychopathology, and family background. The pathogenic in-
terweaving of biological causative nodes with psychological 
and socio-familiar dynamics led to a therapeutic strategy that 
included a non-adversarial and non-iatrogenic way the nutri-
tional, pharmacological, psychotherapeutic, family counsel-
ling and socio-rehabilitative treatments [3]. The clinical ap-
proach thus progressively and hierarchically addressed each 
critical point to produce an harmonic progression overcoming 
the negative prognostic aspects.

Malnutrition as maintaining factor
The serious state of malnutrition reached by the patient may 
have resulted in a severe impairment of brain functioning 
[30,31]. This was accompanied by a severe alteration of per-
ceptual skills, of the emotional and cognitive discrimination of 
her states of mind, and body misperception which could be de-
scribed by a de-structuration of the self [32]. This involution of 
the functioning of the self was underlined by the regression of 
personality functioning that has moved on a psychotic slope, as 
evidenced by the Rorschach test [11,14]. This may have con-
nected into a loop the very severe malnutrition to the defen-
sive mechanisms of denial maintaining and worsening both the 
clinical and the psychological functioning [33,34]. 

Re-nutrition as a (partial) re-integration of the functioning 
of the self
Re-nutrition allowed recovery of cerebral functions along with 
nervous system functions [35]. According to the definition of 
the self as an integrative structure of integration of affective, 
cognitive, social, sensorimotor, and vegetative functions [32], 
the recovery of these aspects allowed patient to recover the 
"internal" sense that informs the individual of what is happen-
ing inside of her body and progressively allowed her to access 

to a psycho-body awareness and body-mind integration. This 
allowed her to experience progressively the fatigue (which was 
denied at intake), and the severely starved image of her body. 
This clinical evolution supports the theory that starvation is an 
attempt of self-regulation suppressing the most unfavourable 
emotions and affects [36]. According to the theories which re-
late the AN to an alteration of the development of the self [1, 
37-39] these painful affects are related to attachment within 
family relationships. The brain malfunctioning of subjects af-
fected with AN display’s alterations in the attachment and em-
pathy circuits [30, 40]. According to some research [41] the 
process of re-nutrition progressively may have changed the 
functioning of the brain areas involved in the social self-per-
ception and this may have influenced the changes in AN symp-
toms and psychopathology in relation to attachment dynamics.
The initial psychotic functioning of personality (i.e., the psy-
chotic-like illness denial and bodily dysperception), confirmed 
by the Rorschach test, has gradually given way to a more ma-
ture operation mode which was also detected by the TAT. The 
thought of the patient was progressive closer to the stimulus, 
sleeker and more formally correct. The physical improvement 
also leaded to a significant reduction of the risk for liver and 
heart side effects, and this permitted the use of a low dose of 
olanzapine, which probably contributed to the reduction of an-
guish and to the improvement of thought [42,43]. 

The attachment with the therapist and the re-activation of 
the functioning of the self
Over the past 10 years some studies shown that emotions are a 
body experience [44] and that the attachment relationships are 
the context in which each person learns to regulate emotions 
[45,46]. The patient, as the other AN patient, use their symp-
tom to regulate their emotions since their poor attachment to 
early caregivers did not provide instruments to regulate them 
adequately [37]. Parallel to the organic recovery the construc-
tion of an attachment relationship with the therapist provided a 
secure relational base in which the patient was able to indulge 
in a deep and authentic emotional listening, to re-contact parts 
her own self, even in the aspects of bodily awareness [1]. 

From a neurobiological point of view the mirror-neurons ac-
tivation patterns of embodied simulation are a fundamental 
biological basis for understanding the other's mind and for the 
constitution of own self [47]. In a therapeutic relationship there 
is an implicitly embodied imitation which is unconscious and 
mutual between doctor and patient. It appears responsible for 
a process of change more substantial than the verbal interven-
tions [48]. The patient, due to her dependent and cooperative 
attitudes permitted at relatively early phase of the treatment 
(in the moment in which still denying her disease she accepted 
the inpatient treatment) the construction of an emotional attun-
ement with the physicians which, on turn, progressively helped 
her to re-experience her feelings and emotions.

Psychotherapeutic work on family relationships 
The mere re-activation of the functioning of the self as con-
cerns the integration of body perceptions (e.g., fatigue) and 
emotions (e.g., anger) possibly it is not sufficient to produce 
stable changes in the patient’s functioning and to permit a 
course of the disease straightforward to recovery. The thera-
peutic work on the emotional dynamics underlying the disor-
der passed through the recognition of emotional relationships 
with the patient family members. The progressive awareness 
of conflicts, ambivalence and repressed anger feelings towards 
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the objects of attachment (mother in particular, but also father 
and brother) has gone in parallel because was progressively 
helped by the improvement of the organic component. Parallel 
to the physical recovery the patient progressively reduced the 
splitting mechanisms gaining access to greater contact with her 
feelings of anger. 

On the other hand, the counselling to the family members pro-
duced slight but progressive changes in relatives’ attitudes to-
wards the patient and, even more important, it helped them to 
accept the changes of the patient attitudes towards them which 
gradually arose from the new awareness of conflicting areas. 
This change was also encouraged by her relatives’ positive at-
titudes helped by family counselling [49]. This permitted to 
the patient to avoid the somatization in the ED symptoms as 
“concretized metaphors” of her unexpressed suffering [39]. 

Research failed to demonstrate a linear correlation between spe-
cific behavioural patterns of family members and the outburst 
of the ED symptoms [30,50,51]. The emerging hypothesis is 
that dysfunctional family dynamics, besides being responsible 
for the patient insecure attachment and its consequences for 
the development of the self in the infancy, may have hampered 
the further development of the self in adolescence by the in-
trapsychic conflicts with attachment figures and related anger 
feelings. Both the fragility of the self and the repressed anger 
feelings are liable of a deep discomfort which leaded to the 
outburst of the eating disorder [1,38,39]. 

Patient perspective
Despite the initial extreme opposition to the inpatient treatment 
and the denial of the physical status the re-nutrition program, 
the patient was convinced by the therapeutic alliance which 
was favoured by personality traits and by therapists' attitudes 
[16]. Since the first assessment visit the therapists activated 
their empathic and supportive attitudes towards the patient ask-
ing her minimal efforts to verify (performing emergency ex-
ams) and stabilize the clinical conditions. Therapists avoided 
to speak about weight restoration as a goal of the treatment and 
also avoided the stigmatization of the patient because of her 
severe health status (e.g., “you are severely ill and thus you are 
not able to think correctly”), but offered an empathic participa-
tion to her life-threatening condition. They also involved the 
mother to reassure and support patient’s decisions. Definitely 
they maintained an authoritative and firm attitude towards the 
need of a therapeutic approach which progressively overcome 
the anxiety of the patient and allowed her participation in the 
therapeutic project. 

Conclusion
The management of a severe case of anorexia nervosa should 
take into account a variety of clinical aspects such as: psycho-
organic aspects, attachment, temperament and character fea-
tures, and intra-psychic along with relational dynamics [52]. 
In the case of this patient all these aspects have changed with 
time in close connection with each other. This suggests that 
more than initial severity of the underweight or physical condi-
tions or the initially immature defence mechanisms, other fac-
tors concerning attachment, dependent and relatively mature 
personality traits and family affective availability were more 
relevant in determining the course of the therapy [53,54]. 
This clinical case does not report the success of innovative 
therapeutic strategies which will overcome the resistances of 
any patient with AN [3]. Nevertheless, the reconstruction of 

patient’s therapeutic course delineates the crucial phases of a 
possible “ideal” evolution of the therapeutic approach to these 
subjects, according to both psychodynamic and enhanced-CBT 
models [55]. Whether supported by further studies on large 
samples, this therapeutic pattern may guide the treatment of 
any patient, even though with a different timing and technical 
arrangements. It would be also desirable that future clinical tri-
als supported by neuroimaging assessment may more directly 
demonstrate how the relational and psychodynamic therapy 
coupled with nutritional interventions can rehabilitate dysfunc-
tional brain areas associated with attachment circuits [32,37]. 
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