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Abstract 

Persistent depressive disorder, anorexia and obsessive-compulsive disorder are each 

psychopathologic entities with suicidal risk. When they appear together it is a must that a 

multidisciplinary team of psychiatrists, clinical psychologists and psychotherapists work 

together on a long-term therapeutic approach in order to maintain the patient as close as 

possible to a normal level of psychological and social functioning. When comorbid factors 

are present, early age and noncompliance to the treatment are present, the prognostic is 

severe. 

We present here a case study of a complex 14 years old girl, with adolescence onset 

dysthymia, anorexia nervosa and obsessive-compulsive disorder and its management 

issues.  
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1. INTRODUCTION 

 

Persistent depressive disorder (dysthymia) is a ‘chronic form of depression’ 

which can be ‘diagnosed when the mood disturbance continues for at least 2 years 

in adults or 1 year in children’ (DSM-5, 2013).  

Between 1 and 2 percent of people experience dysthymia at some time during 

their lives; it is estimated that between 15 to 20 percent of all youth experience 

depression by the age of 18 (Klein et all, 2008). According to research compiled by 

the NIMH (2000), during childhood (pre-puberty), both males and females are 

equally at risk for mood disorders; during adolescence and continuing through 

adulthood, however, females are twice as likely as males to experience depression 

(Kessler, 2006, NIMH, 2000). Dysthymia - early onset (i.e., before age 21 years) is 
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associated with comorbid personality disorders, substance use disorders, anxiety 

disorders persistent depressive disorder and it is at higher risk for psychiatric 

comorbidity in general (DSM-5, 2013).  

Obsessive-compulsive disorder is characterized by recurrent, unwanted, 

distressing thoughts and resulted compulsive behaviour. The compulsive 

behaviours are usually intended to alleviate the anxiety associated with the 

obsessions. OCD is one of the more disabling and potentially chronic disorders, 

prevalent in childhood and adolescence, the onset of OCD occurs by age 14 in 

approximately 25% of cases (Kessler et al, 2005).  

There is a comorbidity between OCD and depressive or bipolar disorder (63% 

for any depressive or bipolar disorder, with the most common being major 

depressive disorder [41%]) (Ruscio et al, 2010). Rates of OCD are also elevated in 

eating disorders, such as anorexia nervosa, especially those with the restricting type 

(DSM-5, 2013). 

Anorexia nervosa is one of the feeding and eating disorders characterized by a 

persistent disturbance of eating or eating-related behaviour that results in the 

altered consumption or absorption of food and that significantly impairs physical 

health or psychosocial functioning (DSM-5, 2013) Anorexia nervosa commonly 

begins during adolescence or young adulthood, and it is comorbid with depression, 

OCD, anxiety disorders among others.  

The case presented here was diagnosed with persistent depressive disorder, 

anorexia nervosa and obsessive-compulsive disorder, a complex and overwhelming 

mix of disorders that linked one to another and enhances one another. 

 

2. CASE HISTORY 

 

The patient is a fourteen years old adolescent, living in a city, she attends the 

first year of high school. At the moment of evaluation, she he had just passed the 

National Evaluation Exam with a very high grade that helped her to access the high 

school she wanted. She is an only child, she lives with her parents in a three-room 

apartment, having her own room. 

The patient  had her first visit to a clinical psychologist office after three months 

of her first year of high school, together with her parents, with the following 

symptoms declared by the mother: considerable weight loss (15 kilos in 6 months, 

being at the moment underweight for a 175 cm height and 38 kilos), refuse to eat, 

but not lack of appetite, intense fear of being fat and gaining weight, self-

perception of herself as being fat and wanting to lose more weight, social retreat, 

sadness, lack of motivation to do other things than getting thinner, loss of interest 

or pleasure in any activity, insomnia nearly every day, diminished ability to 

concentrate and learning.  
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In the first meeting the girl barely said two or three sentences and answered the 

questions with yes or no, but she agreed to continue psychological evaluation and 

intervention. 

Following the anamnesis interview and the history of every symptom we note 

the following aspects: eating refusal and fear of gaining weight were not motivated 

by esthetic reasons, but because she wants to starve herself to die because she 

considered she doesn’t  deserve to live, considering herself as a worthless person, a 

bad person who has in mind very bad thoughts that she is not able to control, and it 

is a matter of time till people will realize what she was thinking and how worthless 

she really is.  

 This worthlessness and the disturbing thoughts and also angriness of not being 

able to stop eating overwhelmed her from time to time (at least once a week) so she 

made herself suffer by cutting herself with a blade (she had many cicatricial marks) 

– this activity was performed for at least 8 months and it was not noticed by her 

family or anybody else. If the self-punishment need appears in the context where 

she cannot access a blade she used to hit her feet until she got bruises and then she 

pressed the bruises to feel pain and fill in the interior hole and emotional pain she 

felt. The bruises were noticed by parents and she justify them by accidentally 

bumping into furniture.  

Social retreat was justified by the fear the others would read her thoughts, so 

she avoided people. Sadness and lack of motivation to do other things than getting 

thinner are explained by the patient as results of inability to totally restrict her diet 

and just not eat (she felt hunger and hate herself about that). 

The loss of interest or pleasure in any activity comes from the feeling that 

nothing is worth to be done because she is not going to accomplish the tasks 

properly. The initial and terminal insomnia nearly every day is justified by 

ruminating negative thoughts. The diminished ability to concentrate and learning 

are explained by the patient as being provoked by mental and physical tiredness 

and fatigue.  

First symptoms (social withdrawal, depressive mood, feelings of worthlessness, 

diminished ability to concentrate and learn, guilt) appeared two years before in a 

context of school bulling (some of the children said the was ugly and stupid), and 

educational and familial pressure to have very high grades in school and to learn 

continuously. She declared that she felt conditionally accepted and loved by the 

parents (‘my parents love me if I have good grades’), which is in contradiction with 

parents’ declared attitude towards her (warm and permissive). 

As a result of school bulling, she dressed as much covered as she could (in 

order to not be ‘seen’ by others) and avoid groups of teens because she believed 

she could be attacked – few of her colleagues used to push and hit her when she 

was 11-12 years. Telling the parents about this she was advised to avoid aggressive 

children. 
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In the classroom she couldn’t be attentive to teachers because disturbing 

recurrent and persistent thoughts flooded her mind (erotic images with the 

teachers), and then she felt shame and fear not to be discovered what she ‘did’ or 

what she was thinking. At some point she had another prevalent thought – that 

people can read her mind and discover shameless scenarios and also that she is 

stupid, so she avoided their eyes and their presence. The thoughts and mental 

images caused anxiety and distress. 

The worthlessness and guilt feelings came from the shame of having the bad 

thoughts and from the evidences she gathered that she is a person full of defects, 

even though she never wanted to be perfect. 

 In the last 6-8 month she discovered that if she made some rituals, she might be 

able to control, or neutralize these recurrent and persistent thoughts and images and 

to avoid people reading her mind – at the moment of evaluation there were more 

than twenty five compulsions active. These obsessions and compulsions were not 

related to food or weight. Most of compulsions are centered on body cleaning (not 

from real dirt but dirty thoughts), repeating a certain number of times some 

gestures and counting.  All these obsessions and compulsions are time consuming, 

so she didn’t have enough time to do her homework or learn for school, and this 

caused also distress and anxiety and strengthen the idea she is not good enough. 

The patient has a poor insight on these beliefs thinking they are probably true. 

All these depression symptoms caused significant impairment in social, 

occupational life. As declared in the last year all the symptoms were more 

pregnant, but they started without significant diminishing two years before. 

 

 

3. DIAGNOSYS AND EVALUATION 

 

The patient was cachectic, weakened, pale, dry, cold desquamating skin, 

thinned hair. The posture was rigid and protraction of the shoulders, eye contact 

was not continuously, avoiding it mostly. 

The patient is temporal-spatially oriented, auto and allopsychic, her mood is 

dysthymic, psychomotor drive was slightly depressed, she was in a good logical-

verbal contact. The patient is partially aware of her problems (she admitted 

something is not right considering she was not sleeping enough and that she has so 

many bad thoughts, but she didn’t consider she has a disorder) 

The psychological evaluation used various techniques: observation, anamnesis, 

structured and semi structured clinical interview using KID SCID instrument (Hien 

et al, 2004), psychological tests from the assessment platform CAS++ (Miclea et 

al, 2009), Hamilton for depression (Hamilton, 1960), Raven Progressive Matrices 

for evaluating intelligence (Raven et al, 2003).  
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We used of CAS ++ platform the five factor personality inventory FFPI that 

revealed a low score in extraversion scale specific to an isolate, silent, introvert 

person, low score on agreeableness reflecting self-centred attitude, low score on 

conscientiousness expressed in nonconformism, impulsivity in actions, low scores 

in emotional stability meaning the individual manifests emotional instability.  

We also used the Young Schema Questionnaire YSQ - S3, and its results 

revealed the presence of maladaptive schemas (high scores): emotional deprivation, 

abandonment, mistrust/abuse, social isolation, defectiveness/shame, social 

undesirability, failure, dependence/incompetence, vulnerability to harm and illness, 

subjugation, self-sacrifice, emotional inhibition, unrealistic standards, insufficient 

self-control, negativism/passivity. 

Another questionnaire used are: OPT (explanatory style) with a score of 28 

specific to an pessimistic person that sees the bad experiences as one that were her 

fault, will not change in the future and she has no control on them, the causes of 

negative events are external, unstable and specific; Dysfunctional Attitude Scale 

DAS-A with a score of 180 – reflecting a very high level of dysfunctional attitudes; 

Unconditional Self-Acceptance Questionnaire (USAQ) revealing a low level of 

self-acceptance and Attitudes and Beliefs Scale ABS II with a score of 163, that 

means irrational modes of thinking such as demandingness, awfulizing, low 

frustration tolerance and global evaluation. 

The Hamilton depression scale result is a score of 28 suggesting a very severe 

depression. 

Raven Standard Progressive Matrices score was 57 equivalents of an IQ in the 

115-130 range, her intellect is Grade I: “Intellectually superior,” her score lies 

above the 95th percentile for people of that age group. 

After clinical evaluation we can consider hypoprosexia, hyperbulia in achieving 

the weight loss objective and hypobulia to accomplish other activities. Her 

motivation is internal (she is motivated by her needs motives) and affective (she is 

considerably influenced by the emotions and feelings). The dominant emotions are 

sadness, angriness, anxiety, low self-esteem. There has never been a manic or 

hypomanic episode nor cyclothymic symptoms. It was also noticed a disorganised 

attachment.  

The memory function is also altered – hypermnesia on past events and 

anterograde hypomnesia. She had bradipsychia, obsessive ideas and prevalent ideas 

of persecution, reference, guilt. Her activities were mostly sedentary. The daily 

activities were impaired by multiple compulsions. The sleep rhythm is affected, she 

has initial and terminal insomnia – she used to stay awake till late night and wake 

up early in the morning, but she felt tired during the day. The feeding instinct is 

altered by the alimentary restrictions’ behaviour. 
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She also declared amenorrhea for 6 months, this absence of menstruation 

contributing to the low self esteem and to the idea that she is a worthless person 

that doesn’t deserve to menstruate. 

She does not use any substance, not smoking, not drinking coffee or alcohol, 

not having medication. She had never been to a psychologist or psychiatrist before 

that moment. 

The instrument used for psychodiagnosis is KID SCID - The Structured Clinical 

Interview for Childhood Diagnose (Hien et. all, 2004). 

The first psychodiagnosis refers to persistent depressive disorder (dysthymia), 

early onset (with the following symptoms: insomnia, fatigue, low self-esteem, 

feelings of hopelessness, poor concentration that lasted for more than a year). 

The second diagnosis is obsessive-compulsive disorder, having recurrent and 

persistent thoughts, urges and images, intrusive and unwanted, causing anxiety and 

distress, the girl attempts to suppress them with other thoughts (counting, repeating 

words) and actions such as repetitive behaviours (washing, checking, stirring) 

meant to reduce the anxiety, the compulsions are time consuming, causing 

significant distress and even impairment in social and educational life. These 

symptoms are not better explained by symptoms of another mental disorder. 

Another diagnosis is anorexia nervosa (criterion A and B of restriction of food 

intake leading to significantly low body weight and intense fear of gaining weight).  

It is to be considered a disharmonic personality structure (with great 

impairments in personality functioning having difficulties in identity, self-

direction, empathy and intimacy areas, identity, negative affectivity anxiety, 

depression, guilt, shame, and self-harm behavioural manifestation, avoidance of 

socio-emotional experiences, withdrawal from interpersonal interactions, restricted 

affective experience and expression, behaviours that put her at odds with other 

people, impulsive self-harm behaviour driven by feelings of angriness and guilt).  

The symptoms are not better explained by any other entity from depression 

disorders, obsessive-compulsive and other disorders, anxiety disorders or other 

feeding and eating disorders. 

 

4. PSYCHOLOGICAL INTERVENTION 

 

In this case management were used as interventional tools: psychoeducation, 

cognitive   behavioural therapy and psychiatric medication. 

First and the most important step in this kind of complex pathology at an early 

onset is to establish and maintain an emphatic relation with the client/patient and in 

the same time – to establish a healthy therapeutic alliance with the family (Rizeanu, 

2014). The patient was recommended to have a psychiatric, endocrinological and 

paediatric evaluation.  



Cristiana Haica, Steliana Rizeanu – Romanian Journal of Psychological Studies, Hyperion 

University 

 

18 

 

In the first three sessions we proceed to clinical psychological evaluation with 

the techniques and instruments mentioned above. 

In the next three weeks we start to develop psychoeducation programme for her 

and her family (there were 5 separate sessions with the girl, 3 sessions with the 

parents and 2 family therapy sessions) 

Psychoeducation had the goal to make aware the patient and her family about 

these disorders, treatment of these disorders, management of the conditions, 

compliance with the medical and psychological treatment, and of course preventing 

progression, exacerbation and relapse of the problems (Rizeanu, 2013). The more 

aware the client and the parents are, the more beneficial health related outcomes 

are for all (Crăciun, 2013; Cummings et al, 2008).  

The parents psychoeducation aimed to inform them about positive change 

techniques, medication management and compliance and crisis management, how 

to be aware of family dynamics, conflicts, communication pattern, problem 

solving, and attentive to social and clinical needs for their daughter. They were also 

recommended family support groups, which they refuse.  

The girl had her first visit to psychiatrist after four weeks of therapy, when 

finally, her family accepted (after psychoeducation) that this specialist intervention 

is needed. She was diagnosed with dysthymia, OCD and anorexia nervosa and she 

was hospitalized for two weeks and get medication for the problems diagnosed. 

She went out of hospital with medication and recommendation to continue therapy. 

The next three weeks were dedicated to diminish self-destructive behaviours 

(hitting, cutting, starving) and limiting the number of compulsions, the patient 

made a hierarchy of compulsion starting with the ones easy to control ending with 

the most uncontrollable ones, choose a number of compulsions to control from one 

session to another and stop them.  

 Because in this time thanked to medication and therapy some of the anorexia 

symptoms, compulsions and depression symptoms diminished (she started gain 

weight three kilos in two months, she struggled with less than half of initial 

compulsions, sleep more than 6 hours per night, she was euthymic, she started to 

talk to some classmates, made two friends, started to learn and repair her school 

grades) the parents decided to stop the medication and rely on therapy and also 

pressing the girl to assume healing through her own will. They consider the 

medication is dangerous on long term (side-effects), too expensive, and their 

daughters problems came from a weak will. In few days her mental health status 

became worse and she was hospitalised again for two weeks.  

After this experience of relapse, they decided to continue medication and 

therapy. For one year the girl attended twice a week therapy session in the first 

month, and weekly after that, and periodic visits at the psychiatrist for patient and 

medication evaluation.  
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The therapy consists beside psychoeducation, life skills training (to help her 

improve social interactions, increase daily living skills without using compulsions, 

and increase her sense of self control of her behaviour and thoughts) and in 

cognitive behavioural therapy (Rizeanu, 2017).  

CBT intervention had as therapeutic objectives - identifying thought and 

behavioural patterns that lead to or maintain the problematic symptoms (negative 

thoughts, feelings of hopelessness, guilt, worthlessness, suicidal ideation) and on 

reducing symptoms and enhance overall functioning, helping the patient to develop 

coping strategies (Rizeanu, 2018). It also had been associated exposure (exposure 

to the obsessive fears without allowing the patient to ritualize) and response 

prevention techniques, situational analysis (replacing global thinking with 

approaching one problem at a time), relaxation and mindfulness techniques, 

scheduling pleasant activities, developing conflict resolution skills (Reynolds and 

Reeves, 2008). 

Even now, after 5 years she still needs psychotherapeutic support (once every 

two weeks), and she might need for the following few years considering the 

fragility of her emotions, and the complex nature of psychopathology. 

 

 

5. DISCUSSION 

 
Obsessive compulsive disorder, dysthymia and anorexia nervosa are disorders 

that need a special therapeutic and medical approach when they occur alone, and 

the more difficult and sensitive approach when they come together. Another poor 

prognostic factor is the early onset, because the symptoms of these disorders at the 

most critical period of educational, occupational and social development, have 

consequences that often lead to lifelong disability. 

In this case situation a good cooperation between the clinical psychologist, 

psychotherapist and psychiatrist was crucial to increase the patient compliance to 

the medical and psychotherapeutic treatment (Rizeanu, 2015). An equal importance 

has the psychoeducation, for the patient and the caregivers/family, as first option to 

begin the treatment, psychoeducation emphasizing coping and empowerment, it 

was the base on which the rest of the treatment was be built (Bratu, Rizeanu, 2017; 

Rizeanu, 2012). As we mention in developing this case study, not completing the 

psychoeducation sessions made possible interruption of the psychiatric treatment 

with unpredictable consequences.  

Beside insufficient psychoeducation, parents’ personal emotional impairments 

and the financial status might be reasons for dropping therapeutic or medical 

treatment. 

 
6. CONCLUSIONS 
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Dysthymia is not just chronic sadness or social withdrawal but a more 

pervasive and sensitive disorder that can be the field on which other disorders 

appeared in this case (Crăciun, 2016; Rizeanu, 2016). If untreated, it may lead to 

major depression and even ends up in suicide. In many cases it remains unnoticed 

by family or specialists. It is necessary to identify dysthymia in its earlier stage and 

approached medical and psychological. 

On the other hand, management of early onset OCD is a challenge because is 

often underdiagnosed so al the clinicians: paediatrician, psychiatrists, psychologists 

must be alert to OCD symptoms when they evaluate a child/adolescent with 

emotional or behavioural disorders (Geller, 2006; Stoian, Rizeanu, 2017). The 

same attention must be given to the adolescents with anorexia nervosa due to 

comorbidity with OCD, all the patients with anorexia should be questioned for 

OCD symptoms. 
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