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Introduction

Avoidant/Restrictive Food Intake Disorder (ARFID)is a
feeding and eating disorder characterized by decreased
food intake resulting in impaired functioning, and
weight/nutrition outcomes. ARFID is highly comorbid
with many psychiatric disorders. Presenting symptoms
are broad and non-specific including loss of interest in
eating, abdominal discomfort, fear of choking/vomiting,
dizziness, metabolic abnormalities, impaired
concentration, and weakness. The Pediatric Consultation-
Liaison psychiatrist (CLP) may be consulted to assess for
ARFID in the setting of feeding/eating difficulties or
weight loss; given the heterogeneity of presentations, it is
important to maintain a broad differential.

Case

A 13-year-old boy with 22911 deletion syndrome,
developmental delay, and Tetralogy of Fallot status-post
surgical repair presented to the hospital with rapid weight
loss and fevers after dental procedures. Preliminary work up
revealed normocytic anemia, elevated eosinophils, elevated
LDH, and negative blood cultures. He met O major and 3
minor Duke criteria for endocarditis. Echocardiography
reflected the previously completed instrumentation,
without vegetations. Imaging of the abdomen was obtained
to rule out malignancy and revealed hepatosplenomegaly.
CLP was consulted for anxiety and “picky eating” as
contributors to weight loss. The patient/mother attributed
the patient’s new onset anorexia to his febrile illness and
resultant nausea. Interviews with the patient and mother
revealed a lifelong pattern of “picky eating” without weight
loss, and known anxiety in medical settings. The CLP
recommended additional work up for the etiology of weight
loss. Infectious Disease was consulted yielding additional
history, noting the patient lives with pets, including a feral
cat adopted in the last six months for whom the patient was
the primary caregiver. The patient was later diagnosed with
disseminated Bartonellosis. Psychiatry followed for titration
of mirtazapine to assist with anxiety, mood, and appetite.

Differential Diagnosis

of Failure to Thrive
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Challenges with feeding, feedingfeating disorder, mood disorder,
GERD, IBS, structural considerations [food access, education of
caregivers), increased caloric needs due to metabolic,
cardiopulmonary, endocrine ilinesses or malignancy, anatomic

considerations, infectious disease

FAILURE TO
THRIVE

2 Immune pathology, thyroid
pathology, Gl pathology,
malignancy, chromosomal or
genetic syndromes, renal pathology
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disease, allergy, inborn errors of metabolism

In addition to assisting with broadening the
differential diagnosis, the pediatric CLP can address
adjustment to hospitalization among other
considerations.

Selected Laboratory Assessments (Only Notable Findings
Indicated)

Urinalysis

Color, Clarity- Dark Yellow, Clear

Spec Grayv, pH->=1.030, 6.0

Protein, Blood, 3+, 3+

Glucose, Ketones- Negative, Negative

Nitrite, Leukocytes, RBCs- Negative, Negative, >50
Protein Total Urine- 348 (random); Total Protein/Cr Ratio- 1746

PT-146; INR- 1.2

CBC-Hgb-11.7/HCT 37.2

Ferritin- 229

Iron-15; TIBC- 294:; Transferrin Saturation %2- 5
Reticulocyte 7%- 0.45, Reticuloyte Count- 21.4 x10"9 L

CRP- 3.5
ANA- Positive, 1:160, speckled pattern
tgIgA-4

LETs- within normal limits, exception of ALT-6
Electrolytes- Na- 134, otherwise WNL

Zn, Cu, Se, Folate, Vitamin D-67, 124, 99, 4.3, 16
Vitamin C- <0.1

No EBV antibodies detected

SARS CoV 2 PCR- not detected

Blood culture- no growth

CMV- no antibodies detected

HIV- Non reactive

Quantiferon Gold- Negative

Urine Histoplasma- Negative

Bartonella Henselae IgG- >1:2560; IgM- negative

Discussion

Symptoms of ARFID can be non-specific and include
changes in mood and anxiety accompanied by weight loss.
These symptoms led to CLP evaluation for feeding/eating
disorder as an etiology. The CLP determined low likelinood
of ARFID. This feedback allowed the primary team to
broaden their differential diagnosis ultimately leading to
identification of an infectious etiology. With the assistance
of the ID service, disseminated Bartonella was diagnoses
despite negative IgM, due to chronicity of symptoms and
iidentification of a recent addition of a feral cat. to the
family The CLP collaborated with the team to treat anxiety
related to adjustment to prolonged hospitalization and the
patient and his mother welcomed re-involvement of the
CLP upon re-admission for complications of iliness.

Conclusion

CLPs are asked to comment on the possibility of a
feeding/eating disorder as a part of a differential for failure to
thrive. In these situations, the CLP can encourage widening
of the differential diagnosis when indicated while supporting
the patient and family. Disseminated Bartonella is a rare
illness that can present with failure to thrive.
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