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ABSTRACT  
Anorexia nervosa is an eating disorder observed with increasing frequency, especially among adolescent 
females. No consensus exists concerning the causes of the disorder. Social, psychosexual, family emotional 
climate, biological theories, and a   (Crisp, 1986) have been advanced to explain the 
phenomenon. The major characteristics of the disease are 25% loss of body weight, use of various means to lose 
weight, weight phobia, preoccupation with food, body image disturbances, as well as numerous associated 
medical conditions: bradycardia, hypotension, dehydration, hypothermia, electrolyte abnormalities, 
amenorrhoea, metabolic changes, and abdominal distress. We present the case of a teenager girl aged 15, 
hospitalized in our clinic for investigations, presenting weight loss (11 kg in 3 months). Clinical examination on 
admission revealed paleness, fat loss, muscle atrophy, diminished tendon reflexes, bradycardia, epigastric pain 
and secondary amenorrhoea. An initial suspicion of abdominal tumour was invalidated by abdominal CT. 
Electrolyte disturbances, hypercholesterolemia, low levels of FSH and LH and prolactin in normal ranges, 
increased urinary and blood amylase in association with normal hypothalamic MRI and neuropsychiatric 
examination established the diagnosis. A favourable evolution was noticed after treatment with antidepressants 
and anxiolytics in association with a refuelling program and psychotherapy, resulting in weight gain and 
reappearance of menses. 
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INTRODUCTION 

Anorexia nervosa is a serious mental 
illness characterized by the maintenance of an 
inappropriately low body weight, a relentless 
pursuit of thinness and distorted cognitions 
about body shape and weight. Anorexia 
nervosa commonly begins during middle to 
late adolescence, although onsets in both 
prepubertal children and older adults have 
been described. Prevalence rates for anorexia 
nervosa are generally described as ranging 

from 0.5% to 1.0% among females, with 
males being affected about one-tenth as 
frequently [1, 2]. As many as 5% of young 
women exhibit symptoms of anorexia but do 
not meet full diagnostic criteria, and some 
studies show disordered eating behaviour in 
13% of adolescent girls in the United States 
[3, 4, 5]. We present the case of a teenager 
girl aged 15, hospitalized in our clinic for 
investigations required by important weight 
loss (11 kg in 3 months). 
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CLINICAL CASE 
A teenager girl aged 15, W=23kg, 

T=156cm, BMI=9.82 was admitted into our 
clinic for investigations, presenting weight 
loss (11 kg in 3 months). The history reveals 
amenorrhoea for the last 5 months; mother 
also declared that weight loss started after her 
older sister marriage. Clinical examination on 
admission revealed paleness, fat loss, muscle 
atrophy, kiphoscoliosis, diminished tendon 
reflexes, bradycardia, epigastric pain and 
secondary amenorrhoea.  

Laboratory investigations showed 
hypocalcemia (Ca=0,93mmol/L), hypo-
natremia (Na= 127mmol/L), hypercholeste-
rolemia (247mg/dl) with LDL fraction 
increased (125 mg/dl), increased urinary and 
blood amylase (blood serum amylase =185 
U/L, urine amylase=1069 U/L). HIV 
antibodies were normal. Gynecological 

examination diagnosed secondary 
amenorrhoea with low levels of FSH and LH 
and prolactine in normal ranges. Investigation 
of thyroid function revealed normal values for 
FT4 and TSH. Abdominal ultrasound 
describes a transonic area in the right flank, 
reason for performing abdominal CT which 
was normal. Upper digestive endoscopy 
showed erythematous gastritis, non-specific 
duodenitis and 2nd grade esophagitis. The 
biopsy specimens were negative for 
Helicobacter pylori. Endocrinological 
examination suggested performing a MRI of 
the hypothalamus which came back normal. 
Neuropsychiatric examination describes an 
emotional trauma history (sister marriage 
which coincides with the onset of the disease), 
depressive reaction and also an erroneous 
perception of the amount of the ingested food 

 slice bread,  apple = large amount). 
 

 

 

 
Fig. 1. Physical appearance of the patient 

 
Fig. 2. Abdominal ultrasound: transonic area 

in the right flank 

Low body weight, inappropriate eating 
habits coupled with a distorted self-image, 
secondary amenorrhoea and the paraclinical 
exams sustained the diagnosis of mental 
anorexia. Treatment with antidepressants and 
anxiolytics was started: sertraline 50 mg/day, 
alprazolam 0.25 mg/day. We also initiate 
supportive therapy with intravenous glucose 
solutions, amino acids and vitamins in 
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association with proton pump inhibitors and 
prokinetic medication for gastric motility. 
Refuelling was started with close monitoring 
of fluid and electrolyte balance. We started 
with 1500 calories/ day and gradually 
increased to 2000-3000 calories divided into 4-
6 meals/day. The teenager was encouraged to 
hold a   with daily notes about 
the composition and quantities of her meals, in 
order to improve her alimentary habits. 
Psychotherapy and family counselling were 
also made. The patient has a good general 
condition, good appetite, weight upward curve 
at which point the discharge decision is made. 
Subsequent monthly checks show a favourable 
evolution with weight gain (5 kg in 9 months) 
and the appearance of menses. 

 
DISCUSSIONS 

Anorexia nervosa (AN) is a psychiatric 
disorder with severe physiologic 
consequences, characterized by the inability or 
refusal to maintain a minimally normal weight. 
Patients have a profoundly disturbed body 
image as well as an intense fear of weight gain 
despite being moderately to severely 
underweight [6]. Anorexia nervosa is the 3rd 
most common adolescent chronic disease. The 
prevalence is higher in USA, Canada, Western 
Europe, Japan, Australia and South Africa. It 
is noticed a higher prevalence in schoolgirls 
from boarding (1-2%), students (3.5%) and 
ballerina body (7%). Anorexia nervosa is 
significantly more frequent in white 
populations than in people of other races, but it 
has been reported among all races. A link 
between socioeconomic class and prevalence 
of eating disorders has not been demonstrated 
in the literature. Female-to-male ratio is 10-
20:1 in developed countries. In some 
professions, the frequency is much higher 
among men (running, modelling) than the 
general male population. Anorexia nervosa has 
been observed in both the very young and very 
old, but the disorder is primarily a 

phenomenon of puberty and early adulthood. 
The onset of the disorder is between 13 and 18 
years in eighty-five percent of the patients [7, 
8]. Diagnostic criteria for anorexia nervosa in 
the Diagnostic and Statistical Manual of 
Mental Disorders IV (DSM-IV) include the 
following(9): a refusal to maintain body 
weight at or above a minimally normal weight 
for age and height (usually less than 85% of 
ideal body weight); intense fear of gaining 
weight or becoming fat; disturbance in the way 
one's body weight or shape is experienced, 
with denial of current low body weight; 
amenorrhoea in post menarchal females of at 
least 3 menstrual cycles. Anorexia nervosa 
may be further divided into 2 subtypes: the 
restricting form, in which severe limitation of 
food intake is the primary means to weight 
loss and the binge-eating/purging type, in 
which there are periods of food intake that are 
compensated by self-induced vomiting, 
laxative or diuretic abuse, and/or excessive 
exercise. Anorexia nervosa is the result of a 
complex interplay between biological, 
psychological, and social factors. 
Psychologically, prepubescent patients who 
subsequently develop anorexia nervosa have a 
high incidence of premorbid anxiety disorders. 
The onset of the disorder during puberty has 
led to the theory that, by exerting control over 
food intake and body weight, adolescents are 
attempting to compensate for a lack of 
autonomy and selfhood. Individuals with 
anorexia nervosa maintain a lifelong increased 
incidence of anxiety, depressive disorders, 
and obsessive-compulsive disorder. 
Neurobiologists hypothesize that disruption of 
serotonergic pathways in the brain mediate the 
development of anorexia nervosa and may 
account for the frequent coexistence of other 
psychological disturbances [10]. The patient's 
altered body image results in a perception of 
fatness despite being normal or underweight. 
Attempts to correct this flaw through food 
restriction or purging lead to progressive 



Romanian Journal of Oral Rehabilitation 

Vol. 5, No. 1, January - March 2013 
 

9 

malnutrition and eventually starvation. Modern 
preoccupation with slenderness and beauty in 
the Western world may contribute to the mind-
set of thinness as a valued quality in 
adolescents [11]. Patients with anorexia 
nervosa are at risk for complications related to 
nutritional and electrolyte imbalances, as well 
as long-term social and interpersonal 
difficulties due to their disorder. Physiologic 
complications involve nearly every organ 
system. Fluid and electrolyte imbalances 
include hypokalemia, hyponatremia, 
hypochloremia, metabolic alkalosis, elevated 
blood urea nitrogen (BUN), decreased 
glomerular filtration rate (GFR), and 
ketonuria. Cardiovascular complications range 
from bradycardia, orthostatic hypotension, 
prolonged QT interval, low voltage, and mitral 
valve prolapse, to frank congestive heart 
failure and life-threatening dysrhythmias. 
Gastrointestinal effects include constipation, 
bloating, early satiety, parotid gland 
hypertrophy, delayed gastric emptying, 
Mallory-Weiss tears, oesophageal or gastric 
perforation, fatty liver infiltration, gallstones, 
and pancreatitis. Hematologic findings include 
anaemia, leukopenia, thrombo-cytopenia, and 
impaired immunity. Endocrine problems due 
to starvation involve growth retardation, 
delayed puberty, amenorrhoea, depressed T3 
levels, hypercortisolemia, and diabetes 
insipidus. Psychologically, patients are at risk 
for isolation, depression, and suicide in 
addition to their disordered thought patterns 
regarding food and weight. The outcome of 
anorexia nervosa depends on various 
prognostic factors, including age at onset, 
body mass index (BMI), weight loss at 
presentation, duration of symptoms, duration 
of inpatient care and state of family 
relationships. A good relationship between the 
parent and child tends toward a more 
favourable outcome. The medical modality in 
managing anorexia nervosa is directed toward 
correcting and preventing the complications of 

this disorder. Restoring normal eating patterns 
is crucial, otherwise the restoration of health 
cannot occur [12]. Anorexia nervosa is 
difficult to treat because of the shame, denial, 
and lack of insight concomitant with the 
disorder [13]. Maintaining safety is important; 
therefore, hospitalization should not be 
shunned, as anorexia nervosa is a complex 
chronic disorder that is associated with high 
comorbidity and significant mortality and 
complications. Inpatient management should 
be approached in such a way as not to seem 
like punishment to the patient in order to 
preserve self-esteem and to prevent suicidal 
and hopelessness. The goals of inpatient 
therapy should be fully discussed with the 
family and the patient, including elements such 
as the development of a healthy meal plan, 
addressing underlying conflicts and enhancing 
communication skills. It is essential to monitor 
the patient's weight, vital signs, and serum 
electrolyte levels. Although weight gain is a 
primary goal of treatment, it should not be 
excessive, because rapid refeeding can lead to 
excessive bloating, oedema, and, rarely, 
congestive heart failure. A nutritionist or 
dietician should be an integral part of the 
treatment plan, because the well-recognized 
refeeding syndrome can occur during the early 
stages of refeeding the patient with anorexia. 
This syndrome encompasses cardiovascular 
collapse, starvation-induced hypophos-
phatemia, and dangerous fluctuations in 
potassium, sodium and magnesium levels. 
Individuals with anorexia nervosa may 
respond best to family therapy, an established 
treatment modality in achieving and 
maintaining remission from anorexia nervosa 
[14]. This treatment modality should take into 
account the level of negative expressed 
emotion and has to be performed only 
conjointly if the level of expressed emotion is 
not excessive [15]; simultaneous sessions can 
be more productive because if patients feel 
intense negative emotions from their families, 
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they are more likely to be noncompliant with 
treatment. In our case the clinical symptoms of 
anorexia nervosa were weight loss and 
secondary amenorrhoea. Although the initial 
suspicion was of abdominal tumour because of 
the ultrasound image, the abdominal CT was 
normal. Laboratory data like hypocalcaemia, 
hyponatremia, hypercholesterolemia, low 
levels of FSH and LH with prolactin in normal 
ranges, increased urinary and blood amylase in 
association with normal hypothalamic MRI 
and neuropsychiatric examination established 
the diagnosis. The treatment with 
antidepressants and anxiolytics together with a 
refuelling program and psychotherapy results 
in a more on favourable long-term prognosis 
because of the family support and the 
important weight gain which lead to 
reappearance of menses. 

 
CONCLUSIONS 

Anorexia nervosa is an eating disorder 
characterized by immoderate food restriction 
and irrational fear of gaining weight, as well 
as a distorted body self-perception. It is a 
serious mental illness with a high incidence 
of comorbidity and similarly high mortality 
rates to serious psychiatric disorders. 
Undiagnosed in time, this condition may have 
serious consequences. Early diagnostic and 
therapy are crucial for the prognosis. The 
approach to the treatment of individuals with 
anorexia nervosa is multidisciplinary. 
Consultations with specialists in adolescent 
medicine, nutrition, psychiatry or 
behavioural-developmental paediatrics and 
psychology may be required. 
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