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INTRODUCTION

Eating disorders are relatively common disorders
that are often overlooked (Keski-Rahkonen & Mustelin
2016). The most clinically challenging to manage while
also being the most vulnerable of the group are pregnant
women with eating disorders (Cardwell 2013). The
studies suggest that 5% of pregnant women display
symptoms of an eating disorder (Yager & Powers 2013).
The problem is reflected in somatic diseases along with
an unidentified eating disorder, which are manifested
through overlapping symptoms: nausea, vomiting and
weight loss. Gastroparesis refers to the delayed gastric
emptying, without mechanical obstruction, collagenous
gastritis is a rare disease defined histologically by the
subepithelial deposition of collagen bands in the lamina
propria (Kamimura et al. 2015). Medical literature defi-
nes the causes of gastroparesis as physical or psycho-
logical in nature, with the latter frequently identified as
eating disorders, especially in the form of anorexia
nervosa (Yager & Powers 2013). The etiology of
collagenous gastritis is unknown, however, it can be
viewed both as a cause and a result of an eating disorder
(Malgaj et al. 2016).

THE CASE

A 42-year-old Caucasian woman, primipara in the
10" week of pregnancy was diagnosed with hypere-
mesis gravidarum and gastroparesis. She lost 5 kg in the
last four weeks and her BMI was 16.0 kg/m”. While at
the maternity hospital, where she was hospitalized due
to excessive vomiting, they referred her to a consultant
psychiatrist. During the examination she stated that she
was trying to eat at least some food and denied any
special preferences concerning food. She was convinced
that these problems stemmed from the poor absorption
of food, since the food stagnated in her distended
abdomen. She felt pain in her stomach, and she
experienced excess gas while defecating, which resulted
in even more pain and exhaustion. She got pregnant
naturally; she and her partner had been trying to
conceive for 7 years prior to that.
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The periods of vomiting accompanied by severe
nausea and weight loss first occurred when she was 24,
when she experienced considerable stress due to her
difficult end of term examinations. During this time, she
also experienced problems swallowing food, she started
vomiting for the first time and consequently lost 9 kg,
her BMI was the lowest 16.0 kg/m®. Over the next 10
years her body mass was stable until her father died of
stomach cancer. Her father’s death coincided with her
and her partner beginning to think about starting their
own family. After mutual agreement, she stopped taking
oral contraceptives. Consequently, she lost the addi-
tional 7 kg despite supposedly normal food intake and
her BMI was the lowest she had ever had - 13.6 kg/m®.
She even lost her menstrual period for one year and had
extremely painful sexual intercourse. In this period she
visited gastroenterologist because of weight loss,
postprandial abdominal discomfort, early satiety and
flatulence. Her laboratory investigation reports showed
mild sideropenic anemia, while esophagogastroduo-
denoscopy and the corresponding histological examina-
tion revealed results typical of collagenous gastritis. In
addition, gastric emptying scintigraphy of the abdomen
revealed gastroparesis. The gastroenterologist excluded
possible etiopathogenic factors such as autoimmune
processes, drugs (venlafaxine) and infection. He noted
that the patient had previously been diagnosed with an
eating disorder (anorexia nervosa) and had been treated
by a cognitive behavioral therapist. She went into a
short-term therapy with a prokinetic agent and a proton
pump inhibitor, which she terminated shortly after
receiving it due to the adverse effects.

During her early childhood period no peculiarities
could be noted. Her primary family consisted of a
mother and a father, as well as two younger brothers
who were now both married and had children of their
own. The patient and her father were very close and she
confided in him, which explains her deep grief when he
died. Both she and her partner are highly educated. She
is a graduate librarian with a leading position in a city
library and her partner is an electrical engineering
graduate working as a university professor. They have
been together for 10 years and the partner was very
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happy about the pregnancy. She has not received any
psychopharmacological therapy so far.

The mental status examination revealed anxiety du-
ring interpersonal contact, she appeared defense-orien-
ted as well as trying to give an impression of basic
satisfaction. She was not psychotic, her mood was
euthymic, her attitude self-centered and her affect labile.
She was preoccupied with somatic symptoms and had
trouble recognizing and expressing emotion. She
expressed ambivalence toward her pregnancy. Low fru-
stration tolerance and consequently regressive tensions
were prominent. During the clinical and psychological
examination, the following was concluded: the patient
displayed affective lability and excessive self-involve-
ment, inability to cope with problems and proneness to
serious psychosomatic disorders. The patient appeared
less sociable, while her relationship with her partner
was full of fear of rejection and abandonment. Her
mental energy was aimed at keeping up appearances in
relation to the world around her. The clinical psycho-
logist also identified ambivalence toward pregnancy and
noted conspicuous narcissistic personality traits.

During her pregnancy she was regularly examined
by the gynecologist, while also being hospitalized at the
maternity hospital twice due to hyperemesis gravidarum
which gradually resolved by the 20™ week of preg-
nancy. Throughout the entire time of her pregnancy, she
was receiving folic acid, potassium supplements and
vitamin B12. The ultrasound of the fetus was performed
five times and it always displayed normal development
of the child. During pregnancy, the patient had regular
checkups with her psychiatrist until she was in her 33"
week of pregnancy. After this, she discontinued her
outpatient care of her own accord. In the 39" week of
pregnancy, she had vacuum-assisted vaginal delivery
due to congestion in the pelvic floor. She gave birth to a
healthy girl, weighing 3200 g and 52 cm tall (Apgar
7/8). After being discharged from the maternity
hospital, 4 days after the delivery, she started breast-
feeding her child.

DISCUSSION

According to the differential diagnosis the low body
mass can be a result of a somatic disease, an eating
disorder or of a psychosomatic disorder. The preoccu-
pation with physical symptoms might fall into the
category of somatic obsessions, compulsions and re-
gressive tendencies evoked by the fear of responsibility
along with the specific narcissistic personality traits.

The gastroenterologist’s latest conclusion was that
the patient’s symptoms and the clinical findings are
most likely multifactorial, i.e. a combination of the
relapsing eating disorder, functional gastrointestinal
disorder, gastroparesis and collagenous gastritis.

According to the current issue of the International
Classification of Disease (ICD-10), the patient met only
two criteria for Anorexia Nervosa: her body weight was
maintained at least 15% below the expected in terms of

health which is due to avoidance of »fattening« foods
and possibly by self-induced vomiting, and she has
secondary amenorrhea. During the psychiatric treatment
the diagnosis of anorexia nervosa was not confirmed,
we also did not observe any intense fear of gaining
weight or becoming obese as well as any body image
disturbance.

The patient had a tendency to experience psycho-
logical distress in the form of somatic symptoms. This
is presumed to play a very important role in the patho-
genesis of medically unexplained or inadequately
explained physical symptoms and is a risk factor for a
psychosomatic condition (Kusevi¢ & Marusi¢ 2014).
Current evidence shows that the alexithymic deficit in
processing feelings is likely to affect health in affec-
tive states (disordered eating behaviors), psychopatho-
logy directly related to emotional dysregulation through
somatosensory amplification leading to low tolerance
to painful stimuli (somatoform disorder), posttraumatic
shutdown of emotions (acute reactions to severe orga-
nic diseases), altered autonomic, endocrine and im-
mune activity leading to tissue damage (vulnerability
to inflammatory processes), somatosensory amplifi-
cation and healthcare seeking behavior (Lumleyet et
al. 2007).

According to the current issue of the ICD-10,
somatization disorder can be diagnosed in a patient who
has a history of many physical complaints beginning
before the age of 30 that result in significant impair-
ments in social and occupational functioning. Four pain
symptoms, two gastrointestinal symptoms, one sexual
symptom and one pseudo neurological symptom have to
be identified. Each of the symptoms cannot be fully
explained by a known general medical condition or the
direct effects of a substance (ICD- 10). In the new
edition of the Diagnostic and Statistical Manual of
Mental Disorders (DSM-5) the former category of
»somatoform disorder« was renamed and largely revi-
sed. A »somatic symptom« disorder is defined by: (1)
one or more symptoms that are digressing and/or result
in significant disruption of daily life; (2) excessive
thoughts, feelings, or behaviors related to the somatic
symptoms or associated health concerns; and (3)
disproportionate and persistent thoughts about the
seriousness of one’s symptoms, persistently high level
of anxiety about health or symptoms, or excessive time
and energy devoted to these symptoms or health con-
cerns (DSM- 5). Our patient meets all these criteria, so
the diagnosis of somatization disorder is confirmed. It
should be pointed out, however, that somatization
disorder is the primary diagnosis and an eating disorder
is the secondary one, it is a symptom of the somatiza-
tion disorder.

The preoccupation with physical symptoms might
fall into the category of somatic obsessions, compul-
sions and regressive tendencies evoked by the fear of
responsibility consistent with narcissistic personality
traits. The most evident characteristics of her are inse-
curity, sensitivity and poor body image or feelings of
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underachievement. By idealizing she makes up for her
poor self-esteem and tends to avoid confrontations that
would lead to revealing her vulnerability. When expe-
riencing threatening stimuli and unpleasant feelings, she
tends to display somatic symptoms.

During the entire treatment patient’s main concern
was her welfare, the child was not as important to her as
her health and wellbeing, all of which is characteristic
of an egocentric personality. Given the patient’s restric-
tive attitude towards food and negativistic view of her
own body, one is rightly concerned about her feeding
choices as a new mother. Mothers with anorexia often
pass on their abnormal preoccupation with body size to
their children. The children may become unduly accep-
ting of the underfeeding and should be followed up to
ensure that they gain weight and that catch-up growth is
established. At the same time, the following questions
arise: the extent to which the mother is likely to build a
relationship enabling the child to develop secure
attachment and what might be the risk for the child’s
mental health, considering their mother’s lack of em-
pathy, which can result in numerous demands that the
child is unable or unwilling to satisfy. In any case, a
psychotherapeutic approach is well advised if limited by
possible lack of motivation for such a treatment.

Both individual and group psychotherapy of patients
with somatization disorder decreases their personal
health care expenditures by 50 %, largely by decreasing
their hospitalization rates. However, motivation for
psychotherapy in patients with functional gastrointes-
tinal disorders is low and is not determined by clinical
but rather by interpersonal problems that may exist
beyond and independent of GI symptoms (Martens et al.
2010). This interpretation is further supported by the
fact, reported in some published psychotherapy studies,
where psychotherapy was associated with improved
psychological well-being but not necessarily with
gastrointestinal symptom improvement, whereas, in
other studies, gastrointestinal symptoms improved but
psychological well-being did not: a recent analysis
indicated that these effects were partly independent
(Boyle et al. 2003, Creed et al. 2005).

CONCLUSION

Somatization is a widespread clinical phenomenon
that cuts across many diagnostic categories, both
psychiatric and non-psychiatric. Somatization often
leads to a diagnosis of a somatic disease, while the
underlying mental disorder remains unidentified and
untreated. It is obvious that both somatic symptoms and
mental health problems are strongly interrelated, though
the correlation is often difficult to pinpoint. This brings
us to the chicken or the egg causality dilemma — which
came first, the somatic or the mental disorder? Although
somatic und psychological symptoms coexist to a
similar degree, many patients tend to focus predomi-
nantly on their somatic complaints. Physical symptoms
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can be the result of deeper, unidentified emotional
distress, which might be much easily adopted by the
patients and their social environment than the actual
causes that represent the source of all problems. Thus, it
is imperative that we do not strive only to suppress the
symptom but also to eliminate the cause and adopt a
multidisciplinary approach to appropriate therapeutic
strategy. In this case, frequent visits by home care
service during the first three months after childbirth are
recommended, as well as patient’s regular psychiatric
checkups every 2 to 3 months after childbirth, prefer-
ably together with the partner and the child. The conti-
nuation of a psychotherapeutic process is also strongly
recommended.
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