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1        The diagnosis or intervention of primary focus followed by the words “case report” Living with an imagined odor: First report of olfactory reference syndrome in East Africa treated with multimodal approach: a case report

2       2 to 5 key words that identify diagnoses or interventions in this case report, including "case report" Olfactory reference syndrome; Rare psychiatric disorder; Olfactory hallucination; East Africa; Case report
3a       Introduction: What is unique about this case and what does it add to the scientific literature? Olfactory Reference Syndrome (ORS) or Olfactory reference disorder is a rare and disabling psychiatric disorder characterized by a persistent preoccupation with the belief that one emits a foul or offensive body odor which is typically unnoticeable to others. in east Africa including Ethiopia, there are no documented cases in the published literature, highlighting a significant gap in regional knowledge and reporting. Management of ORS is challenging and often requires a multimodal approach.  
3b       Main symptoms and/or important clinical findings. The patient reported a three-year history of preoccupation with the belief that his nose smelled “like a dead mouse.” His concern initially began when his wife and children commented on a bad odor in the home, although no objective source was found. Over time, he became convinced that the odor was emanating from his nose. He described episodes where people on public transportation covered their noses or mouths, which he interpreted as confirmation of his belief. 
3c       the main diagnoses, therapeutic interventions, and outcomes. Olfactory Reference Disorder (ORS) with poor insight managed with Fluoxetine titrated to 60 mg/day, Risperidone 2 mg/day and Supportive psychotherapy 
3d       Conclusion—What is the main “take-away” lesson(s) from this case?  Multimodal management, combining high-dose SSRI therapy (fluoxetine 60 mg/day), antipsychotic treatment (risperidone 2 mg/day), Supportive psychotherapy and cognitive-behavioral therapy (CBT), resulted in significant clinical and functional improvement over one year. This outcome indicates the importance of integrated pharmacological and psychotherapeutic approaches, particularly in patients with poor insight and comorbid mood symptoms. Clinicians in low-resource settings should consider ORS in patients presenting with persistent odor concerns and functional impairment, even after repeated medical evaluations. 
4       One or two paragraphs summarizing why this case is unique (may include references) 
Olfactory Reference Syndrome (ORS) is a rare and often underrecognized psychiatric disorder characterized by a persistent preoccupation with the belief that one emits a foul odor, usually imperceptible to others.
Management of ORS is challenging and often requires a multimodal approach. Pharmacological interventions, particularly high-dose selective serotonin reuptake inhibitors (SSRIs), have been shown to reduce obsessive preoccupation and anxiety associated with the perceived odor 
5a       De-identified patient specific information. 
A 50-year-old Ethiopian male was referred from the otorhinolaryngology (ENT) department to the psychiatry outpatient clinic for evaluation of a persistent complaint that his nose emitted a foul odor. 
5b       Primary concerns and symptoms of the patient. 
a three-year history of preoccupation with the belief that his nose smelled “like a dead mouse.” 
Over time, he became convinced that the odor was emanating from his nose. He described episodes where people on public transportation covered their noses or mouths, which he interpreted as confirmation of his belief. In response, he engaged in repetitive behaviors including frequent nasal cleaning with water, salt water, and nasal drops, as well as wearing a mask to reduce the perceived smell
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5c      Medical, family, and psycho-social history including relevant genetic information 
Seventeen years prior, he underwent nasal surgery for polyps in Cape Town, South Africa, and attributed his current condition to a recurrence of that illness. He has no family history of diagnosed mental illness and death by suicide. 
5d       Relevant past interventions without comes: none 
6       Describe significant physical examination (PE) and important clinical findings. On mental status examination, he appeared his stated age, was cooperative but avoided eye contact, and wore a mask. 
7       Historical and current information from this episode of care organized as a timeline. Patient was linked to neurology clinic and there was no indication of seizure activity or other neurological contributor to his symptoms. 
8a       Diagnostic testing (such as PE, laboratory testing, imaging, surveys). Normal
8b      Diagnostic challenges (such as access to testing, financial, or cultural). ORS can co-occur with other psychiatric disorders, including depressive disorders, obsessive compulsive disorder (OCD), social anxiety disorder, and somatic type delusional disorder, complicating diagnosis and management 
8c       Diagnosis (including other diagnoses considered). Olfactory reference syndrome
8d       Prognosis (such as staging in oncology) where applicable. not applicable
9a       Types of therapeutic intervention (such as pharmacologic, surgical, preventive, self-care). Managed with pharmacotherapy and psychotherapy
9b       Administration of therapeutic intervention (such as dosage, strength, duration). Fluoxetine titrated to 60 mg/day, Risperidone 2 mg/day and Supportive psychotherapy for one year
9c       Changes in therapeutic intervention (with rationale). none
10a      Clinician and patient-assessed outcomes (if available). improved
10b      Important follow-up diagnostic and other test results. none 
10c      Intervention adherence and tolerability (How was this assessed?). regular opd follow up with interview assessment 
10d      Adverse and unanticipated events. none 
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11a     A scientific discussion of the strengths AND limitations associated with this case report . .
Limitations include the single-case design, lack of structured psychometric assessment for ORS severity. Nevertheless, the case provides valuable insight into clinical presentation, social impact, and treatment response in the Ethiopian context 
11b      Discussion of the relevant medical literature with references. . 
The clinical features in this case align with prior international reports. ORS typically presents in adulthood, often with onset in the 20s to 40s, although late-onset cases have been reported (4). Commonly reported odors include rotting flesh, body odor, or excrement, reflecting the idiosyncratic and distressing nature of the perceived smell (2,4).Repetitive behaviors and social withdrawal are frequently observed, with patients often consulting multiple non-psychiatric specialists before psychiatric referral (2,17). This patient’s course reflects these same patterns 

11c      The scientific rationale for any conclusions (including assessment of possible causes) . 
This case represents the first documented report of Olfactory Reference Syndrome (ORS) in East Africa, Ethiopia, highlighting the disorder’s clinical features, functional impact, and response to multimodal treatment. Multimodal management, combining high-dose SSRI therapy (fluoxetine 60 mg/day), antipsychotic treatment (risperidone 2 mg/day), Supportive psychotherapy and cognitive-behavioral therapy (CBT), resulted in significant clinical and functional improvement over one year. This outcome indicates the importance of integrated pharmacological and psychotherapeutic approaches, particularly in patients with poor insight and comorbid mood symptoms.
11d     The primary “take-away” lessons of this case report (without references) in a one paragraph conclusion .
Clinicians in low-resource settings should consider ORS in patients presenting with persistent odor concerns and functional impairment, even after repeated medical evaluations. Reporting such cases broadens understanding of ORS in diverse cultural contexts, informs early diagnosis, and demonstrates effective, culturally sensitive management strategies 

12      The patient should share their perspective in one to two paragraphs on the treatment(s) they received .  
‘’After a long journey of hospital visit, I get significant relief over the past one year.’’ 
13       Did the patient give informed consent? Please provide if requested . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .        Yes  
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