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Abstract

Background: About 25% of all patients seeking psychother-
apeutic treatment are considered to be alexithymic. Alexi-
thymia has been assumed to be negatively associated with
therapeutic outcome. On the other hand, it is unclear to
which extent alexithymia itself may be modified by psycho-
therapeuticinterventions. Methods: From 414 consecutively
admitted inpatients, 297 were followed up after 4 weeks (t1)
and after 8-12 weeks (t2) upon discharge. Patients were
treated with psychodynamic group therapy in a naturalistic
setting. The Toronto Alexithymia Scale (TAS-20) and the
Symptom Checklist-90 were administered. Results: Twenty-
seven percent of the patients were alexithymic (TAS-20 =61)
at baseline. Multivariate models with repeated measure-
ments indicated significant changes in Global Severity Index
of the Symptom Checklist-90 in both alexithymic and non-
alexithymic subjects. However, alexithymic subjects had sig-
nificantly higher Global Severity Index scores than nonalex-
ithymic subjects att0, t1 and t2 (p <0.001). The TAS-20 scores
demonstrated a high relative stability in the total sample.
However, in the alexithymic group, the TAS-20 scores

changed considerably from baseline to discharge [66.3
(SD=4.7)1t0 55.9 (SD =9.9); t =8.69; d.f. = 79; p < 0.001]. Con-
clusion: The inpatient treatment program including psycho-
dynamic group therapy significantly reduced psychopatho-
logical distress and alexithymic features in alexithymic
patients. Still, these patients suffered from higher psycho-
pathological distress at discharge than nonalexithymics.
Therefore, alexithymic features may negatively affect the

Iong—term outcome. Copyright © 2008 S. Karger AG, Basel

Introduction

Personality is assumed to play an important role in
modulating one’s capacity to cope with stressful life
events, interpersonal conflicts but also to influence one’s
ability to respond to psychotherapeutic treatment [1, 2].
The construct of alexithymia focuses on difficulties in
describing and expressing feelings, on the paucity of fan-
tasies. Recent studies have associated alexithymia with
dissociation [3], depression [4-6], anxiety disorders [7, 8],
pathological gambling [9] and a broad range of psycho-
pathologic features [10]. Given the relative temporal sta-
bility [11-16], the pattern of correlations with traits of
personality models like the NEO-FFI and the tempera-
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ment and character model [17-19], alexithymia is consid-
ered to be a unique and distinct personality construct.
However, there is an ongoing debate on the changeability
of alexithymic traits by psychotherapy in the light of lack-
ing absolute stability [6, 14, 20, 21].

The impact of alexithymia itself on outcome in psy-
chotherapy is less clear. First, subjects with alexithymia
are often socially avoidant, cold, less emotionally at-
tached to others. This could lead to a reduced adherence
to psychotherapy despite of severe mental distress [19,
22]. Second, the lack of imagination, psychological mind-
edness and awareness to emotional cues may significant-
ly reduce the ability to be successfully engaged in psycho-
therapy [5]. Third, early observations of Sifneos [23] and
others described alexithymic patients to respond poorly
to dynamic psychotherapy.

However, there has been little empirical research to
investigate whether alexithymia predicts psychotherapy
outcome [24]. Some treatment studies found alexithymia
to be associated with persistent somatization in somato-
form disorders [25] and with a negative outcome in med-
ical treatment of functional gastrointestinal disorders
[26]. In short-term group therapy for outpatients with
complicated grief and in short-term individual therapy
for outpatients with mixed diagnoses, alexithymia pre-
dicted a negative outcome [27] as well as in a naturalistic
follow-up of outpatients with major depression [28].
However, alexithymia did not interfere with the response
to multimodal cognitive behavioral therapy in patients
with obsessive-compulsive disorder [29].

We evaluated a large sample of inpatients undergoing
intensive psychotherapeutic treatment to investigate the
following hypotheses: (1) Assuming higher levels of in-
terpersonal stress and social avoidance behavior, alex-
ithymics more often stop their inpatient treatment in the
early phase of therapy. (2) At baseline, alexithymic pa-
tients show higher levels of psychopathological distress
compared to nonalexithymics. (3) The symptom reduc-
tion in alexithymics is lower and the psychopathological
distress at the end of the intervention is still significantly
higher than in nonalexithymics. (4) There are no or only
little changes in Toronto Alexithymia Scale (TAS-20)
scores in both groups over the course of the treatment.

Methods

Subjects

All participants gave their written informed consent prior to
inclusion into the study. The analyzed questionnaires were hand-
ed out from April 2005 to July 2006 to all consecutively admitted
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patients for psychotherapeutic treatment at the hospitals for men-
tal health at Uchtspringe and Bernburg, Germany. Their thera-
pists added all professional information required. Patients with
depressive disorders, anxiety and adjustment disorders, somato-
form disorders, eating disorders and comorbid alcohol-related
disorders and personality disorders were admitted for psycho-
therapy. Patients with additional alcohol dependence or abuse
were withdrawn from alcohol prior to the psychotherapeutic
treatment.

At baseline (t0), 414 questionnaires were returned. Fifty-one
patients were discharged prior to the 4-week follow-up (t1). Due
to missing data at t1 and/or t2, 66 patients were excluded from the
final analyses. 297 patients fully completed the questionnaires at
baseline, at the 4-week follow-up and at discharge (t2). Data col-
lection was performed by professional full-time documentary as-
sistants, one in each hospital, who also managed and supervised
data entry and quality procedures. Descriptive data of the sample
are given in table 1 and 2.

Treatment Program

The duration of the inpatient treatment ranged regularly be-
tween 8 and 12 weeks depending on the individual response. Each
patient received 3 times per week psychodynamic short-term
group psychotherapy (1.5 h per session) with an insight-orien-
tated approach. Special focus was given to the verbalization of
individual emotional and interpersonal problems. The therapists
took a relatively active part in encouraging the patients to engage
themselves in the group process. Once a week, a group session
within a larger setting took place for role plays including psycho-
drama. Each patient received 1 h of individual psychotherapy per
week. Psychotropic medication (antidepressants, sedatives) was
offered when clinically indicated. Additionally, art therapy, sport
therapy, relaxation therapy, body and movement therapy were of-
fered on a daily basis.

Instruments and Diagnostic Procedure

Alexithymic traits were assessed with the German version of
the TAS-20 [30-32]. This self-report scale comprises three factors:
(1) difficulty in identifying feelings; (2) difficulty in describing
feelings; (3) externally orientated thinking.

The revised version of the Symptom Checklist-90 (SCL-90-R)
is a 90-item, widely used self-report measure of current psycho-
pathology [33]. In addition to nine syndrome scales, a global rat-
ing (Global Severity Index, GSI) reflects the general psychological
distress. The reliability and validity of the German version of the
SCL-90-R are similar to the original one [34]. Both the SCL-90-R
and in particular the GSI are frequently used in psychotherapy
research, especially when assessing psychotherapeutic change
[35, 36]. For the purpose of this study, we chose the GSI as the
main outcome variable. Response was defined as a 50% reduction
of the baseline score.

The clinical diagnoses were assessed by standard clinical in-
terview according to the ICD-10 criteria. For the purpose of this
paper, only the main categories were analyzed.

Statistical Analysis

Descriptive statistics were performed with t tests or x? tests
(two tailed) or t tests for paired samples when appropriate. ANO-
VA was used to compare the GSI scores at t0, t1 and t2 between
both groups. The treatment response was analyzed witha MANO-
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Table 1. Comparison between the patients (n = 51) with early discharge (<28 days) and the patients who completed treatment until t2

(n =297)

Patients with

Patients completing

Statistics

early discharge treatment
(n=51) (n=297)
Age, mean * SD, years 37.8%11.7 37.8%11.9 t=-0.009; d.f. = 346; p=1.0

Sex
Male
Female
Prior inpatient treatments
TAS-20 =61
Mean TAS-20 score
Global Severity Index (SCL-90-R)
High school education
Marital status
Married
Separated
Divorced
Number of ICD-10 diagnoses, mean = SD
Alcohol dependence or abuse
Depressive disorders
Anxiety and/or adjustment disorder
Dissociative and/or somatoform disorders
Eating disorders
Personality disorders

29 (56.9%)
22 (43.1%)
13 (29.5%)
12 (23.5%)
52.7 (10.9)
1.10 (0.8)
7 (13.7%)

11 (22.0%)
4 (8.0%)
5 (10.0%)

1.9%0.9

19 (37.3%)

14 (27.5%)

23 (45.1%)
6 (11.8%)
3 (5.9%)

34 (67.6%)

158 (53.2%)
139 (46.8%)
85 (29.3%)
80 (26.9%)
53.8 (10.2)
1.06 (0.7)
63 (21.2%)

79 (26.6%)
19 (6.4%)
59 (19.9%)
2.5%0.8
149 (50.2%)
159 (53.2%)
112 (37.7%)
34 (11.4%)
38 (12.8%)
247 (83.2%)

X?=02df=1p=06

X% =0.001;d.f.=1;p=1.0
X>=03;df =1;p=06
t=-0.65; d.f. = 346; p = 0.5
t=0.31;d.f.=346; p=0.7
x>=15df=1;p=02

x>=0.5;df =1;p=0.5
X>=02df=1p=07
X>=2.8;df.=1;p=0.1

t = -4.56; d.f. = 346; p < 0.001
X>=2.9;d.f =1;p=0.09

=2.0;df.=1p=02

2

X2

x> =0.004;d.f.=1;p=0.9
2

X

x> =7.6;d.f. = 1;p = 0.006

Table 2. Comparison between the patients without and with alexithymia at baseline who completed the treatment

Patients without Patients with Statistics
alexithymia alexithymia
(n=217) (n=80)
Age, mean * SD, years 38.5%12.1 35.8%11.4 t=1.74; d.f. =295; p = 0.08
Sex
Male 126 (58.1%) 32 (40%) X2 =7.7;df =1; p = 0.006
Female 91 (41.9%) 48 (60%)
Prior inpatient treatments 60 (28.0%) 25 (32.9%) X>=06;d.f =1;p=04
Admitted with psychopharmacological treatment 84 (38.7%) 36 (45%) XZ =1.0;df.=1p=03
Mean TAS-20 score 49.2 (7.5) 66.3 (4.7) t=-19.09; d.f. = 295; p < 0.001
Global Severity Index (SCL-90-R) 0.9 (0.6) 1.5(0.8) t=-6.94; d.f. = 295; p < 0.001
High school education 49 (22.6%) 14 (17.5%) X>=09;d.f =1;p=034

Marital status

Married 54 (29.9%) 25 (31.3%) X>=12;df=1p=03

Separated 14 (6.5%) 5(6.3%) X% =0.005d.f. = 1;p=0.9

Divorced 47 (21.7%) 12 (15.0%) X>=16;df =1;p=02
Duration of treatment, mean * SD, days 68.5+22.0 75.4%29.0 t=-2.21;d.f. =283;p=0.03
Number of ICD-10 diagnoses, mean = SD 24%0.8 2.7%0.8 t=-3.40; d.f. = 295; p = 0.001
Alcohol dependence or abuse 116 (53.5%) 33 (41.3%) XZ =3.5;df.=1p=0.06
Depressive disorders 109 (52.2%) 49 (61.3%) x2=29;df =1; p=0.09
Anxiety and/or adjustment disorder 76 (35.0%) 36 (45.0%) x>=2.5;df.=1;p=0.12
Dissociative and/or somatoform disorders 20 (9.2%) 14 (17.5%) X% =4.0; d.f. = 1; p = 0.047
Eating disorders 20 (9.2%) 18 (22.5%) 2-92;df =1;p=0.002
Personality disorders 69 (86.3%) 178 (82%) 2-07;df =1;p=04
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VA for repeated measures. The GSI scores of t0, t1 and t2 were the
dependent variables, alexithymia (TAS-20 score =61) at baseline
(t0) was entered as fixed factor. Age and sex were covariates. In a
second analysis, the diagnoses as categories according to ICD-10
were additionally entered as covariates into the equation.

The test-retest reliabilities were determined for the alexi-
thymia scores comparing the baseline rating with the ratings at
t2. Further, hierarchical regression analyses were performed in
order to test the extent to which the baseline TAS-20 scores pre-
dict the TAS-20 scores at t2 while controlling for individual dif-
ferences in the severity of the GSI score. In the first model, the
TAS-20 scores at t2 served as criterion variable, GSI at baseline
and GSI at t2 were the predictor variables. In the second model,
the baseline TAS-20 scores were added to the model as additional
predictor variable [20, 26]. Additionally, linear regression analy-
ses were performed using the changes in the TAS-20 as criterion
variable and the changes of GSI scores as predictor variable in or-
der to determine the contribution of changes in the GSI to chang-
es in the TAS-20 scores from baseline to t2.

Results

Fifty-one (12.6%) patients left the treatment program
before the 4-week follow-up and were compared with the
297 treatment completers (table 1). These 51 patients were
characterized by a lower rate of depressive and personal-
ity disorders. However, no differences emerged with re-
gard to alexithymia or general psychopathological dis-
tress (GSI) at baseline compared to the completers. With-
in the sample of treatment completers (n = 297), 80
patients (26.9%) were considered as alexithymic at base-
line and 217 (73.1%) as nonalexithymic. Alexithymic pa-
tients were more likely to be female and to suffer from a
higher rate of comorbid dissociative, somatoform and
eating disorders. General psychopathological distress
(GSI) was significantly associated with alexithymia (ta-
ble 2).

Alexithymic subjects had significantly higher mean
GSI scores than nonalexithymic subjects at t0 (ANOVA:
F=48.2;d.f. =1,296; p<0.001), t1 (F=43.8; d.f. = 1, 296;
p <0.001) and t2 (F = 22.7; d.f. = 1, 296; p < 0.001). The
mean GSI score in the alexithymic group dropped from
1.51 (SD = 0.77) at t0 to 0.82 (SD = 0.65) at t2 and in the
nonalexithymic group from 0.90 (SD = 0.63) to 0.51
(SD =0.43) at t2. The overall effect of change in GSI scores
in the first multivariate model with repeated measure-
ments (adjusting for age and gender) was highly signifi-
cant (Pillai-Spur = 0.14; F = 23.4; d.f. =2, 292; p < 0.001)
with significant effects of the interaction between GSI
scores and alexithymia (Pillai-Spur = 0.05; F = 7.4; d.f. =
2,292; p = 0.001).
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The overall effect of change in GSI scores in the second
multivariate model with repeated measurements (adjust-
ing additionally for the presence of depressive disorders,
anxiety or adjustment disorders, dissociative or somato-
form disorders, eating disorders, alcohol dependence,
personality disorders) was still significant (Pillai-Spur =
0.08; F =12.3; d.f. = 2, 285; p < 0.001) with significant ef-
fects of the interaction between GSI scores and alexi-
thymia (Pillai-Spur = 0.047; F = 7.1; d.f. = 2, 286; p =
0.001).

One hundred and eleven (51.2%) of the baseline non-
alexithymics and 43 (53.8%) of the baseline alexithymics
had at least a 50% reduction in GSI scores from t0 to t2
(x? = 0.16; d.f. = 1; p = 0.7). Upon discharge, 38.9% of
the baseline nonalexithymics and 42.5% of the baseline
alexithymics received psychopharmacological treatment
(x*=0.3;d.f. = ,p=0.6).

TAS-20 scores changed over the course of treatment.
The TAS-20 scores were 53.77 (SD = 10.25) at baseline
and 49.12 (SD = 10.78) at t2 for the whole completer sam-
ple (t = 7.76; d.f. = 296; p < 0.001). In the nonalexithymic
group, the scores remained stable from t0 to t1 [49.16
(SD = 7.50) to 49.75 (SD = 9.62); t = ~1.08; d.f. = 216; p =
0.3] but changed from t0 to t2 [49.16 (SD = 7.50) to 46.63
(SD =10.0); t = 3.99 d.f. = 216; p < 0.001]. From t0 to t2,
scores of factor 1 and 3 dropped significantly (p < 0.001)
but not of factor 2. In the alexithymic group, the scores
changed from t0 to t1 [66.28 (SD = 4.74) to 62.50 (SD =
8.19); t=4.37;d.f. =79; p<0.001] and from t0 to t2 [66.28
(SD = 4.74) to 55.87 (SD = 9.91); t = 8.69; d.f. = 79; p <
0.001]. From t0 to t2, scores of all three factors decreased
significantly (p <0.001). Likewise, the rate of alexithymic
subjects (TAS-20 >61) within the baseline-alexithymia
group dropped to 55 (68.8%) at t1 and to 29 (36.6%)
at t2.

In test-retest analyses (baseline-t2) the TAS-20 score
and the three factors showed r = 0.5 (p <0.001; Pearson,
bivariate). The results of the hierarchical regression anal-
yses indicated a significant prediction of the TAS-20
score at t2 by the TAS-20 score at baseline (standardized
beta = 0.45; t = 9.03; p < 0.001) while adjusting for the ef-
fects of GSI at baseline and at t2 for the total sample.
When performing the hierarchical regression analyses
for the alexithymic patients at baseline (n = 80) separate-
ly, the TAS-20 score (baseline) did not predict the TAS-20
score at t2 in model 2 (standardized beta = -0.07; t =
-0.69; p = 0.50). GSI at t2 emerged as the only predictor
for TAS-20 scores at t2 (standardized beta = 0.69; t = 6.43;
p < 0.001). Analyzing the impact of GSI changes from
baseline to t2 on changes of TAS-20 scores from baseline
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to t2 by regression analyses the following results emerged.
The GSI changes explained 16% of the variance of TAS-
20 changes in the total sample (R* = 0.16; standardized
beta=0.40;t="7.57; p<0.001), 13% in the nonalexithymic
sample (n = 217; R? = 0.13; standardized beta = 0.36; t =
5.57; p < 0.001) and also 13% in the alexithymic sample
(n = 80; R? = 0.13; standardized beta = 0.36; t = 3.36; p =
0.001).

Discussion

The first hypothesis was not confirmed by our data.
Patients who stopped treatment within the first 4 weeks
were not more alexithymic than patients who continued
the treatment program. Although unexpected, this find-
ing is in line with one study that found alexithymia not
to interfere with the compliance to psychotherapy in pa-
tients referred to a psychiatric consultation-liaison ser-
vice [37]. Additionally, one experimental study provided
evidence that verbalized empathic response from the
physician may be especially crucial for the alexithymic
patients’ postconsultation satisfaction and may thereby
become the basis for a solid treatment alliance [38]. The
second hypothesis was fully confirmed by significantly
higher levels of psychopathological distress in alexithy-
mic patients at the beginning of the therapy [10]. In con-
trast to our third hypothesis, the psychotherapeutic
‘high-care’ inpatient setting yielded a significant symp-
tom reduction in alexithymics which was comparable to
the relative symptom reduction in the nonalexithymic
group. Still, the alexithymics had mean GSI scores at the
end of the treatment that were almost identical to GSI
scores of the nonalexithymic group in the beginning of
the therapy. This corresponds to the finding of residual
symptoms in depressed alexithymic patients after short-
term psychotherapy [39].

There were modest reductions of TAS-20 scores in the
nonalexithymic group. Unexpectedly large reductions of
TAS-20 scores were found in the baseline-alexithymic
group, indicating a lack of absolute stability of alexi-
thymia during treatment. In contrast to Rufer et al. [29],
all three TAS factors decreased significantly during the
treatment. However, we found evidence for a high degree
of relative stability of TAS-20 scores between t0 and t2 in
the total sample which is in line with a large body of evi-
dence [11-16]. Only 13-16% of the variance in the chang-
es of TAS-20 scores was explained by the changes in GSI
scores from baseline to t2. Therefore, besides the changes
in psychopathological distress, other unmeasured or un-
known factors contributed to the majority of changes in
the TAS-20 scores.

Acknowledging the significant decrease in TAS-20
scores and the robust symptom reduction of psycho-
pathological distress (GSI) at the end of the treatment in
the alexithymic group, we assume that the ‘high-care’ in-
patient setting was very effective in improving the iden-
tification, the differentiation and the verbalization of
emotions and feelings. Future studies should investigate
the efficacy of different treatments in alleviating alexi-
thymia and should use a recently developed interview for
the assessment of alexithymia [40]. Prospective follow-up
studies are required to evaluate the impact of persistent
alexithymia and residual psychopathological symptoms
at discharge on long-term outcome.
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