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Abstract
Background: The participation of mental health professionals in multidisciplinary care teams
for heart transplantation has become an international standard practice. The contribution of
these professionals in this setting, which involves assessment and interventions, has not
been the subject of systematic study.
Methods: This paper explores how psychotherapists contribute to multidisciplinary decision
making and care in transplant teams before, during, and after transplantation. To illustrate,
it uses the case of a 19-year-old woman with anorexia nervosa who underwent heart
transplant at a large transplantation center in Germany. She received psychotherapeutic
interventions intended to lower the risk of non-adherence.
© 2019 by the author. This is an open access article distributed under the
conditions of the Creative Commons by Attribution License, which permits
unrestricted use, distribution, and reproduction in any medium or format,
provided the original work is correctly cited.

OBM Transplantation 2019; 3(1), doi:10.21926/obm.transplant.1901056

Results: This first reported case of heart transplant in a patient with a previous diagnosis of
anorexia nervosa also documents psychotherapeutic interventions that were favorable for
sustainable weight-gain and how the multidisciplinary environment enabled their
development and implementation. We provide details on the contribution of the
psychologist in the case, including hypnotherapy interventions and adjustments in routine
nursing practices.
Conclusions: This paper shows how mental health professionals working in multidisciplinary
teams improve patient outcomes in organ transplantation. In order to collect and
systematize clinical knowledge of psychotherapeutic interventions for transplant candidates
with mental health issues, additional studies with multiple centers, multiple cases, and a
range of mental health disorders are needed.
Keywords
Heart transplant; anorexia nervosa; mental health; multidisciplinary care; psychotherapy;
intervention; case report

1. Introduction
Orthotopic heart transplantation following the guidelines of the International Society of Heart
and Lung Transplantation (ISHLT) is conducted by multidisciplinary care teams whose members
include physicians, surgeons, nurses, social workers, immunologists, pharmacists, dieticians, and
other specialists as needed [1, 2]. The provision of continuous support by mental health
professionals working on these teams has been recognized as good practice for years [3], is
recommended in ISHLT guidelines [1, 4], is instituted in the bylaws of the US Organ Procurement
and Transplantation Network [5], and has been most recently incorporated into German
transplantation law [6].
Depending on national and clinical settings, mental health professionals in multidisciplinary
heart transplantation teams may be psychiatrists, psychotherapists, specially trained nurses, or
social workers. They have four main areas of responsibility: diagnosing psychiatric disorders,
assessing psychosocial resources and risks, providing psychotherapeutic interventions, and
educating patients with the goal of reducing health risks and activating resources for better life
quality and coping [7]. Typical therapies are short psychotherapeutic interventions that comprise
elements of supportive therapy, resource activation and future orientation, social support,
dissociation and association of other burdens, cognitive restructuring, and relaxation and painrelieving techniques [8]. The number of consultations each patient receives can vary widely among
transplant centers and patients. One of the rare empirical studies reported an average of 2.2
consultations before surgery and 3.0 afterwards but a total of 16.6 if the patient first received a
mechanical circulatory assist device [9]. In our transplant center, 25 or more consultations per
patient is not unusual.
The most common comorbid psychological problems among heart transplant patients are
major depressive episodes, adjustment disorders, and surgery-related post-traumatic stress
reactions [8, 10]. Patients also may face psychosocial challenges to life-long adherence:
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psychopathology both precedent and concomitant to the onset of terminal heart disease,
substance abuse and other risky habits, cognitive dysfunction, or the lack of social support [11, 12].
Common stressors are feelings of loss of control, fear of death, disruption of family roles and
worrisome fantasies about acquiring character traits or memories from the heart donor. However,
patients’ disorders and distress are usually reliably manageable with standard psychotherapeutic
interventions if the patient has adequate psychosocial resources and if the interventions are
adequately modified in consideration of patients’ poor cardiac health and reduced cognitive
functioning immediately after surgery [8, 13].
The interaction of mental health professionals with other members of the care team is
structured by several critical decisions. The first point of contact with the patient is often made by
the mental health expert during the initial psychosocial screening and assessment, the
components of which are outlined in Table 1. The patient’s situation will then be discussed in an
interdisciplinary transplantation conference in which all cases up for placement on the
transplantation list are reviewed and decided upon. The team must decide whether the patient
has an adequate chance of being successfully transplanted at the center in question and, then,
whether and at what point the patient should be given high urgency (HU) priority on the donorheart waiting list. These decisions are informed by medical and psychosocial assessments of the
patient's likelihood of surviving the surgical procedure and of being willing and able to adhere to a
life-long pharmaceutical, dietary, and lifestyle regimen to minimize the risk of tissue rejection. The
decision to approve transplantation despite a mental health contraindication hinges on the mental
health professional’s confidence that the patient will be able to control either the severity of
psychological symptoms or their negative impact on adherence and other health related behaviors.
Table 1 Components of initial psychosocial assessment for heart transplant patients.
●

Screening and diagnoses for previous and current psychiatric illnesses

●

Cognitive testing

●

Assessment of drug use and addiction, including nicotine and alcohol

●

Assessment of adherence history, especially related to medication and medical advice

●

Assessment of psychosocial barriers that could negatively affect patient health outcomes

●

Assessment of available social support and the psychosocial burden on patient caregivers

●

Financial risk assessment
Source: [4]

Following the initial decision to accept a candidate for transplantation, a treatment plan is
created by the care team with the goal of improving the patient’s overall physical and mental
health in preparation for transplant. During this time, the physical condition of the patient is
monitored to detect any deterioration that would justify HU status, if not already given. When a
donor heart becomes available, the decision must be made then whether to prepare the patient
and initiate surgery. After surgery, the team monitors patient health and adjusts treatment plans
as needed when the patient is transferred out of intensive care. Periodic monitoring continues
after discharge.
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2. Materials and Methods
In 2011, a patient with a previous diagnosis of anorexia nervosa underwent a successful
transplant procedure at our transplant center and continues to be in good health today. We
present her case below following the CARE guidelines for reporting clinical cases [14]. Information
is provided regarding the patient's heart-disease parameters, the symptomatic expression of her
eating disorder, and her psychosocial resources and burdens. We describe how this information
was processed and acted upon by the multidisciplinary transplant team to decide on the
treatment regimen prescribed for each stage of treatment and what actions the psychotherapist
took during the course of treatment. This case illuminates the contribution of mental health
professionals in multidisciplinary care teams through an account of the process by which one team
had to make an unusually difficult decision, ultimately agreeing on the acceptance for
transplantation of the patient, based in part on the assessment and anticipated support of the
team’s psychotherapist.
There are no reported cases of solid organ transplant involving a patient with a previous
diagnosis of anorexia nervosa, although there are reports of anorexia symptoms developing after
renal transplant [15]. The contribution of mental health specialists to decision making in solid
organ transplant teams has been a subject of investigation only rarely [16-18].
The patient whose case is examined in the study participated in the decision to document her
case history. She has given permission for publication.
3. Case Report
3.1 Clinical Findings Prior to the Initial Interview
The 19-year old female patient approached our center for a heart-transplant screening in 2011
at the age of 19. The patient was diagnosed with dilated cardiomyopathy in early childhood and
suffered consecutive symptoms of heart failure. In 2000, at the age of eight, she was treated for
high grade mitral regurgitation with a mechanical mitral valve replacement (St. Jude-Medical 33
mm). Physical exercise was limited from early childhood onward, but she reported that her first
heart surgery had no negative psychological repercussions.
The patient had been previously diagnosed with anorexia nervosa, an eating disorder that
results in severe undernourishment. At the age of 15, with a body mass index (BMI) of 14, the
patient underwent compulsory psychiatric treatment and forced feeding. This was followed by a
total of three inpatient and three outpatient treatments. Treatment was unsuccessful.
Anorexia nervosa is a contradiction for heart transplantation because undernourishment and
underweight are independent predictors affecting survival after heart transplant [19, 20].
Although guidelines for the use of circulatory assist devices recommend weight gain before
surgery for undernourished patients [21], there are no current evidence-based guidelines for
evaluating the risk posed by eating disorders for heart transplantation, nor are eating disorders
mentioned in the ISHLT transplant listing criteria. This stands in contrast to the recommendation
to handle morbid obesity, defined as BMI of greater than 35 kg/m², as a contraindication and to
initiate "weight loss to achieve a BMI of < 30 kg/m² or percent BMI of < 140% of target before
listing for cardiac transplantation" [22]. For patients with a history of anorexia, recovery after
transplantation is threatened not only by underweight and malnutrition but also by potential
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future interference with immunosuppressant intake. Autoaggressive starving, self-induced
vomiting, excessive exercise, and body neglect can be detrimental. Moreover, the likely success of
weight-gain interventions to achieve target BMI prior to transplant is reduced. Finally, due to the
paucity of research on this unusual patient group, it is unclear what psychotherapeutic
interventions can be effective in preventing a recurrence of symptoms and thus improving
mortality risk and justifying transplant.
Early in 2011, the patient’s cardiorespiratory failure progressed significantly and her
cardiologist recommended heart transplantation. When the transplant center closest to her home
refused treatment because of the anorexia, she came to our hospital seeking a second opinion.
The anorexia diagnosis gave sufficient reason for denying consideration for orthotopic heart
transplant, but refusing to treat would have meant almost certain death for the young patient.
3.2 Diagnostics and Psychosocial Assessment
In the psychosocial assessment, the patient presented herself as motivated and open for
psychological reassessment and treatment in an active search for help. She reported always
having been thin and having starved herself systematically since the age of 13 but that she rarely
vomited intentionally, never induced diarrhea, and never took appetite suppressants. She
recounted often feeling a desire to disappear into “thin” air. Given the many situations in which
she felt “powerless,” the crucial factor to her condition was apparently the feeling of power she
obtained by starving herself. She noted always having had a lively temperament, but that her
heart disease prevented her from being as active as she wanted. Consequently, physical activities
were a source of contention with her mother beginning in childhood. Her mother was apt to
violate boundaries, and the patient learned at an early age to provoke her by quarrelling. Starving
herself was an additional provocation.
In her own opinion, previous psychotherapeutic interventions for her anorexia all failed due to
her defiance. She had never been able to develop a trusting therapeutic relationship with any of
the many psychotherapists she saw. Her symptoms improved when she moved into her own
apartment. Then she was able to eat autonomously without being monitored or pressured and to
achieve the then current BMI of 17, albeit without ever menstruating. She adhered to her cardiac
medication schedule without any problems, almost compulsively in fact. Thus, she demonstrated a
capacity for independently securing her own survival by adhering to doctor’s instructions and
keeping her BMI above a low limit. However, she had never experienced successful treatment of
the psychological aspects of her anorexia: perceptual disorders, negative and self-disparaging
cognitions, and the inability to relieve stress.
The patient’s psychological situation at the time of assessment involved rejection of her
femininity, starvation as a means of control, a conflict-ridden family with delayed detachment, an
entrenched psychiatric disorder, numerous subjectively failed therapy attempts, suspected
problems with self-worth and compulsive reactance/defiance. Arguments with her mother
frequently ended in self-induced vomiting. She articulated fears typical for patients facing heart
transplantation, centering on death, complications during surgery, graft failure, and tissue
rejection.
In sum, during the initial presentation the patient presented as alert, articulate, fully oriented,
slightly tense, and cautious. Initially reticent, with time she became increasingly candid with the
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psychotherapist. The patient possessed psychological resources for maintaining a strict medical
regimen including the categorical wish to live, goals, hobbies, and a caring attachment to her sister.
Although the maternal relationship was conflict-ridden, it was not without loving moments.
Psychotic symptoms or suicidal tendencies were not evident.
3.3 Team Meetings and Therapeutic Interventions
A multidisciplinary conference was initiated to decide whether to list the patient for
transplantation. The team felt that the general prognosis regarding the anorexia was not good due
to her previous resistance to psychotherapeutic treatment. The path to psychological recovery
was deemed to be risky, as the pathology involved a complex set of factors including the patient’s
rejection of her femininity, starvation as a means of power and control, a family of origin
experienced as conflict-ridden with delayed detachment, a deeply entrenched psychiatric disorder,
numerous subjectively failed attempts at therapy, suspected problems with self-worth, as well as
rapid reactance/defiance. Nonetheless, there was hope that her appetite could be stimulated by
cortisone, which is routinely prescribed as part of immunosuppression, and optimism because the
patient possessed valuable psychosocial resources including a credible will to live. Also, the risk
that vomiting or provoked laxation would prevent immunosuppressive intake was estimated to be
comparatively small in this case, due to the limited expression of anorexia symptoms.
After numerous discussions in 2011, the multidisciplinary care team decided to accept the
patient and place her on the transplant waiting list. The entire team, especially the surgeons,
wanted to do everything possible to give the young patient a chance to extend her life. Afterwards,
the team met weekly for assessing and adjusting her therapies while awaiting transplant. Shortly
thereafter, her cardiopulmonary health began to deteriorate and she was registered with
Eurotransplant® (Leiden, Netherlands) as “high urgency” for orthotopic heart transplantation.
During the HU-waiting period, treatment continued to be monitored and adjusted in frequent
team meetings.
The main psychotherapeutic goal set for the patient while waiting for transplantation surgery
was to ready herself to integrate a new heart responsibly and sustainably in her pathologically
problematic body schema and to promote compliance. The patient’s history of never having
established a trusting relationship with a psychotherapist after multiple psychotherapeutic
interventions caused great concern initially for the assessing psychotherapist, who faced the
burden of potentially being the only person in a position to help. Therefore, in the first therapeutic
session after the initial psychosocial assessment, the patient’s autonomy was explicitly
underscored and her adulthood emphasized. In addition, a conscious distance was maintained to
the starvation symptom with the message: “You alone are responsible for gaining enough weight
for the heart transplant. That doesn’t really interest me. What interests me is how you intend to
integrate your new heart lovingly and kindly in your wonderfully obstinate body.”
On the recommendation of the team’s psychotherapist, the team decided to reinforce this
psychotherapeutic intervention by allowing the patient to self-regulate her eating. Anorexia was
treated as a non-issue. We expressly waived the requirement that the patient undergo dietary
consultation and monitoring because she demonstrated a superb knowledge of nutrition and she
had always vehemently rejected all forms of mandatory weight monitoring. She was instead given
the task of autonomously maintaining her weight in the understanding that she would be unfit for
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transplantation if she could not meet a mutually agreed-upon target. It was hoped that this
strategy would strengthen the patient’s feeling of adult autonomy. The psychotherapist saw here
an important opportunity for her and the team to demonstrate confidence in the patient’s ability
to hold a BMI of 17 and keep herself qualified for transplant. Importantly, this path was in keeping
with professional ethics because the psychotherapist’s primary mandate in this case was not to
treat the anorexia but rather to help the patient integrate the donor heart.
Because cardiac insufficiency is commonly linked to emaciation, the ward’s care team often
treat underweight patients. This was, however, their first patient with anorexia. The nursing team
accepted the idea of respecting the patient’s dietary autonomy and implemented it
conscientiously. The patient requested that weighing be done by the nursing staff without
informing her of her exact weight because any mention of numbers triggered anorectically
controlling, self-disparaging thoughts. It was astonishing to the team and a significant
achievement for the patient that she managed to maintain her baseline weight during the threemonth HU waiting period without weighing herself. The patient reported post-operatively that she
applied some of the advice given to her during her previous period of compulsory treatment. The
freedom she was given to self-regulate her eating behavior allowed her to choose which methods
to apply, a form of autonomy-reinforcement.
The second psychotherapeutic intervention was an analysis of the mother-daughter interaction.
The patient had experienced her mother as overly intrusive. A pathological interaction between
patient and mother, characterized by a struggle for autonomy with a simultaneous detachment
delay, became apparent. Because the mother often visited, there was an initial thought to invite
her into therapy to develop new patterns of communication in an attempt to set clear limits.
However, the patient did not want to share the rapport she had built with the psychotherapist.
This exercise of free will and self-assertion was taken as a positive sign. An appropriation almost
akin to jealousy became clear.
The third intervention, also conducted during the waiting period, targeted the patient’s low
self-esteem, specifically her struggle to accept herself as valuable enough to receive a new heart.
She described being unable to give herself enough space for self-care, of wanting to take up no
space at all. Comments about her somatic-medical situation regularly led to self-deprecating
cognitions and borderline depressive moods. The patient had intense doubts whether she was
truly worthy of the gift of a new heart. She reported seldom receiving approbation or, if offered,
being unable to accept it. The worry of being capable of truly accepting a new heart became a
major topic for her shortly before transplantation, advancing to become her most fundamental,
existential question. The interpretation of having been “thin air” more or less all her life, of being
unable to give herself enough space for self-care and her own needs, of not wanting to take up
space, all of which was expressed in the anorexia, clearly emerged. Premonitions of death and an
occupation with mortal fears were significant at this juncture, and sometimes a yearning for death
was articulated. For addressing these issues, an intervention based on two hypnotherapeutic
mechanisms was conducted. The first mechanism, known in German hypnotherapy as the
“therapeutic tertium” [23], refers to the construction of an interpersonal, imaginary configuration
by the patient and therapist. The patient is encouraged to transfer onto it those internal strengths
that the therapist helps her discover, thus personifying them into an internal champion for
effecting change. In this way, when destructive cognitions undermine a patient’s feeling of
intrinsic self-worth, the creative unconscious can be strengthened and instrumentalized for
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healing and helping as a mediating authority between patient and psychotherapist. The
therapeutic tertium is related to the psychotherapy concepts of shifting the “locus of control” and
of projection, and it is also useful as practical means of helping patients grasp the mysterious and
elusive aspects of their own psychology. The second mechanism, utilization [24], is a central idea
of Eriksonian hypnotherapy and encompasses the idea that the therapist should utilize all of the
patient’s symptoms, character traits, and quirks for identifying and activating resources for
reaching therapeutic goals. In the case at hand, the therapist and the patient visualized the
patient’s unconscious self as the therapeutic tertium, utilizing the patient’s desire for autonomy
and a low body weight as signs of mental strength. As the patient’s trust in the ability of her body
to assert itself against the intrinsic destructive anorectic cognitions (instrumentalized and dubbed
the “anorexia witch”) continuously grew, her confidence in the ability of her body to integrate a
new heart also grew. This explanatory model proved effective for coping with anxiety.
Hypnotherapy involves inducing a trance-like state to lower dysfunctional defensive
mechanisms and suggest positive changes. Patients can also learn to induce trances themselves,
which is useful for controlling pain, fear, or stress. In this case, during trance induction the
insubordination rule, i.e. the instruction that the patient may terminate the hypnosis session at
any point [25], was clearly established out of consideration of the patient’s heightened need for
autonomy. Moreover, trance words like “heavy” were avoided in order to prevent reactance.
A final intervention sought to change the patient’s perspective regarding her anorexia. The
therapist helped the patient identify the root causes of her symptoms and find a way to distance
herself from those symptoms without vilifying them. This process involved both hypnotherapy and
cognitive behavioral therapy.
When a donor heart became available, there was no need for further deliberation regarding
the patient’s readiness. She was calm going into surgery. Immediately after the heart transplant, in
intensive care, a hypnotherapeutic intervention was performed for a careful, loving integration of
the organ [26]. The very emotional patient was able to feel the pulse of the donor heart, to
welcome the new heart at length, to form an emotional bond to it and thus to initiate the process
of embodiment—“from beat to beat, the foreign heart gradually becomes my own.” As a posthypnotic suggestion, the patient was given the task of placing both hands on her heart whenever
it felt comfortable to do so, and thus to build up a positive contact to the new heart in her own
personal way. Here it became clear that the patient was overwhelmed by a need to say thank you,
to welcome the new heart, and to introduce herself to it. For her, the heart transplant
represented a chance to start a new chapter of self-care, self-acceptance, and reduced selfdeprecation.
The patient was prescribed a routine immunosuppressive regimen including initially 20mg of
cortisone daily. No psychotropic medications were prescribed at any time.
3.4 Follow-Up and Outcomes
The post-operative course was normal, and the physically and mentally stable patient was
discharged to her parents’ home. However, during her stay in the conflict-ridden family situation,
she experienced a recurrence of anorexia. The patient dialed an emergency hotline to the team
psychotherapist and agreed to an outpatient crisis intervention in our clinic. She continued
outpatient psychotherapy with another therapist and admitted herself on weekends to a
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psychosomatic clinic specialized in weight gain. This was the first time she had ever voluntarily
agreed to outpatient psychotherapy. Her situation was stabilized, and as soon as the patient left
her parents’ home and returned to school, her situation normalized fully. The subsequent period
was uneventful except for one episode in which the patient binged alcohol for the first time,
resulting in a hospital overnight, and a mild, grief-triggered depressive episode three years after
transplant. She also acted on her strong desire for a tattoo, which was extremely ill-advised
medically. Both risky-behavior episodes can be interpreted as catching up with adolescent
processes that previously had been denied to her by the cardiac insufficiency and the anorexia.
For her tattoo, the patient chose a musical symbol on her hip, an erotic signal that could be
interpreted as a step towards acceptance of her femininity. In the following year, she continually
gained weight and reached a BMI of 22, the first time she had ever been within the normal range.
During outpatient contact two years after heart transplantation, she reported having menstruated
in the past four months and that she successfully graduated from school and was accepted to a
university philosophy program. She also reported feeling no restrictions on daily activities or
exercise. Sub-depressive setbacks (once or twice a month) remained difficult, but she countered
these by writing poetry. She has required no further psychotherapy. The patient takes her
immunosuppressive medication reliably and describes her relationship to her heart as loving.
Twelve months after surgery there was one moderate rejection episode assessed as grade “1R” on
the standard cardiac biopsy grading scale for cellular rejection [27], triggered by an infection which
was successfully treated. Otherwise, the somatic course continues to be uneventful. Her current
mental and somatic state, eight years after transplant, is stable.
Table 2 provides an overview of all psychotherapeutic interventions. A timeline of the case
appears in Figure 1.
4. Discussion
This was the first case of heart transplantation in a patient with chronic anorexia and dilated
cardiomyopathy at our transplant center. The treatment course to date has been successful. It
involved many psychological treatment hours, frequent post-operative follow-ups initially, and
one crisis intervention.
The transplantation care team in this case faced a situation similar to that described in Collins
et al.’s pioneering article on the ethical problems that can arise in the psychological assessment of
transplant patients with cognitive impairment or mental health issues, when decision making “can
often hinge on information provided by the psychological consultant who is attempting to
simultaneously serve the needs of the patient as well as the transplant team” *29]. In the case
described here, the care team avoided this dilemma because the psychological problem at hand,
anorexia, was amendable to psychotherapeutic interventions that reduced the risk of organ
rejection. The psychotherapist worked with the patient and with the medical staff to find a
feasible treatment path.
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Table 2 Psychotherapeutic interventions.

Post-discharge, outpatient

In-hospital

Intervention

Frequency and
period of
consultations
Family systems therapy: Self2 in 1 week
regulation and autonomy as a
method to maintain BMI 17

Place

Role of therapist /
Therapy goal

Patient’s
hospital room

Support of adherence,
reinforcing a sense of
personal responsibility

Family systems therapy:
Analysis of the mother
relationship

8 in 4 weeks

Patient’s
hospital room

Emotional relief,
discovery of the
original context of the
anorexia and denial of
femininity

Hypnotherapy: Reinforcing
self-worth

13 in 5 weeks

Patient’s
hospital room

Strengthening personal
efficacy and selfcontrol, emotional
acceptance of self,
therapist as model

Hypnotherapy and cognitive
behavioral therapy: Change of
perspective, understanding
root cause of symptoms,
distance without vilification of
systems

4 in 2 weeks

Patient’s
hospital room

Widening the horizon,
utilization of the
unconscious as a
therapeutic tertium,
cognitive restructuring

Hypnotherapy: Welcoming of
the new heart after surgery

1

Intensive care
unit after
waking from
anesthesia

Integration of the
donor organ into one’s
own body image

Crisis intervention

2 in 1 week

Therapist’s
Regaining control over
office by
anorexia symptoms
telephone and
in person

Cognitive behavioral therapy:
Building adequate stress
coping strategies

3 in 1 week

Outpatient
Learning techniques of
psychiatric clinic stress coping and
for weight gain emotional regulation
for anorexia control
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Figure 1 Timeline of diagnoses (ICD-10 [28]) and treatment.
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The two-fold challenge of having to deal with the trauma of a heart transplant and the
psychiatric restrictions imposed by anorexia (pathological body image, negative controlling
thoughts, setbacks in feelings of self-worth) was immense. Resource orientation, respect for
autonomy, focus on the future, and hypnotherapeutic interventions all appear to have been
helpful in this case. The psychotherapeutic process helped in the integration of the donor organ
and interpretation of this donation as an enhancement of self-worth. For the attending
psychotherapist it was important that the patient develop an internal detachment regarding her
adolescent symptom-complex of eating, starving, and weight control with the goal of reducing
vulnerability to manipulation. For this step, close therapeutic supervision was essential.
The rejection for treatment by another transplantation center turned out to be helpful. It was
perceived as a warning by the patient and consequently spiked her motivation to seek an
alternative center to get one “last chance.” This should not be interpreted as a case of competition
between heart transplant centers but of the utilization of diverging opinions about
“transplantability” in order to encourage the recovery and maturity processes in an adolescent
patient.
Our experience provides an additional illustration of how, as Skillings and Lewandowski (2015)
argue, psychosocial support in multidisciplinary teams throughout the course of assessment and
treatment enhance the quality of patient care in solid organ transplantation. In the case described
here, the psychosocial support of the psychologist was central for two reasons. First,
psychotherapeutic treatment utilized the patient’s heightened motivation to activate hidden
psychological resources and address the anorexia symptoms. The patient’s boundaries had been
violated early on by her mother, and because previous therapists attempted to control her as well,
previous psychotherapy was unsuccessful. This episode of psychotherapy, in contrast, revolved
around the mother-daughter conflict without violating the patient’s boundaries. The use of
hypnotherapy interventions proved to be very useful in avoiding reactance and clearing a path for
the patient to accept her body with its new heart. Second, the psychotherapist’s
recommendations helped the team to try an innovative care approach that focused on
heightening the patient’s sense of autonomy. Teamwork ensured that the dieting and weighing
process, which in this case was unusual, was handled by nurses as recommended by the
psychotherapist and approved by the team. The nursing staff reported having been enriched by
their role in this case, as they were involved to an unusually high degree in team discussions.
The application of lessons drawn from this case to other patients with anorexia is limited by the
specific expression of the disorder in her case, especially the absence of vomiting and diarrhea,
which increased the care team’s confidence that immunosuppression would be absorbed. The
psychotherapy resources of a high-volume transplantation center were also beneficial. Overall,
anorexia should still remain a contraindication for heart transplantation, but the case
demonstrates that successful heart transplantation is possible in patients with anorexia with
careful patient assessment and intensive psychotherapeutic support in the context of
multidisciplinary care.
5. Conclusions
A precondition for therapeutic adjustments for patients at higher risk of organ rejection due to
mental health disabilities is the full integration of the mental health professional in the
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multidisciplinary transplantation care team. Medical professionals, especially surgeons, are trained
to treat the body. In the past, some surgical teams may have tended to discount patients’ mental
health as a factor potentially influencing the outcome of surgery. However, the likelihood that
patient mental health can affect transplant outcomes is underscored by the current evidence [4]
and in some special cases like the one reviewed here it is possible and beneficial to adapt
perioperative caretaking to mental health risks. Continuous cooperation with mental health
professionals in care teams helps not only in the early identification of such cases but also in the
development of effective, individualized, “unconventional” interventions for simultaneously
addressing somatic and psychological needs in cases where mental health problems must be
monitored and mitigated.
This case underscores the importance of additional research into the connections between
psychotherapeutic interventions for psychological disorders and long-term health after solid organ
transplant. In order to expand clinical knowledge of these patients, we recommend additional
studies of interventions for persons with mental health issues and long-term health outcomes
among transplant patients using multiple cases and a greater range of mental health disorders.
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