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Summary

Objective: to assess the prevalence of obsessive-compulsive disorder (OCD) or OC
symptoms in patients with anorexia nervosa (AN) and to find a possible relationship between
the presence of OC symptoms and the course of AN.

Method: 137 adolescent female patients with AN, aged 14.8 +/- 1.8 years, completed
the Polish version of the LOI-CV. Two groups, High-risk (HR) and no High-risk (nHR), were
defined according to the cut-off score of LOI-CV. The diagnosis of OCD was confirmed with
the Polish version of K-SADS-PL. The relationship between the number and intensity of OC
symptoms and the following data were analyzed: age of onset and on admittance to a psy-
chiatric facility, weight loss, BMI on admittance and its changes, age of first menstruation,
time of amenorrhea and of restitution of menses, length of treatment and number of relapses.

Results: OCD was not diagnosed in any subject, but 25% of the examined patients had
OC symptoms which qualified them to High-risk group. Differences in HR and nHR groups
were found between duration of AN before hospitalization, age and body mass after release
from hospital. Negative correlation was found between “Yes” Score and Interference Score
in LOI CV and the age of patient at the time of release from hospital.

Conclusions: the results of our study do not support the observations about a high co-
occurrence of AN and OCD, but indicate the frequent co-occurrence of OK symptoms.

Key words: anorexia nervosa, obsessive-compulsive disorder, obsessive-compulsive
spectrum disorder

Introduction

Many studies indicate that anorexia nervosa (AN) is possibly a variant of Obses-
sive-Compulsive Disorder (OCD) [1-6] and include AN as an OCD-spectrum disorder
[7]. The binge eating/purging subtype of AN does not seem to be linked to the ritualistic
behavior observed in OCD, but the restricting subtype (involving restrictive behavior
to lose weight) is the one that has been found to have a high comorbidity with OCD
[2]. According to the literature there are three main possible relations between AN
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and OCD: increased incidence of prior AN in OCD patients [3], high number of ano-
rectic patients with obsessional premorbid personality [8] and serotonin disturbance
linked with the pathogenesis of both OCD and AN [9]. Rothenberg [10] suggests that
in today’s modern society based on value of thinness, eating disorders are just a form
of obsessive-compulsive behavior. He believes that social factors along with modeling
and predisposition to OCD influence the development of anorexia. Still a lot of issues
require explanation: is there a common cause underlying both disorders and is possible
link biological or psychological?

These similarities between AN and OCD lie i.e. clinical characteristic, espe-
cially in the symptoms of the disorders: intrusive, fearful thoughts and a compulsive
need to perform rituals aimed at reducing the level of anxiety. In case of anorexia
nervosa these behaviors center around food and thinness (obsessive pursuit of thin-
ness, along with body preoccupation and an incessant rumination about food) [11]
whereas in OCD they are of more general type. In addition anorectic patients are
also engaged in compulsive calories counting and excessive physical exercise. As it
is known, in patients with OCD symptoms most are related to washing, checking and
counting. On the other hand, patients with AN, in addition to OC symptoms related
to weight, appearance and eating, tend to have symptoms particularly related with
symmetry and order [11, 12].

Various investigators found that OCD was more common in anorectic patients
than in the general population [4, 11, 13, 14] and anorexia was more common in pa-
tients with OCD than in general population [15]. The lifetime prevalence for OCD
has been found to be around 3% whereas the comorbidity rate for OCD and anorexia
has been reported to be between 6% and even 33% [4, 11, 13, 14]. This leads one to
the hypothesis that there may be a relationship between anorexia and OCD. It is not
clear whether elevated rates of comorbid psychiatric disorders, in patients with AN,
are merely the consequence of malnutrition and weight loss or whether they persist
after recovery. The results of number studies suggest that the symptoms of OCD are
present before the development of the eating disorder [14, 16].

Objective

The aim of the study was to: 1) assess the prevalence of OCD or obsessive-
compulsive symptoms, thematically unrelated with weight and appearance among
patients with anorexia nervosa, 2) to find a possible relationship between presence
of obsessive-compulsive symptoms and course of anorexia nervosa.

Material and method

137 female patients, aged 14,8 +/- 1,8 years met the ICD-10 [17] criteria for ano-
rexia nervosa or atypical anorexia nervosa at the time of admission to the Department
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of Child and Adolescent Psychiatry. All subjects met DSM 1V criteria for anorexia
nervosa- restrictive subtype [18].

Patients underwent physical, neurological and psychiatric examination. A com-
plete medical history including details regarding history of weight loss, age of onset,
age on admittance to a psychiatric facility, weight loss and the extent of the weight
loss before admittance, BMI on admittance, menstrual function (age of first menstrua-
tion, time of amenorrhea) was collected. The evaluation of obsessive-compulsive
psychopathology was made by the team of 2 trained child psychiatrists. First, pa-
tients completed the Polish version of the 20-item self-report version of the Leyton
Obsessional Inventory-Child Version (LOI-CV) [19] which assesses the presence or
absence of obsessive preoccupations and behaviors and rates the level of interference
in personal functioning. Psychometric properties of the Polish version of LOI-CV
were tested in an epidemiological study among Polish adolescents and published
elsewhere [20]. The cut-off score for the obsessive sample (“High-risk group”- HR
group) according to Brynska and Wolanczyk’s [21] procedure was: 1) 25 points or
more for the Interference Score regardless of the “Yes” Score, or 2) 15 or more for
the “Yes” Score and Interference Score of 10 or less. Subjects with Interference
Score less than 25 were defined as no High-risk group” (nHR group). The presence
of OCD in HR group patients was confirmed with the K-SADS-PL [22] and using
DSM-IV criteria [17]. In order to assess a relationship between presence of OC
symptoms and course of AN also used data on the length of treatment after discharge
from the psychiatric ward, number of relapses, BMI changes and time of return
of menstrual cycle.

Statistical analysis

SPPS for Windows Release 14.0 (Standard Version) was used for statistical analysis.
The following tests were used in data analysis: one-way analysis of variance, chi-square
test Kolmogorov-Smirnow test for small samples. The Pearson s correlation coefficient
was used to test correlation between LOI-CV results and medical parameters. A level
of p<0,05 was used for overall effects.

Results
LOI-CV/Prevalence rates

Out of 137 subjects included in the research, 35 (25%) qualified to HR group.
All subjects got 25 or more points on the Interference Score of LOI-CV. No subject
got 15 or more “Yes” Score and 10 or less points on the Interference Score scale.
OCD was not diagnosed in any of 35 subjects interviewed according to K-SADS-
PL and DSM — 1V criteria. For all sample the mean result on the Interference Score
of LOI-CV was 15,6 ( sd=12.3) and the mean number of “Yes” answers was 8,2
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(sd=4.4). The most frequent obsessive-compulsive symptoms among all anorectic
patients were: hate of dirt and contamination (70%), worry about being clean enough
(67%), lack of sureness (repetition) (62%), indecisiveness (a frequent problem)
(60%), fussiness about hands (58%), doing things in exact manner (58%), repeated
thoughts or words (55%).

The Kolmogorov-Smirnov distribution of ,,Yes” responses is normal (KS=0.99),
skewness and curtosis parameters are characteristic for normal distribution <-1,1>
(skewness = 0.23, curtosis = -0.55). Similar distributions have been observed in HR
and nHR groups. The distribution of Interference Score in not normal (KS=1.57;
p<0.05) and is skewed positively (skewness = 0.94) which means the majority of sub-
jects did not observe negative influence of symptoms on their functioning. In nHR
group the distribution of Interference Score was normal, but in HR group the distri-
bution was skewed positively (skewness = 1.34) and leptokurtic. Positve skewness
in HR group means the majority of subjects in this group had Interference Score close
to the threshold qualifying them to the group (48% of subject in HR group scored
25-28 points). High curtosis (curtosis = -0.56) was caused by the overrepresentation
of the result of 34 points on Interference Score scale, observed in 17% of subjects.

Intergroup comparisons

Descriptive statistics and the comparison of medical parameters of HR and nHR
group are shown in Table 1. No differences were found between HR and nHR group
in medical parameters before hospitalization such as age of onset, BMI before onset,
weight loss, pace of weigh loss in kilograms and according to BMI parameter, also
medical parameters during hospitalization such as age, body weight and BMI on ad-
mittance and following parameters after hospitalization — BMI, pace of weight gain
in kilograms and according to BMI, length of hospitalization. Differences were found
between duration of AN before hospitalization, age and body mass after release from
hospital. nHR group patients were admitted to hospital after shorter period of duration
of illness and they were both older and heavier when released from hospital.

Correlations

Negative correlation was found between the number of “YES” responses
and the age of patients at the time of release from hospital (Pearson r=-0.35; p=0.048)
and the Interference Score (LOI-CV) and the age at the time of release (Pearson r =
-0,35; p=0.047) (Table 2).
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Table. 1. Descriptive statistics of medical parameters in nHR and HR group
and the comparison of clinical parameters between nHR group and HR group

. ) Vari- | Levene’s test T-test
Medical Parameters Min | Max [ Mean| SD

ance F p T p
Age befors onse i yecrs] nHR [ 102 [ 173 [ 139 ] 16 | 26 089 | 027
HR | 100 | 169 | 138 | 16 | 28 |-002| 090 | 0.85 | 0.29
B0 mase befors onset nHR | 280 | 80.0 | 519 | 96 | 91.9 141 | 016
y HR | 300 | 740 | 505 | 88 | 784 |-067| 042 | 157 | 0.12
B0 before onset nHR | 107 | 182 | 146 | 17 | 28 140 | 016

s HR | 139 | 272 | 199 | 26 | 65 |-251| 012 | 163 | 0.11

B | eightoss [ kes] nHR | 4.0 |-335|-139] 63 | 403 109 028

g |Weig 9 HR | 4.0 |-286|-140| 62 | 387 | 161 | 021 |-1.30 | 0.20

[72)

8l nHR | 0.0 |97 59 | 32 | 105 045 065

2 Weight loss [BMI] HR | 20 |-113] 51 | 23 | 53 | 159 | 021 |-051]| 062

()

3 . WHR | 01 | 74 | 47| 12 | 14 02| 031
Pace of weight loss [kgs/mih.] | o™ | o4 | 39 | 46 | 10 | 11 |009 | 077 |-114 | 026
Pace of weight loss BM| nHR | 004 | 28 | 07 | 05 | 03 19| 024
[BMi/mth ] HR | -04 | 14 | 05| 04 | 02 |o080]| 038 |-139| 0.17
buraionoflness [ monthg] | TR | 24 | 320 [ 108 [ 67 [ 447 BRI

HR | 36 | 336 | 117 | 76 | 576 | 561 | 0.02* | -1.14 | 0.26

~ o nHR | 109 | 175 | 149 | 16 | 27 070 | 049

8 |Ageonadmitence [nyears] |y | 114 | 175 | 149 | 16 | 27 |-0.02| 089 | 069 | 050

'S | Body mass on admittance nHR | 213 | 57.0 | 37.8 | 6.4 | 41.2 1.28 | 0.20

2 | nkgs) HR | 238 | 57.0 | 370 | 60 | 362 |-159| 021 | 141 | 0.16

=

£ . ] nHR | 107 | 182 | 146 | 17 | 28 055 | 059

& | BMIon admittance [kgs/m] HR | 109 | 176 | 145 | 15 | 21 |-266| 011 | 0.63 | 053
Age on release i years] nHR | 136 | 176 | 153 | 12 | 12 146 | 015
9 y HR | 119 | 17.0 | 147 | 18 | 33 |-449| 004" | 129 | 0.2

. . nHR | 280 | 80.0 | 519 | 96 | 96 138 | 015

Body weight on release [ikgs] | ‘i | 400 | 500 | 456 | 3.0 | 91 |-563 | 0.03* | 185 |0.05*
Bl on elease [kgsim] nHR | 151 | 203 | 17.8 | 14 | 14 070 | 049
9 HR | 151 | 187 [ 175 | 11 | 14 |-146| 024 | 077 | 045

5 | Weight gain [ kge] nHR | 20 | 164 | 75 | 36 | 36 0.13 | 090

§ | eente 9 HR | 20 [140| 7.2 | 34 | 120 |-0.02] 0.89 | 0.13 | 0.90

©

S nHR | 08 | 62 | 28 | 13 | 13 006 095

g | BMtincrease [BMi/mth ] HR | 07 | 58 | 28 | 15 | 21 |-042| 052 | -0.06| 095

E The pace of weight gain nHR | 00 | 45 | 11 | 07 | 07 0.35 | 0.73

2 | kgs/mih] HR | 04 | 35 | 10 | 05 | 03 |-127| 027 | 038 | 0.71

. nHR| 02 | 15 | 08 | 04 | 04 024 081
The pace of BMIincrease [BMI] | “io™ | o' | 44 | 08 | 04 | 02 |-019| 066 |-023]| 0.82
The lenght of hopsitaization nHR | 1.0 | 140 | 45 | 29 | 29 -0.24 | 0.81
[in months] HR | 20 | 180 | 47 | 41 | 165 | 032 | 058 |-021 | 0.84
Total duration of illness nHR | 25 | 491 | 158 | 91 9.1 -0.41| 0.68
[in months] HR | 37 | 336 | 16:8 | 103 | 107 | 051 | 048 |-039 | 0.70

o R| 1 | 3 | 13| 05| 03
Number of hospitalizations HR | 1 | 3 |12 ] 05| 03 |060]| 043 |-048] 067
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Table 2. Correlations of medical parameters and ,,Yes”

Score and Interference Score of LOI-CV (all sample)

LOI-CV ,Yes” Score

LOI-CV Interference

Medical Parameters Score
N | Pearsonr | p N Pearsonr | p

Age before onset [in years] 132 -0.09 0.38 | 132 -0.07 0.51
— | Body mass before onset 133 -0.03 0.79 | 133 -0.07 0.49
"% BMI before onset 135 -0.07 -0.07 | 135 0.73 0.42
:‘g_ Weight loss [in kgs] 137 -0.01 0.95 | 137 0.06 0.56
§ Weight loss [BMI] 137 0.001 0.10 | 137 0.13 0.23
% Pace of weight loss [kgs/mth.] 129 0.14 0.18 | 129 0.16 0.14
“ | Pace of weight loss BMI [BMI/mth.] 132 0.15 0.18 | 132 0.19 0.08

Duration of iliness [in months] 132 0.18 0.09 | 132 -0.15 0.16
E"; Age on admittance [in years] 137 -0.05 0.66 | 137 -0.04 0.73
s
_g Body mass on admittance [in kgs] 137 -0.12 0.24 | 137 -0.09 0.40
(o)
§ BMI on admittance [kgs/m?] 137 0.07 040 | 137 0.07 0.40

Age on release [in years] 132 -0.35 0.05* | 132 -0.35 0.05*
c Body weight on release [in kgs] 126 -0.08 0.65 | 126 -0.07 0.71
'% BMI on release [kgs/m?] 125 0.05 0.80 | 125 0.004 0.10
:TE Weight gain [in kgs] 126 -0.03 0.87 | 126 -0.10 0.60
g BMI increase [BMI/mth.] 126 -0.01 0.96 | 126 -0.03 0.80
:g:’ The pace of weight gain [kgs/mth.] 126 0.07 0.54 | 126 0.00 0.10
Y| The pace of BMI increase [BMI] 126 -0.09 0.70 | 126 0.01 0.96

The lenght of hospitalization [in months] 137 0.12 0.48 | 137 0.67 0.70

Total duration of illness [in months] 137 0.05 0.77 | 137 -0.09 0.61

Number of hospitalizations 12 0.03 0.73 | 112 0.03 0.75

* significance p<0,05
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Discussion

Prevalence of OCD or OC symptoms

No patient met the criteria for the diagnosis of clinical OCD. The results
of the reported study stand in contradiction to the results of other studies, which
show that the prevalence of OCD among patients with AN is much higher than
in general population. What can raise doubts, is how the results of questionnaire-
based studies are interpreted. The methods used in a lot of research allow to verify
whether a subject falls in high risk group for development for OCD rather than
diagnose the presence OCD according to DSM-IV [17] criteria. A lot of studies do
not re-confirm the presence of clinical OCD. It can be assumed, that a lot of stud-
ies assess the prevalence of OC symptoms, including cognitions about weight and
appearance, which are, by definition, present in AN (according to criterion IV for
OCD in DSM-1V), rather than OCD as a clinical disorder. Taking these remarks
into account, it can be said that the results of the present study are comparable with
other studies — 25% of subjects have been qualified to “high risk™ group, although
none of them got the actual diagnosis of OCD confirmed by objective psychiatric
interview. Hypothetically, lack of clinical diagnosis can be explained also by lack
of understanding of nature of obsessive-compulsive symptoms or tendency to conceal
the presence of symptoms. The above-mentioned factors were controlled by obser-
vation of subjects in the hospital ward and the collection of psychiatric interview,
which in our view adds to the reliability of the results.

Relationship between clinical characteristics of OCD
symptoms and AN clinical factors

The present study showed some relationship between the presence of obsessive-
compulsive symptoms and medical parameters associated with the course of AN.
Differences, between HR and nHR groups, founded based on the criterion of number
and severity of the OC symptoms, were found between duration of anorexia before
hospitalization, age and body mass after release from hospital. nHR group patients
were admitted to hospital after shorter period of duration of illness and they were
both older and heavier when released from hospital. The relationship between
the number of OC symptoms, lower weight on-release and longer duration of illness
before hospitalization has been reported in other studies [23-25]. The bulk of stud-
ies shows that obsessive-compulsive traits observed in AN take form of ritualized
and rigid behaviors connected with reduction of body weight [4, 13]. These behaviors
are characteristic for restrictive subtype of AN and their presence can negatively
influence the duration and course of illness. They contribute to the risk of faster
weight loss and longer time necessary for the restoration of required body weight,
mainly due to the involvement in weight reducing behaviors. This tendency has been
shown in the current study as well. Results of studies on prognostic factors in AN
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are ambiguous and often contradictory. It is possible, that the exploration of cause-
result relationships requires that a considerable number of parameters be taken into
account at the same time.

Characteristics of reported OC symptoms

Alot of research show that the characteristics of OCD symptoms in AN is somewhat
different from the typical phenomenology of obsessive-compulsive disorder. In AN
patients the following OC symptoms are most often observed: need for cleanness,
order and symmetry, feeling of dread if something is not performed in a perfect way,
the feeling of performing incorrectly [26, 27]. In our study, most subjects reported
need for cleanness and excessive care about correct decision making and task perfor-
mance. The results are comparable with adolescent general population studies with
the application of LOY-CV [20, 28]. What differs the study group from the general
population is the interference of OC symptoms with normal functioning rather than
the type and number of them. In the present study the reported OC symptoms were
marked as relatively low interfering with normal functioning on Interference Score
scale. Although 25% of were randomized to group of increased risk of OCD on the basis
of Interference Score, the majority had a score close to the threshold qualifying them
to the group (48% of the HR group received 25-28 points; max score for Interference
Score LOI-CV is 60 points).

The reported symptoms may, or may not, interfere with normal functioning for
many reasons. Personal evaluation of the impact in OCD may be related with severe
discomfort, caused by fear and anxiety accompanying ego-dystonic symptoms. On
the other hand, perfectionistic personality traits which are seen as ego-syntonic as
in AN, can cause a significant amount of time spending on compulsive activities, not
rated as highly interfering with normal functioning. In our study, results of Interfer-
ence Score of anorectic patients could be both caused by perfectionism and anxiety.
The characteristics of reported OC symptoms in AN subjects (need for perfect appear-
ance, need for cleanness and order, need for perfect decision making), in our view can
reflect ego-syntonic perfectionistic personality traits [29]. The hypothesis of perfec-
tionism related obsessiveness was confirmed by Halmi [30]. Probably, it is excessive
conscientiousness, scrupulousness, and perfectionism, i.e. obsessive-compulsive
personality traits, reflected in Interference Score of study sample. Such characteristics
of observed traits and symptoms in AN patients justifies the placement of AN within
OCD spectrum disorders.

Conclusions

The results of the study do not confirm greater prevalence of obsessive compulsive
symptoms in patients with anorexia nervosa in comparison with general population.
The results point to the presence of obsessive compulsive symptoms which do not
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meet the criteria for clinical diagnosis. The characteristics of obsessive compulsive
symptoms reported by subjects with anorexia nervosa was not different from symptoms
reported by patients with OCD. The presence of obsessive compulsive symptoms was
correlated with faster weight loss.

10.

I1.

12.

13.

References

. Serpella L, Livingstone A, Neiderman M, Lask B. Anorexia nervosa: Obsessive-compulsive

disorder, obsessive-compulsive personality disorder, or neither? Clin. Psych. Rev. 2002; 22:
647-669.

. Braun DL, Sunday R, Halmi K. Psychiatric comorbidity in patients with eating disorders.

Psychol. Med. 1994; 24: 187-194.

. Salbach-Andrae H, Lenz K, Simmendinger N, Klinkowski N, Lehmkuhl U, Pfeiffer E. Psychi-

atric comorbidities among female adolescents with anorexia nervosa. Child Psychiatry Hum.
Dev. 2008; 39: 261-272.

. Thiel A, Broocks A, Ohlmeier M, Jacoby GE, Schussler G. Obsessive-compulsive disorder

among patients with anorexia nervosa and bulimia nervosa. Am. J. Psychiatry 1995; 152: 72-75.

. Altman SE, Shankman SA. What is the association between obsessive-compulsive disorder and

eating disorders? Clin. Psychol. Rev. 2009; 29: 638—646.

. Swinbourne J, Hunt C, Abbott M, Russell J, St Clare T, Touyz S. The comorbidity between eating

disorders and anxiety disorders: prevalence in an eating disorder sample and anxiety disorder
sample. Aust. N. Z. J. Psychiatry 2012; 46: 118-131.

. Hollaner E, Benzaquen SD. The obsessive-compulsive spectrum disorders. In: Focus on obses-

sive- compulsive spectrum disorders. Amsterdam: SynThesis Publishers; 1997.

. Anderluh MB, Tchanturia K, Rabe-Hesketh S, Treasure J. Childhood obsessive-compulsive

personality traits in adult women with eating disorders: defining a broader eating disorder
phenotype. Am. J. Psychiatry 2003; 160: 242-247.

. Kaye WH, Frank GK, Bailer UF, Henry SE. Neurobiology of anorexia nervosa: Clinical im-

plications of alterations of the function of serotonin and other neuronal systems. Int. J. Eat.
Disord. 2005; 37: 15-19.

Rothenberg A. Eating disorder as a modern obsessive-compulsive syndrome. Psychiatry 1986;
49: 45-53.

Bastiani AM, Altemus M, Pigott TA, Rubenstein C, Weltzin TE, Kaye WH. Comparison of ob-
sessions and compulsions in patients with anorexia nervosa and obsessive compulsive disorder.
Biol. Psychiatry 1996; 39: 966-969.

Hirani V, Serpell L, Willoughby K, Neiderman M, Lask B. Typology of obsessive-compulsive
symptoms in children and adolescents with anorexia nervosa. Eat. Weight Disord. 2010; 15:
86-89.

Thiel A, Ziiger M, Jacoby GE, Schiissler G. Thirty-month outcome in patients with anorexia
or bulimia nervosa and concomitant obsessive-compulsive disorder. Am. J. Psychiatry 1998;
155: 244-249.



438

Magda Btachno et al.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

Thornton C, Russell J. Obsessive-compulsive comorbidity in the dieting disorders. Int. J. Eat.
Disord. 1997; 21: 83-87.

Sallet PC, de Alvarenga PG, Ferrdo Y, de Mathis MA, Torres AR, Marques A. i wsp. Eating
disorders in patients with obsessive-compulsive disorder: Prevalence and clinical correlates.
Int. J. Eat. Disord. 2010; 43: 315-325.

Bienvenu OJ, Samuels JF, Riddle MA, Hoehn-Saric R, Liang KY, Cullen BA. i wsp. The rela-
tionship of obsessive-compulsive disorder to possible spectrum disorders: results from a family
study. Biol. Psychiatry 2000; 48: 287-293.

Diagnostic and statistical manual of mental disorders. Fourth edition. Text revision. Washington,
DC: American Psychiatric Association; 2000.

The ICD-10 classification of mental and behavioral disorders. Diagnostic criteria for research.
Geneva: World Health Organization; 1993.

Berg CZ, Whitaker A, Davies M, Flament MF, Rapoport JL. The survey form of the Leyton
Obsessional Inventory-Child Version: norms from an epidemiological study.J. Am. Acad. Child
Adolesc. Psychiatry 1988; 27: 759—763.

Brynska A, Wolanczyk T. Metody oceny zaburzenia obsesyjno-kompulsyjnego u dzieci
i mlodziezy-cz. 1. Polska wersja kwestionariusza Leyton Obsessional inventory — Child Ver-
sion. W: Namystowska 1. red. Zaburzenia psychiczne dzieci i mtodziezy. Wybrane zagadnienia.
Krakéw: Biblioteka Psychiatrii Polskiej; 2000. s. 65-72.

Brynska A, Wolanczyk T. Epidemiology and phenomenology of obsessive-compulsive disorder
in non-referred young adolescents — a polish perspective. Eur. Child Adolesc. Psychiatry 2005;
14:319-327.

Kaufman J, Birmaher B, Brent D, Rao U, Flynn C, Moreci P. i wsp. Schedule for affective dis-
orders and schizophrenia for school-age children — present and lifetime version (K-SADS-PL):
initial reliability and validity data. J. Am. Acad. Child Adolesc. Psychiatry 1997; 36: 980-988.

Bulik CM, Sullivan PF, Tozzi F, Furberg H, Lichtenstein P, Pedersen NL. Prevalence, heritability,
and prospective risk factors for anorexia nervosa. Arch. Gen. Psychiatry 2006; 63: 305-312.

Zipfel S, Lowe B, Reas DL, Deter HC, Herzog W. Long-term prognosis in anorexia nervosa:-
lessons from a 21-year follow-up study. Lancet 2000; 355: 721-722.

Crane AM, Roberts ME, Treasure J. Are obsessive-compulsive personality traits associated with
a poor outcome in anorexia nervosa? A systematic review of randomized controlled trials and
naturalistic outcome studies. Int. J. Eat. Disord. 2007; 40: 581-588.

Jiménez-Murcia S, Fernandez-Aranda F, Raich RM, Alonso P, Krug I, Jaurrieta N. i wsp.
Obsessive-compulsive and eating disorders: comparison of clinical and personality features.
Psychiatry Clin. Neurosci. 2007; 61: 385-391.

Kaye WH, Bulik CM, Thornton L, Barbarich N, Masters K. Comorbidity of anxiety disorders
with anorexia and bulimia nervosa. Am. J. Psychiatry 2004; 161: 2215-2221.

Brynska A, Wolanczyk T. Epidemiology and phenomenology of obsessive-compulsive disorder
in non-referred young adolescents: a Polish perspective. Eur. Child Adolesc. Psychiatry 2005;
14: 319-327.



The influence of obsessive compulsive symptoms on the course of anorexia nervosa 439

29. Hewitt PL, Flett CL, Ediger E. Perfectionism traits and perfectionistic self-presentation in eat-
ing disorder attitudes, characteristics, and symptoms. Int. J. Eat. Disord. 1995; 18: 317-326.

30. Halmi KA, Sunday SR, Strober M, Kaplan A, Woodside DB, Fichter M. i wsp. Perfectionism
in anorexia nervosa: variation by clinical subtype, obsessionality and pathological eating
behavior. Am. J. Psychiatry 2000; 157: 1799-1805.



