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Alexithymia refers to a specific disturbance in
emotional processing that is manifested clinically by
difficulties in identifying and describing feelings, an
impoverished imaginative life, and a thought content
characterised by a preoccupation with bodily symp
toms and/or the details of external events (Nemiah
eta!, 1976). While these characteristics were reported
initially among patients with â€˜¿�classic'psychosomatic
diseases, they were subsequently observed also
among patients with somatisation disorders, post
traumatic stress disorders, psychoactive-substance
use disorders, and masked depressions (Taylor,
1984). Recent research has provided empirical
support for the validity of the alexithymia construct
as well as evidence of its association with several of
these medical and psychiatric disorders (Acklin &
Alexander, 1988; Taylor et a!, 1990a,b).

Little attempt has been made, however, to
investigate alexithymia in patients with eating
disorders, despite a general awareness that patients
with anorexia nervosa manifest disturbances in the
recognition of internal visceral and affective states.
Bruch (1985), for instance, observed that in addition
to an inaccuracy in identifying sensations of hunger
and satiety, patientswith anorexianervosaexperience
their emotions in a bewildering way and often are
unable to describe them. Indeed, Bruch (1985) came
to regardinteroceptivedisturbances,along with other
deficits in the ego and the self, as more important
than psychoneurotic pathology in the pathogenesis
of anorexia nervosa. Studies reporting results on the
Interoceptive Awareness subscale of the Eating
Disorder Inventory (EDI) have provided empirical
evidence that interoceptive disturbances are a
fundamental feature of anorexia nervosa (Garneret
a!, 1983; Garner et a!, 1984; Toner et a!, 1986).
However, only some of the items on this subscale
assess directly the patient's level of emotional
awareness and no items evaluate the other features
of the alexithymia construct, namely, constricted

imaginativeactivityandexternallyorientatedthinking,
or what Marty & de M'Uzan (1963) have called la
pensÃ©eopÃ©ratoire.

The purpose of the presentstudy was to determine
the prevalenceof alexithymia among female patients
with anorexia nervosa compared with a group of
healthy women matched by age and education. In
addition, the relationships between alexithymia and
other clinical and psychopathology variables were
examined in the anorexic patients.

Method

Thestudysamplewasselectedfrom50femalepatientswho
were consecutive referrals to the eating disorder unit of
either the Bowden House Clinic in Middlesex or the Charter
Clinic, Chelsea, in London. While no patients refused to
participate in the study, two patients were excluded because
they were overweight and had a diagnosis of bulimia
nervosa. Thus, the sample consisted of 48 patients who had
met the DSM-III-R diagnostic criteria for anorexia nervosa
(American Psychiatric Association, 1987) at the time of
initial consultation. The group was heterogeneous in that
patientsweretestedatvariousstagesofillness,although
none could be considered recovered. The mean duration
of illnesswas 8.5 years(range6 monthsto 34 years).Of
thetotalanorexicsample,30patientswereof theâ€˜¿�restricter'
subtype, whilethe remaining 18patients reported bulimic
episodesat some stage of their illness. The restricter and
bulimicsubgroupsdidnotdiffersignificantlyinage,
educational level, or age of onset of the illness. The bulimic
subgroup,however,wassignificantlyheavier(expressedas
a percentageof expectedweightforcurrentheightandage
at thetimeof onsetof the illness(Crisp,1980):bulimics,
mean=922 (s.d. 9.7)'!.; restricters, mean=79.9 (s.d.
11.2)'!.; t= 3.87 (two-tailed) P<0.00l). A control group
for the study comprised 30 normal female volunteers who
were recruited from among hospital employees and were
selectedto participate when they appeared to match the
patient sample for age and education. No volunteer with
a currentor pasthistoryof eatingdisorderwas included
in the comparisongroup.Writteninformedconsentwas
obtainedfrom all subjects.
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The prevalenceof alexithymiain48 female anorexianervosa patients was 77.1 %compared
with a prevalence of 6.7% in 30 normalfemale subjects, matched by age and education.
Alexithymiacorrelated negatively with education in the anorexic patient group, but was
unrelatedto durationof illness,amountof weight loss, andlevels of depressionandof general
psychoneurotic pathology.
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and controls

AnorexicControlstd.f.Ppatients(n=30):(n=48):meanmean(s.d.)(s.d.)Age:

years 24.7 (6.3)26.8 (4.1)â€”1.67760.1Education:
years 14.1 (2.5)114.6 (2.2)0.77720.4Percentage
ofaverageweight

forheIght
84.5 (12.1)98.8 (9.9)â€”5.3976<0.001
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Alexithymia was assessed with the Toronto Alexithymia
Scale (TAS), a well validated self-report measure of the
alexithymia construct (Taylor eta!, 1988). In addition, all
subjects completed the Crown-Crisp Experiential Index
(CCEI), a well validated measure of psychoneurotic
pathology (Crown & Crisp, 1979). Subjects in the control
groupcompletedthe RestraintScale(RS), an instrument
foridentifyingchronicdieters(Polivyeta!, 1988).Several
other questionnaireswere also administeredfor use in
another study. Information on age, occupation, educational
background, current height and weight, and age of onset
of anorexianervosawasobtainedat the timeof testing.

Results

As shown in Table 1, the anorexicpatientand control
groups were adequately matched for age and education,
butdifferedsignificantlyin weight.Of thecontrols,seven
scored in the range of chronic dieters on the Restraint Scale;
however,onlyonechronicdieterwasmorethan10'!.below
and one more than 10% above her matched population
mean weight. The anorexic patients scored significantly
higher than the controls on both the TAS (anorexics 79.33
(s.d. 10.87), controls 59.57 (s.d. 9.15), t= 8.29, d.f. = 76,
P<0.001) and the CCEI (anorexics 52.17 (s.d. 14.57),
controls 27.13 (s.d. 8.46), t=9.18, d.f.=67.6, P<0.001;
data were missing for six anorexics; separate variance
estimates were used for ttest since the CCEI variance scores
for thetwo groupswerenot equal(F=2.96, P<0.003)).
(AsrecommendedbyBirtchnellet a!(1988),onlythetotal
score of the CCEI was used as a valid measure of general
psychoneurotic pathology.) TAS scores showed non
significant Pearson product-moment correlations with age
for both anorexicpatientsand controls,but therewas a
significant negative correlation with education in the
anorexic group (r= â€”¿�0.45,P<0.01). The CCEI total scores
didnotcorrelatesignificantlywithageorlevelof education
ineitherpatientorcontrolgroups.UsingtheTAScut-off
score of 74 and above, 37 anorexic patients (77.1%) scored
inthealexithymicrangecomparedto twocontrols(6.7%).
While the mean CCEI total score for the controls
corresponded closelywith published norms (Crown & Crisp,
1979; Birtchnell eta!, 1988), 92.90/. of the anorexic patients
(n= 42,becauseofincompletequestionnaires)hadtotal

Table 1
Demographiccharacteristics of anorexianervosa patients

scores greater than 30, the cut-off point recommended by
Burgess et a! (1987).

To examine the relationship of alexithymia with psycho
neurotic pathology and clinical variables, we first correlated
the anorexic patients' TAS scores with the CCEI total scores.
A non-significantPearsonproduct-momentcorrelationwas
obtained (r=0.27, P>0.05). Next, we dichotomised the
anorexic patient group in several specific ways and
comparedTAS scoresof the derivedsubgroupsusingtwo
tailed t-tests. There was no significantdifference in TAS
scoreswhen patients who had been ill for more than two
years (n = 36) were compared with those who had been ill
fortwoyearsor less(n= l2)(t= 0.09, d.f. =46, P=0.93).
Similarly, TAS scores did not differ significantly when
patients whose current weight was 20% or more below their
expected weight (n = 20) were compared with those whose
weight was within 20% of expected weight (n=28)(t=0.91,
d.f.=46, P=O.37).Finally,becausesomeinvestigatorshave
suggested that alexithymia is a defensive response to a
depressed mood (Haviland eta!, 1988a), we compared TAS
scores of patients scoring greater than or equal to the cut
off scoreof nineon the depressionsubscaleof the CCEI
(n= 24)(Burgesseta!,1987)withthosescoringlessthan
nine (n = 18) (again, six subjects were excluded because of
incomplete CCEIs); no significant difference was found
(t= â€”¿�0.71,d.f. =40, P=0.48). Therewas also no significant
differencein lAS scoresbetweenthe restrictinganorexic
patients (n = 30) and the bulimic anorexic patients (n= 18)
(t= â€”¿�1.68,d.f.=46, P=0.l).

Discussion

The results of this study confirm the clinical
impression that patients with anorexia nervosa
manifest a marked inability to identify affects, and
a paucity of fantasies and other imaginative activity.
The prevalence of 77.10/. of alexithymia in this
population is considerably higher than previously
reported prevalence rates of 50% in newly abstinent
male substance abusers (Taylor et a!, 1990b) and
27.5% in a mixed group of patients with rheumatoid
arthritis(Fernandezeta!, 1989), and also higherthan
a rate of 38.3% that we found in a sample of female
general psychiatric out-patients (unpublished data).
While previous studies have found that bulimic
anorexic patients are more impulsive and more likely
to abuse alcohol and drugs than restricting anorexic
patients (e.g. Toner et a!, 1986), our finding of no
difference in TAS scores between the two subtypes
suggests that alexithymia is a basic feature of their
personalities.Indeed,thesubtypesprobablyemploy
similar as well as different behaviours in their attempt
to adapt to difficulties in tolerating and modulating
statesofunpleasantemotionalarousal.As Goodsitt
(1983) has suggested, many of the symptoms, such
as obsessional food rituals and compulsive bingeing,
vomiting, and exercise, may be understood as
desperate attempts to relieve a sense of inner1. n= 44 becauseof missingdata.
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emptiness or to drown out overwhelming states of
emotional arousal.

Because of the cross-sectional design of the study,
we are unable to determine whether alexithymia is
a predisposing personality trait for anorexia nervosa
or a consequence of the disorder. However, the
finding of no significant difference between the lAS
scores of patients with a relatively short duration of
illness and those whose illness was of longer duration
suggests that alexithymia is not merely an adaptation
to, or complication of, a chronic illness. Similarly,
the finding of no relationship between TAS scores
and the extent of weight loss suggests that alexi
thymia is unlikely to be an effect of starvation on
the personality. Further, there is suggestive evidence
from a recent follow-up study that alexithymic
characteristics are an integral part of the personality
of individualswho develop anorexianervosa. Casper
(1990) found that women who had recovered from
restricting anorexia nervosa scored significantly
lower than age-matched normal women on the
psychological-mindedness subscale of the California
Psychological Inventory which we found in a
previous study to correlate negatively with the TAS
(Bagby et a!, 1986). The recovered women in
Casper's study also displayed greater restraint in
emotional expression and initiative than the healthy
control subjects. Our finding that anorexic patients
who scored high on the depression subscale of the
CCEI were no more alexithymic than those who
scored low on this subscale also suggests that
alexithymia is a personality trait rather than a state
dependent response in this population.

The finding of no relationshipbetweenalexithymia
and educational level in the normal comparison
subjects is consistent with results from an earlier
study with normal women (Parker et a!, 1989).
However, the finding of a moderate negative
correlationbetweentheTAS andeducationinthe
anorexic patients is surprising and difficult to
explain, especially as the mean educational level for
the anorexic group was virtually identical to that of
the control group. Occupational status might also
be an influencing variable as only 29.2% of our
anorexic patients worked in professional, managerial
or administrative jobs compared with 83.3% of the
normal comparison subjects. Further research is
needed to clarify the relationships between alexi
thymia and the variables of education, intelligence,
and social class.

Although the high levelof psychoneurotic pathology
in our anorexic patient group is consistent with
previous reports of abnormal CCEI profiles of
patients with anorexia nervosa (Hsu & Crisp, 1980),
our finding of no relationship between TAS scores

and CCEI total scores suggests that alexithymia and
neuroticism are independent types of psychopathology.
This result is consistent with a previous fmding from
a group of patients with a varietyof other diagnoses,
in whom TAS scores were unrelated to CCEI total
scores (Taylor eta!, 1988). In addition, the resultsof
our study supportBruch's (1985) view that the psych
ological disorder in anorexia nervosa is related to
underlying deficits in the personality apart from neur
otic conflicts. Conflicts over sexuality, aggression,
separation-individuation, or other issues may be one
source of emotional tension in anorexic patients, but
the high prevalenceof alexithymiaimplies a deficit in
the abilityto tolerateand modulateemotions indepen
dent of the factors generating them. Like other
alexithymic patients, and as Bruch (1985) has long
emphasised, anorexic patients need therapeutic
approaches that enhance their ability to identify and
regulate affects rather than traditional interpretive
psychotherapy (Krystal, 1979).

There are several limitations to this study. Firstly,
because the anorexic sample was selected from patients
attending two private clinics, the results may not be
generalisable to the general population of women
with anorexia nervosa. The mean age and mean
duration of illness for our patients were somewhat
higher than is generally reported in studies of
anorexic patients. In addition, there was an unusually
high percentage of restricters in our sample.
However, both the educational level and mean
age of our sample were similar to those of an
anorexic sample that we selected from a London
public hospital in an earlier study that demon
strated an impaired symbolic function consistent
with the concept of alexithymia (Bourke et a!,
1985).

Another caution in interpreting the results stems
from the nature of the control group. Comprised of
hospital employees with a high professional achieve
ment, this group is not representative of the general
population. This bias in the comparison group was
reflected by the finding of a 6.7% prevalence of
alexithymia, which is lower than rates of 15â€”22%
than have been found in samples of normal adult
women and female collegestudents in Canada and the
United States (e.g. Parker et a!, 1989). Although
the TAS has not been validated with a British
population, it has consistently shown good reliability
and validity with samples from other English-speaking
populations (Bagby et a!, 1990; Haviland et a!,
1988b; Taylor et a!, 1990a).

Finally, while alexithymia was unrelated to the
duration of illness, amount of weight loss, and level
of depression in our anorexic women, these results
were obtained from comparisons of small-sized
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subgroups. To enhance their validity, these findings
require replication in larger samples.

Despite the above limitations, the results of this
preliminary study introduce a concept that appears
to have important implications for the aetiology and
treatment of anorexia nervosa.
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