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 Is Alexithymia Associated with Specific 
Mental Disorders? 
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 Clinic for Psychosomatic Medicine and Psychotherapy, Justus Liebig University,  Giessen , Germany

However, after controlling for the level of depression, the as-

sociation of anxiety disorders with alexithymia was no lon-

ger significant. With regard to TAS-20 subscales, ‘difficulty 

describing feelings’ (subscale 2) was also significantly related 

to depressive disorders.  Conclusions:  According to the re-

sults, the prevalence of alexithymia is relatively high in pa-

tients with mental disorders. The increased prevalence of 

highly alexithymic subjects suggests that alexithymia is as-

sociated with a higher vulnerability to mental illness. The 

prevalence of alexithymia was especially increased for de-

pressive disorders. Thus, further evidence supporting the 

concept of ‘alexithymic depression’ was provided. From a 

therapeutic perspective, treatments should be developed 

that take the specific needs of highly alexithymic patients 

into account.  Copyright © 2011 S. Karger AG, Basel 

 Introduction 

 The concept of alexithymia is characterized by dif-
ficulties in recognizing, differentiating and verbalizing 
emotional states, and by an externally oriented cogni-
tive style and a paucity of fantasy  [1] . From a diagnostic 
point of view, alexithymic characteristics correspond to 
impairments on axis IV (structure) of the Operational-
ized Psychodynamic Diagnostics (OPD). According to 
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 Abstract 

  Background:  Alexithymia is characterized by restrictions in 

the perception, differentiation and regulation of affects. It is 

considered to be an important vulnerability factor for the 

development of mental disorders. Little is known, however, 

of whether alexithymia is associated with specific mental 

disorders.  Sampling and Methods:  Data from 1,461 patients 

of an outpatient clinic for psychosomatic medicine with var-

ious mental disorders (depressive disorders, anxiety disor-

ders, adjustment disorders, somatoform disorders, eating 

disorders, and psychological and behavioral factors of phys-

ical illness) were collected between January 2007 and Octo-

ber 2009. The 20-item Toronto Alexithymia Scale (TAS-20) 

was administered to study alexithymia. The diagnoses were 

made following ICD-10 guidelines.  Results:  In our sample, 

the total prevalence of alexithymia (TAS-20  6 61) was 21.36%. 

The percentage of alexithymic patients was significantly in-

creased in the group of patients with depressive disorders 

(26.9%) as compared to other diagnostic groups. Using TAS-

20 as a continuous measure, multiple hierarchical regression 

analyses revealed that higher TAS-20 total scores were sig-

nificantly associated with depressive and anxiety disorders. 
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this tool, they are related to perception of the self (affect-
differentiation), perception of objects (particularly real-
istic object perception) and communication (inward 
and outward communication as well as empathy). Alex-
ithymia is regarded as a relatively stable personality trait 
 [2] . In international research, the 20-item Toronto Alex-
ithymia Scale (TAS-20)  [3, 4]  is the instrument most fre-
quently used to objectify alexithymia. Studies of repre-
sentative samples using the cutoff point suggested by 
Bagby et al.  [3]  showed a prevalence of 13% for a sample 
of the general population of Finland (n = 1,285)  [5]  and 
of 10% for Germany (n = 1,859)  [6] . According to many 
authors, alexithymia reflects a disordered affect regu-
lation that increases vulnerability to psychological ill-
ness, especially in conflict-afflicted psychosocial situa-
tions  [7] . Increased prevalence of alexithymic traits were 
found in patients with mental disorders, such as patho-
logical gambling  [8, 9] , somatoform disorders  [10–13] , 
eating disorders  [14–17] , anxiety disorders  [18–21] , de-
pression  [22–25] , addictive disorders  [26–28]  and obses-
sive-compulsive disorders  [29, 30] . There is also evi-
dence for differences between diagnostic groups regard-
ing TAS-20 subscales  [31, 32] . For example, ‘difficulty 
identifying feelings’ (subscale 1) was reported to be sig-
nificantly correlated with the diagnoses of somatoform 
disorder and depression; ‘difficulty describing feelings’ 
(subscale 2) was significantly associated with depression 
 [31] . Alongside the empirical evidence, in a clinical con-
text such specificity was often presumed to hold true for 
the ‘somatoform disorders’ group. Some authors claim 
that problems with the identification and verbalization 
of feelings contribute to the development of somatoform 
disorders through a mistaken attribution of attending 
vegetative reactions as physical symptoms in psycho-
social situations  [33] . Accordingly, these deficits may
be reflected in higher TAS-20 subscale scores (e.g. ‘dif-
ficulty identifying feelings’ and ‘difficulty describing 
feelings’). Results, however, are heterogeneous. A wide 
range of variation in the prevalence of alexithymia has 
been reported: for somatoform disorders between 6.0% 
 [10]  and 59.0%  [13] , for eating disorders between 24.1% 
 [14]  and 77.0%  [17] , for anxiety disorders between 12.5% 
 [18]  and 58.0%  [20]  and for depressive disorders between 
32.0%  [24]  and 46%  [22] . In addition, some studies in-
cluded only small samples of patients, and the sample 
size varies considerably between studies. To our knowl-
edge, no studies are available comparing the prevalence 
of alexithymia between larger samples of the most com-
mon diagnostic groups controlling for potential con-
founding variables (such as education, age and gender). 

Therefore, the aim of the present study was to examine 
the prevalence of alexithymia in a large sample of pa-
tients treated in an outpatient clinic. The hypothesis of 
whether alexithymia is associated with specific mental 
disorders (e.g. somatoform disorders) will be tested.

  Patients and Methods 

 Patient Sample and Design 
 Outpatients who attended the outpatient clinic of psycho-

therapy and psychosomatics of the University of Giessen be-
tween January 2007 and December 2009 (n = 1,769) were con-
secutively included in the sample. Diagnostic interviews were 
conducted by a specialist in psychotherapy and psychosomatic 
medicine, and diagnoses were made following ICD-10 stan-
dards. In this study, the following diagnostic groups were in-
cluded: depressive disorders (F31, F32, F33, F34), anxiety disor-
ders (F40, F41), adjustment and stress disorders (F43), somato-
form disorders (F45), eating disorders (F50) and psychological 
factors affecting medical condition (F54). Due to their heteroge-
neity and/or insufficient sample size, other diagnostic groups 
(e.g. F1, F2, F42, F44, F60, Z-diagnoses) were excluded from fur-
ther analyses. Thus, the final sample consisted of 1,461 patients, 
481 men (32.9%) and 980 women (67.1%). The average age was 
36.20 years (SD = 13.15). The highest educational levels were 
‘Abitur’ or ‘Fachabitur’ (German university entrance qualifica-

Table 1.  Demographic and diagnostic characteristics of the study 
sample (n = 1,461)

Values

Mean age 8 SD, years 36.20813.15
Gender, n

Female
Male

980 (67.1)
481 (32.9)

Years of school education, n
9 years

10 years
13 years
Still in school
Other graduation

299 (20.5)
444 (30.4)
612 (41.9)

52 (3.6)
54 (3.7)

Primary diagnosis (ICD-10), n
Depressive disorders (F32, F33, F34) 490 (33.5)
Anxiety disorders (F40, F41) 256 (17.5)
Acute or posttraumatic stress disorders/

adjustment disorders (F43) 311 (21.3)
Somatoform disorders (F45) 171 (11.7)
Eating disorders (F50) 90 (6.2)
Psychological factors affecting medical

condition (F54) 143 (9.8)

Figures in parentheses are percentages.
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tion) for 612 (41.9%) subjects. This was followed by ‘Realschule’ 
(10th grade) graduation for 444 (30.4%), ‘Hauptschule’ (9th 
grade) graduation for 299 (20.5%) and other forms of certificate 
for 52 (3.6%). Fifty-four patients (3.7%) were still at school. De-
mographic data are presented in  table 1 .

  Assessment 
 For the assessment of alexithymia, the German version of the 

TAS-20 was used  [34] . The TAS-20 consists of 20 items which rep-
resent the 3 factors ‘difficulty identifying feelings’   (scale 1), ‘dif-
ficulty describing feelings’ (scale 2) and the ‘externally oriented 
cognitive style’ (scale 3). The subscale scores can be added up to a 
TAS-20 sum score. Individuals can be classified by the cutoff 
points of the TAS-20 sum score established by Bagby et al.  [3] : a 
TAS-20 sum score of up to 51 is classified as ‘non-alexithymic’, a 
score of 52–60 as ‘indifference range’, and a sum score of 61 and 
above as ‘alexithymic’. Reliability and validity of the TAS-20 have 
been demonstrated in several studies  [2, 34] .

  Statistical Evaluation 
 Statistical analyses were carried out using the statistics soft-

ware SPSS (v. 17.0; Chicago, Ill., USA). Whether the proportion of 
high alexithymic patients (TAS-20  6 61) differs between the di-
agnostic groups was tested by  �  2  analyses. In order to take a di-
mensional perspective of alexithymia into account, a hierarchical 
regression analysis was performed to examine the association
between alexithymia (TAS-20 sum score and its subscales) and 
diagnostic groups (depressive disorders, anxiety disorders, ad-
justment and post traumatic stress disorders, eating disorders, 
somatoform disorders, psychological factors affecting medical 
condition). In order to take possible confounding variables into 
account, age, gender and level of education were included in the 
regression models. In order to protect against type I error infla-
tion, Bonferroni adjustment was applied. Including 36 compari-
sons (6 diagnostic groups, age, gender, education  !  TAS-20 sum 
score and 3 subscales), a significance level of 0.001 was adopted 
(0.05/36).

  Results 

 Prevalence of Alexithymia in the Total Sample 
 In the total group of 1,461 patients, the prevalence of 

high-alexithymic patients (TAS-20  6 61) was 21.3% (n = 
311); 24.7% (n = 361) of the patients fell into the ‘indiffer-
ence range’ (TAS-20 = 52–60) and 54.0% (n = 789) of the 
patients were classified as low-alexithymic (TAS-20  ̂  51).

  Disorder Specificity: Categorical Approach 
 The prevalence of high-alexithymic patients in each 

diagnostic group is presented in  table 2 . The proportions 
of high-alexithymic patients (TAS 6 61) differed signifi-
cantly between diagnostic groups [ �  2 (5) = 18.639; p = 
9.002]. Comparisons between diagnostic groups showed 
a significantly increased proportion of high-alexithymic 
patients in depressive disorders (26.9%) as compared to 
adjustment disorders (19.0%; p = 0.01), psychological fac-
tors affecting medical condition (18.2%, p = 0.033), so-
matoform disorders (17.0%; p = 0.009) and eating disor-
ders (11.1%; p = 0.001). All other comparisons yielded in-
significant results.

  Disorder Specificity: Dimensional Approach 
 Means  8  SD of the TAS-20 sum score for each diag-

nostic group are presented in  table 2 . Multiple hierarchi-
cal regression analysis ( table 3 ) revealed that the TAS-20 
total score was significantly correlated with the depres-
sive and anxiety disorders. Depressive disorders were al-
so significantly related to scores on the TAS-20 subscale 
2 ‘difficulty describing feelings’. Moreover, the diagnosis 
of ‘psychological factors affecting medical condition’ cor-

Table 2.  Data on alexithymia by diagnostic groups

Primary diagnosis (ICD 10) TAS-20
sum score
(mean 8 SD)

T AS-20 categories

low alexithymic
(TAS-20 ≤51)

indi fference range
(TAS-20 = 52–60)

high alexithymic
(TAS-20 ≥61)

n % n % n %

Depressive disorders 52.51812.47 231 47.1 127 25.9 132 26.9
Anxiety disorders 51.66811.34 135 52.7 66 25.8 55 21.5
Somatoform disorders 48.88811.33 99 57.9 43 25.1 29 17.0
Eating disorders 49.57810.96 50 55.6 30 33.3 10 11.1
Psychological factors affecting medical condition 47.55812.16 94 65.7 23 16.1 26 18.2
Acute or posttraumatic stress

disorders/adjustment disorders 49.62812.21 180 57.9 72 23.2 59 19.0



 Alexithymia and Disorder Specificity Psychopathology 2012;45:22–28 25

related significantly negatively with the TAS-20 subscale 
1 ‘difficulty identifying feeling’. All other correlations be-
tween TAS-20 subscales and diagnostic groups were in-
significant ( table 3 ).

  In order to further explore the relationship between 
anxiety disorders and alexithymia, additional analyses 
were carried out. In a first step, the distribution of the dif-
ferent anxiety disorders was examined. According to the 
results, the anxiety disorders included in this study com-
prised the following diagnoses: phobic disorder (n = 48), 
panic disorder (n = 65), generalized anxiety disorder (n = 
35), other mixed anxiety disorders (n = 15) and mixed 
anxiety and depressive disorders (n = 93). The prevalence 
of high-alexithymic patients (TSA-20  6 61) was 13.84% 
in panic disorder, 17.14% in generalized anxiety disorder, 
25.92% in phobic anxiety disorder, 33% in other mixed 
anxiety disorders, and 22.58% in mixed anxiety and de-
pressive disorders. However, the proportion of high-alex-
ithymic patients did not differ significantly between spe-
cific anxiety disorders [ �  2 (4) = 5.633; p = 0.228]. As the 
anxiety disorder sample (n = 256) comprised 93 patients 
with mixed anxiety and depressive disorders, it is of in-
terest whether the significant association between anxi-
ety disorders and alexithymia may rather be due to de-
pression than to anxiety. In order to study this question, 
multiple hierarchical regression analyses were carried 
out controlling for the level of depression as assessed by 
the HADS depression scale. According to the results, 

anxiety disorders were no longer significantly correlated 
with alexithymia (TAS-20 sum score; p = 0.006) after the 
HADS depression scale was partialled out of the TAS-20 
sum score.

  With regard to sociodemographic variables, age was 
positively correlated with the TAS-20 subscale 3 ‘exter-
nally oriented thinking’. Moreover, there was a signifi-
cant relationship between male gender and higher scores 
on the TAS-20 sum scale and subscales 1 ‘difficulty iden-
tifying feelings’ and 3 ‘externally oriented thinking’. A 
higher level of education was significantly associated 
with lower TAS-20 scores (total score and all subscales).

  Discussion 

 In a relatively large sample of outpatients with various 
mental disorders, we found a total prevalence of alexi-
thymia of 21.36%. Thus, the personality trait of alexi-
thymia was found twice as often as in a representative 
sample of the general German population (10%)  [6] . Us-
ing a relative large sample size, we confirmed the obser-
vations of previous studies which found an increased 
prevalence of alexithymia in mental disorders. These 
studies concluded that highly alexithymic subjects may 
have a vulnerability to mental disorders.

  In order to examine the prevalence of alexithymia in 
different diagnostic groups, we first analyzed the data us-

Table 3.  Associations between TAS-20 total scores and its subscales with diagnostic groups, age, gender and educational level (hierar-
chical multiple regression analyses, significant �-values/corrected R2)

TAS-20
total score

TAS-20, difficulty
identifying feelings

TAS-20, difficulty
describing feelings

TAS-20, externally
oriented thinking

Diagnostic group
Depressive disorders 0.142*** 0.009 0.110*** 0.022
Anxiety disorders 0.095*** 0.018 0.010 0.046
AAP 0.048 –0.101 –0.007 –0.004
Somatoform disorders –0.032 –0.081 –0.090 –0.047
Eating disorders 0.026 –0.037 –0.004 –0.005
PM –0.042 –0.119*** –0.060 –0.033

Sociodemographic variables
Age 0.041 0.033 0.002 0.090***
Gender –0.101*** –0.025 –0.122*** –0.127***
Educational level –0.185*** –0.123*** –0.122*** –0.204***

R2 (corrected) 0.059 0.031 0.054 0.065

A AP = Adjustment, acute or posttraumatic stress disorders; PM = psychological factors affecting medical condition.
*** p < 0.001 (adjusted � = 0.001).
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ing a categorical approach – thus, ensuring comparabil-
ity with other studies. In the group of the patients with 
depressive disorders a significantly increased percentage 
of high-alexithymic patients (TAS-20  6 61; 26.9%) was 
found compared to patients with adjustment disorders, 
patients with psychological factors affecting medical 
conditions, somatoform disorders and eating disorders. 
While about three quarters of the patients with depres-
sive disorders were not high-alexithymic, for one quarter 
of the patients with depressive disorders this was the case. 
The findings of the regression analyses which use a di-
mensional perspective of alexithymia are consistent with 
that based on the categorical approach. Depressive disor-
ders were significantly associated with higher TAS-20 
sum scores in general and with TAS-20 subscale 2 ‘diffi-
culties in describing feelings’ in particular. These results 
are in line with those reported by Bankier et al.  [31] . Van-
heule et al.  [35]  reported depressive patients with high 
scores on the TAS subscale 1 ‘difficulty identifying feel-
ings’ and subscale 2 ‘difficulty describing feelings’ to 
show more somatic-affective depressive symptoms on the 
Beck Depression Inventory II  [36] , which taps both so-
matic-affective and cognitive aspects of depression. In 
that study, strongly alexithymic depressive patients were 
also characterized by high scores on the Inventory of In-
terpersonal Problems (subscale cold/distant interperson-
al functioning). In summary, our results provide further 
evidence of a group of patients characterized by ‘alexithy-
mic depression’  [36] , i.e. for a subgroup of depressive pa-
tients who are characterized by high levels of alexithy-
mia. Previous investigations had shown prevalence rates 
for high-alexithymic personality traits during episodes
of depression to be between 32 and 46%  [22, 24, 25, 37] . 
Thus, high levels of alexithymia especially in acutely de-
pressive patients may be an expression of the negative 
view of the self or may indicate emotional numbness, 
which is one of the core characteristics in depressive dis-
orders. Anyway, the findings are correlative and not of 
causal relation. Both directions of the relationship are 
possible: depression may increase the level of alexithymia 
or vice versa. Therefore, future studies should apply a 
prospective study design. They should also include ob-
server ratings of alexithymia (e.g. the Observer Alexi-
thymia Scale  [38] , the Toronto Structured Interview for 
Alexithymia  [39, 40] ) in order to control for the effect of 
negative self-perception. These studies should integrate 
demographic, psychological and social variables in order 
to better characterize this patient group.

  In anxiety disorders, we also found a relatively high 
percentage of high-alexithymic patients (21.5%). Using a 

dimensional perspective, there was a significant associa-
tion between the TAS-20 sum score and anxiety disor-
ders, but not with a specific anxiety disorder. The latter 
result deviates from that reported by Bankier et al.  [31]  
who found that panic disorder was significantly negative-
ly related to TAS-20 sum scores. In our study, subsequent 
analyses revealed that the association between alexi-
thymia and anxiety disorders seems to be due to the lev-
el of depressive symptoms. Thus, it may be assumed that 
the association between alexithymia and anxiety disor-
ders is moderated by the level of depression. Concerning 
this issue, further research is needed. From a therapeutic 
perspective, treatments should be developed that take the 
specific needs of these highly alexithymic depressive pa-
tients into account. It can be expected that these patients 
may benefit to a greater extent from psychotherapeutic 
treatments that take their deficits in describing feelings 
into account, for example interventions which directly 
target affect identification and differentiation  [41]  or con-
vey emotion-regulation skills  [42] .

  Contrary to expectations, somatoform disorders were 
not significantly associated with alexithymia. Alexi-
thymia does not seem to be specific to somatoform dis-
orders. Patients with somatoform disorders are often de-
scribed by a lack of experiencing and expressing affects 
 [43] . However, only few data exist. Subic-Wrana et al.  [44] , 
who examined the influence of an inpatient psychother-
apy program on the extent of alexithymia, did not find 
higher levels of alexithymia for somatoform disorders 
compared to other diagnostic groups, using both the
Levels of Emotional Awareness Scale and TAS. Another 
study of the stability of alexithymic personality traits 
during an inpatient psychotherapy program obtained 
similar results by using the TAS  [45] . The relatively emo-
tionless descriptions of autobiographical details by so-
matoform patients may rather show a tendency to focus 
on somatic factors by disregarding emotional biographic 
aspects than a deficit in affect-processing  [46] . This is in 
line with clinical observations of a high degree of affect 
expression in patients with somatoform disorders in the 
context of conflicts with members of the health care sys-
tem.

  The present study has some methodological strengths, 
such as the large sample size, including the most common 
mental disorders and taking different relevant covariates 
(age, gender and education level) into account. Nonethe-
less, some limitations should be mentioned. First of all, 
diagnoses were made following ICD-10 standards. To im-
prove the reliability of the diagnoses, standardized diag-
nostic interviews (e.g. SCID) should be applied in future 
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studies. Concerning generalizability, the current sample 
included only outpatients of a psychosomatic depart-
ment. In other settings, e.g. psychiatric clinics, the preva-
lence of alexithymia may be higher  [47] . Finally, the cross-
sectional study design does not allow direct interpreta-
tions of causality. In future alexithymia research, the 
issue of causality could be addressed by prospective fol-
low-up studies.

  To sum up, our study has found an increased percent-
age of alexithymic patients in a large clinical sample of 
psychotherapy outpatients – about twice as much as in 
the general population. These results suggest that alex-
ithymic people are more vulnerable to mental illness. 
Furthermore, our results have shown that alexithymia is 
specifically associated with depressive disorders.
 

 References 

  1 Sifneos PE: The prevalence of ‘alexithymic’ 
characteristics in psychosomatic patients. 
Psychother Psychosom 1973;   22:   255–262. 

  2 Taylor GJ, Bagby RM, Parker JD: The 20-
item Toronto Alexithymia Scale. IV. Reli-
ability and factorial validity in different lan-
guages and cultures. J Psychosom Res 2003;  
 55:   277–283. 

  3 Bagby RM, Taylor GJ, Parker JD: The twenty-
item Toronto Alexithymia Scale. II. Conver-
gent, discriminant, and concurrent validity. 
J Psychosom Res 1994;   38:   33–40. 

  4 Bagby RM, Parker JD, Taylor GJ: The twenty-
item Toronto Alexithymia Scale. I. Item se-
lection and cross-validation of the factor 
structure. J Psychosom Res 1994;   38:   23–32. 

  5 Salminen JK, Saarijarvi S, Aarela E, Toikka 
T, Kauhanen J: Prevalence of alexithymia 
and its association with sociodemographic 
variables in the general population of Fin-
land. J Psychosom Res 1999;   46:   75–82. 

  6 Franz M, Popp K, Schaefer R, Sitte W,
Schneider C, Hardt J, Decker O, Braehler E: 
Alexithymia in the German general popu-
lation. Soc Psychiatry Psychiatr Epidemiol 
2008;   43:   54–62. 

  7 Taylor GJ, Bagby RM, Parker JD: The alexi-
thymia construct. A potential paradigm for 
psychosomatic medicine. Psychosomatics 
1991;   32:   153–164. 

  8 Parker JD, Wood LM, Bond BJ, Shaughnessy 
P: Alexithymia in young adulthood: a risk 
factor for pathological gambling. Psychother 
Psychosom 2005;   74:   51–55. 

  9 Lumley MA, Roby KJ: Alexithymia and 
pathological gambling. Psychother Psycho-
som 1995;   63:   201–206. 

 10 Karvonen JT, Veijola J, Kokkonen P, Laksy K, 
Miettunen J, Joukamaa M: Somatization and 
alexithymia in young adult Finnish popula-
tion. Gen Hosp Psychiatry 2005;   27:   244–249. 

 11 Cox BJ, Kuch K, Parker JD, Shulman ID, Ev-
ans RJ: Alexithymia in somatoform disorder 
patients with chronic pain. J Psychosom Res 
1994;   38:   523–527. 

 12 Bach M, Bach D, Bohmer F, Nutzinger DO: 
Alexithymia and somatization: relationship 
to DSM-III-R diagnoses. J Psychosom Res 
1994;   38:   529–538. 

 13 Burba B, Oswald R, Grigaliunien V, Never-
auskiene S, Jankuviene O, Chue P: A con-
trolled study of alexithymia in adolescent pa-
tients with persistent somatoform pain dis-
order. Can J Psychiatry 2006;   51:   468–471. 

 14 de Zwaan M, Bach M, Mitchell JE, Ackard
D, Specker SM, Pyle RL, Pakesch G: Alexi-
thymia, obesity, and binge eating disorder. 
Int J Eat Disord 1995;   17:   135–140. 

 15 De Chouly De Lenclave MB, Florequin C, 
Bailly D: Obesity, alexithymia, psychopa-
thology and binge eating: a comparative 
study of 40 obese patients and 32 controls (in 
French). Encephale 2001;   27:   343–350. 

 16 Carano A, De Berardis D, Gambi F, Di Paolo 
C, Campanella D, Pelusi L, Sepede G, Man-
cini E, La Rovere R, Salini G, Cotellessa C, 
Salerno RM, Ferro FM: Alexithymia and 
body image in adult outpatients with binge 
eating disorder. Int J Eat Disord 2006;   39:  
 332–340. 

 17 Bourke MP, Taylor GJ, Parker JD, Bagby
RM: Alexithymia in women with anorexia 
nervosa: a preliminary investigation. Br J 
Psychiatry 1992;   161:   240–243. 

 18 Parker JD, Taylor GJ, Bagby RM, Acklin 
MW: Alexithymia in panic disorder and sim-
ple phobia: a comparative study. Am J Psy-
chiatry 1993;   150:   1105–1107. 

 19 Marchesi C, Fonto S, Balista C, Cimmino
C, Maggini C: Relationship between alexi-
thymia and panic disorder: a longitudinal 
study to answer an open question. Psycho-
ther Psychosom 2005;   74:   56–60. 

 20 Fukunishi I, Kikuchi M, Wogan J, Takubo 
M: Secondary alexithymia as a state reaction 
in panic disorder and social phobia. Compr 
Psychiatry 1997;   38:   166–170. 

 21 Cox BJ, Swinson RP, Shulman ID, Bourdeau 
D: Alexithymia in panic disorder and social 
phobia. Compr Psychiatry 1995;   36:   195–198. 

 22 Saarijarvi S, Salminen JK, Toikka TB: Alexi-
thymia and depression: a 1-year follow-up 
study in outpatients with major depression.
J Psychosom Res 2001;   51:   729–733. 

 23 Honkalampi K, Hintikka J, Antikainen R, 
Lehtonen J, Viinamaki H: Alexithymia in 
patients with major depressive disorder and 
comorbid cluster C personality disorders: a 
6-month follow-up study. J Pers Disord 2001;  
 15:   245–254. 

 24 Honkalampi K, Hintikka J, Tanskanen A, 
Lehtonen J, Viinamaki H: Depression is 
strongly associated with alexithymia in the 
general population. J Psychosom Res 2000;  
 48:   99–104. 

 25 Honkalampi K, Saarinen P, Hintikka J, Vir-
tanen V, Viinamaki H: Factors associated 
with alexithymia in patients suffering from 
depression. Psychother Psychosom 1999;   68:  
 270–275. 

 26 Taylor GJ, Parker JD, Bagby RM: A prelimi-
nary investigation of alexithymia in men 
with psychoactive substance dependence. 
Am J Psychiatry 1990;   147:   1228–1230. 

 27 Evren C, Sar V, Evren B, Semiz U, Dalbudak 
E, Cakmak D: Dissociation and alexithymia 
among men with alcoholism. Psychiatry 
Clin Neurosci 2008;   62:   40–47. 

 28 Haviland MG, Hendryx MS, Shaw DG, Hen-
ry JP: Alexithymia in women and men hos-
pitalized for psychoactive substance depen-
dence. Compr Psychiatry 1994;   35:   124–128. 

 29 Grabe HJ, Ruhrmann S, Ettelt S, Muller A, 
Buhtz F, Hochrein A, Schulze-Rauschen-
bach S, Meyer K, Kraft S, Reck C, Pukrop R, 
Klosterkotter J, Falkai P, Maier W, Wagner 
M, John U, Freyberger HJ: Alexithymia in 
obsessive-compulsive disorder – results 
from a family study. Psychother Psychosom 
2006;   75:   312–318. 

 30 Rufer M, Ziegler A, Alsleben H, Fricke S, 
Ortmann J, Bruckner E, Hand I, Peter H: A 
prospective long-term follow-up study of 
alexithymia in obsessive-compulsive disor-
der. Compr Psychiatry 2006;   47:   394–398. 

 31 Bankier B, Aigner M, Bach M: Alexithymia 
in DSM-IV disorder: comparative evalua-
tion of somatoform disorder, panic disorder, 
obsessive-compulsive disorder, and depres-
sion. Psychosomatics 2001;   42:   235–240. 

 32 Haviland MG, Shaw DG, Cummings MA, 
MacMurray JP: Alexithymia: subscales and 
relationship to depression. Psychother Psy-
chosom 1988;   50:   164–170. 



 Leweke/Leichsenring/Kruse/Hermes

 

Psychopathology 2012;45:22–2828

 33 Taylor GJ: Recent developments in alexi-
thymia theory and research. Can J Psychia-
try 2000;   45:   134–142. 

 34 Bach M, Bach D, de Zwaan M, Serim M, 
Bohmer F: Validation of the German version 
of the 20-item Toronto Alexithymia Scale in 
normal persons and psychiatric patients (in 
German). Psychother Psychosom Med Psy-
chol 1996;   46:   23–28. 

 35 Vanheule S, Desmet M, Verhaeghe P, Bo-
gaerts S: Alexithymic depression: evidence 
for a depression subtype? Psychother Psy-
chosom 2007;   76:   315–316. 

 36 Steer RA, Clark DA, Beck AT, Ranieri WF: 
Common and specific dimensions of self-re-
ported anxiety and depression: the BDI-II 
versus the BDI-Ia. Behav Res Ther 1999;   37:  
 183–190. 

 37 Honkalampi K, Hintikka J, Laukkanen E, 
Lehtonen J, Viinamaki H: Alexithymia and 
depression: a prospective study of patients 
with major depressive disorder. Psychoso-
matics 2001;   42:   229–234. 

 38 Haviland MG, Warren WL, Riggs ML: An 
observer scale to measure alexithymia. Psy-
chosomatics 2000;   41:   385–392. 

 39 Bagby RM, Taylor GJ, Parker JD, Dickens SE: 
The development of the Toronto Structured 
Interview for alexithymia: item selection, 
factor structure, reliability and concurrent 
validity. Psychother Psychosom 2006;   75:   
25–39. 

 40 Grabe HJ, Lobel S, Dittrich D, Bagby RM, 
Taylor GJ, Quilty LC, Spitzer C, Barnow S, 
Mathier F, Jenewein J, Freyberger HJ, Rufer 
M: The German version of the Toronto 
Structured Interview for alexithymia: factor 
structure, reliability, and concurrent validity 
in a psychiatric patient sample. Compr Psy-
chiatry 2009;   50:   424–430. 

 41 Leichsenring F, Masuhr O, Jaeger U, Dally A, 
Streeck U: The effectiveness of psychoana-
lytic-interactional psychotherapy in border-
line personality disorder. Bull Menninger 
Clin 2010;   74:   206–218. 

 42 Berking M, Wupperman P, Reichardt A, 
Pejic T, Dippel A, Znoj H: Emotion-regula-
tion skills as a treatment target in psycho-
therapy. Behav Res Ther 2008;   46:   1230–1237. 

 43 Henningsen P: Somatisierung und Affekt-
regulation: Elemente eines interpersonellen 
Modells; in Rudolf G, Henningsen P (eds): 
Somatoforme Störungen – theoretisches 
Verständnis und therapeutische Praxis. 
Stuttgart, Schattauer, 1998, pp 185–198. 

 44 Subic-Wrana C, Bruder S, Thomas W, Lane 
RD, Kohle K: Emotional awareness deficits 
in inpatients of a psychosomatic ward: a 
comparison of two different measures of 
alexithymia. Psychosom Med 2005;   67:   483–
489. 

 45 Stingl M, Bausch S, Walter B, Kagerer S, 
Leichsenring F, Leweke F: Effects of inpa-
tient psychotherapy on the stability of alex-
ithymia characteristics. J Psychosom Res 
2008;   65:   173–180. 

 46 Lumley MA, Ovies T, Stettner L, Wehmer F, 
Lakey B: Alexithymia, social support and 
health problems. J Psychosom Res 1996;   41:  
 519–530. 

 47 Grabe HJ, Frommer J, Ankerhold A, Ulrich 
C, Groger R, Franke GH, Barnow S, Frey-
berger HJ, Spitzer C: Alexithymia and out-
come in psychotherapy. Psychother Psycho-
som 2008;   77:   189–194. 

  



Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.


	Predisposing activity - Victoria Faculty Psychodynamic Principles workshop (part 3) - October 2014.pdf
	Attachment, resilience and prevention updated article - Victoria Faculty Psychodynamic ~ October 2014.pdf
	Body Image Disturbance, Parental Bonding and Alexithymia in Patients with Eating Disorders - ~ October 2014.pdf
	Predictors of somatic symptoms a five year follow up f adolescents - Victoria Faculty ~ October 2014.pdf
	Is alexithymia associated with specific mental disorders - Victoria Faculty Psychodynamic ~ October 2014.pdf
	Predisposing activity - Victoria Faculty Psychodynamic Principles workshop (part 3) - March 2016.pdf
	Dear Participant
	The following is a predisposing activity for you to complete before attending the educational session of Psychodynamic principles workshop for general practitioners (part 3) – Mind and Body.
	The aims of this activity are:
	 For you to establish your knowledge, attitude and skills prior to the workshops. This can create awareness to prepare you for the learning outcomes in order to increase your performance and ultimately improve patient outcomes.
	 To set your own learning outcomes that you hope to achieve as a result of attending these sessions.
	Please bring the pre-disposing activity with you on the day of the workshop. You are not required to submit it however; it will be checked for completion at registration.  We encourage you to use this as your notes for discussion.
	NAME: ___________________________          QI&CPD NUMBER:  ______________
	Please write down your own learning outcomes:
	Please consider and write some brief notes on the following:
	1. Think about a patient that somatises. What else has been going on in their life that may be causing distress?
	2. Can you make a symbolic link between the distress and the somatic symptom? eg. Chest pain and "a broken heart."
	3. Think about a patient that has a severe chronic or terminal illness that you see often.  How has the illness changed their personality/ outlook?
	4. Think about a patient with an eating disorder. What personality traits do you think contribute to their disorder?
	5. What social and or family factors are relevant in this case?
	6. Do you have an image of mental wellness? Can you describe a set of traits and capacities that are necessary for mental wellness?
	7. Please consider a case that you would like to bring to the workshop and write some brief notes on what you think is going on for the patient.
	8. Please read the articles on the following pages. You must read these articles as they form part of the predisposing activity.
	Remember please bring these worksheets with you to the workshop on Saturday 19 March 2016.




