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Introduction

The term alexithymia was first used by Sifneos (1973)
to designate a group of cognitive and affective character-
istics typical of many patients with somatic disorders. It
was considered that the inability to symbolically represent
an emotion meant that individuals with alexithymia
would not be able to modulate their distress thereby con-
tributing to impaired physical well-being. Taylor, Bagby
and Parker (1997) suggested that the concept is defined
by three fundamental elements, including: difficulty iden-
tifying feelings; difficulty in comunicating feelings and
externally-oriented thinking (for a recent review see Tay-
lor, Bagby, & Parker, 2016).

Although initially linked to psychosomatic disorders,
alexithymia was soon identified in a number of other con-
ditions, such as eating disorders (e.g., Petterson, 2004),
substance abuse and dependence (e.g., Uzun, 2003), anx-
iety disorders and depression (e.g., Zeitlan & Mcnally,
1993), post-traumatic stress disorder (e.g., Brady, Bu-
jarski, Feldner, & Pyne, 2017), personality disorders (e.g.,
De Panfilis, Ossola, Tonna, Catania, & Marchesi, 2015),
and also autism spectrum disorders, particularly Asperger’
syndrome (e.g., Hill, Berthoz, & Frith, 2004). It should
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be noted that alexithymia does not appear to be a substan-
tive feature of any of these disorders, but instead a related,
comorbid condition (Taylor, 1984). So, it is important not
to think of alexithymia as a psychiatric disorder, but in-
stead as a psychological characteristic of thought, feelings
and underlying processing. This is a more comprehensive
way of thinking of alexithymia, making it more useful for
therapy and for clinical decision making (Ogrodniczuk,
Piper, & Joyce, 2005; Silva, Vasco, & Watson, 2013). 

Despite its prevalence in clinical population, often
alexithymia is not taken into consideration in psychother-
apy. Ogrodniczuk (2007) drew attention to the fact that,
over the years, research on alexithymia has focused more
on its aetiology, neglecting research on better ways to in-
tervene in psychotherapy. Some speculation has been
made regarding the prognostic power of alexithymia
across treatment modalities (e.g., de Haan, Schellekens,
van der Palen, Verkes Buitelaar, & De Jong, 2012) but it
is not clear its differential impact. Alexithymia has been
associated with poor outcomes in psychotherapy (e.g. Mc-
Callum, Piper, Ogrodniczuk, & Joyce, 2003; Leweke,
Bausch, Leichsenring, Walter, & Stingl, 2009), which
seems to be independent from the type of therapy. The re-
action of the therapist to the patient partially mediated the
difficulties in communicating feelings and the externally
oriented thinking style in the outcome (Ogrodniczuk et
al., 2005). This means that, patients with alexithymia may
have poorer outcomes in part because their therapists per-
ceive them as having less value and less compatibility
with them. Therapists may unintentionally express these
feelings, which may affect the patient’s experience of
therapy, contributing to poor outcomes.

Findings suggest that alexithymia is partly modifiable
with therapeutic interventions. Studies that directly targeted
alexithymic symptoms tend to report significant reductions
in alexithymia scores following treatment, whereas studies
that measured changes in alexithymia but did not employ
any psychological interventions specifically intended to
treat alexithymia have more inconsistent results (for a re-
view see Cameron, Ogrodniczuk, & Hadjipavlou, 2014).
For example, in a study with an outpatient psychiatric sam-
ple (McGillivray, Becerra, & Harms, 2018) a high level of
relative stability was observed in alexithymia scores, inde-
pendent of change in psychological distress severity, but a
reduction in alexithymia during treatment was a significant
predictor of a reduction in psychological distress over the
course of therapy. In other study, aimed to assess the effec-
tiveness of intensive psychological treatment for eating dis-
orders, there was an effectiveness of psychotherapy as
regards dissociative moments, impulsivity and body dissat-
isfaction, but not alexithymia (Caslini, Rivolta, Zappa,
Carrà, & Clerici, 2015).

A study trying to demonstrate the efficacy of hypnosis
in decreasing alexithymia indicated that changes in mood
states are not involved in the change in alexithymia
scores. This is contrary to other studies, suggesting that it

is possible to exert an effect upon alexithymia without tar-
geting a decrease in anxiety or depression scores and upon
alexithymic people with no anxiety or depression prob-
lems, as anxiety and depression are not the therapeutic de-
terminant of the therapeutic response (Gay, Hanin, &
Luminet, 2008). 

Grabe et al. (2008) developed an inpatient treatment
program including psychodynamic group therapy, and
found a significant reduction in psychopathology and
alexithymia. Nevertheless, these patients continued to suf-
fer from higher distress at discharge than non-alex-
ithymics. Levant, Halter, Hayden, and Williams (2009)
also tried to overcome this difficulty developing the Alex-
ithymia Reduction Treatment. It was a six-session manu-
alized psychoeducational group intervention, which was
administered in the first six session of their therapeutic
group (Levant, Williams & Hayden, 2008). Each session
had homework assignments: i) Male emotion socializa-
tion; ii) Developing a vocabulary for emotions; iii) Learn-
ing to read the emotions of others; iv) Keeping an
emotional response log; v) practice; and vi) Moving to
Deeper Issues. Participants in the treatment group demon-
strated significant reductions in normative male alex-
ithymia and the endorsement of traditional masculine
ideology from pre-test to post-test when compared to the
treatment as usual group. Nevertheless, this study pre-
sented two major limitations: its focus on the male gender
and that the findings may be due to the differences in the
settings and participants as much as to differences be-
tween the treatments (Levant et al., 2009).

A more recent study (Dong, Ju, Qiu, & Feng, 2017)
tried to explore the intervention efficacy in middle school
students of different group treatment on three types of alex-
ithymia, including affective, cognitive and synthesize alex-
ithymia groups. After interventions, all participants got
significantly better scores on both affective and synthesize
dimensions of alexithymia, which sustained to three months
later. Significant changes on cognitive scores between pre-
and post-test were found in students who suffer cognitive
or synthesize alexithymia, but not in affective or the control
group. This suggests that targeted group treatment is effec-
tive for different types of alexithymia. 

Taking into account these results, it seems that the dif-
ferent components of alexithymic functioning play an im-
portant role in psychotherapy, emphasizing the need for
an adequate therapeutic approach. It also illustrates the
need for more studies on the subject, not only regarding
outcome, but also considering how the therapeutic process
develops with these patients. Ogrodniczuk (2007) stressed
the importance of identifying forms of therapeutic com-
munication that effectively reduce alexithymia so that
psychotherapy could be more responsive to the needs of
these patients. In line with this idea, Taylor (2000) sug-
gested that the use of psychotherapies involving specific
techniques to increase emotional awareness and integrat-
ing symbolic elements of emotional schemes may be ben-
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eficial in reducing alexithymic characteristics. Interven-
tions that promote the mental representation of emotions
may be useful Silva, Vasco, & Watson, 2013). Although
attempts are being made to identify an effective treatment
to reduce alexithymia, since it has been described not as
a psychiatric disorder, but as a way of thinking and feel-
ing, it seems more useful to choose and integrate inter-
ventions from the numerous existing models. It should
also be noted that patients do not come to therapy com-
plaining about alexithymia but instead of anxiety, depres-
sion, relationships, among other complaints. We believe
that, more than developing a specific treatment for alex-
ithymic patients, a better understanding of the impact of
this impairment in psychotherapy should be made.

Present study

Considering the importance of emotional processing
to the change process and the therapeutic alliance with
alexithymic patients, a better understanding on how alex-
ithymia impacts the perception of the alliance and it’s re-
lation to emotional processing is essential.

A multiple case study design (Yin, 2003) is presented.
Although still with limitations, case studies allow re-
searchers to explore potentially impeding factors that are
often unidentified in group comparisons (Iwakabe, 2011).
Case comparisons provide a way to contrast cases, being
able to compare cases with similar or even contradictory
results and this adds knowledge to what one single case
can offer (Iwakabe, 2011). Since there is still a lack of re-
search on alexithymia in the therapeutic context, before
developing or suggesting an adequate therapeutic ap-
proach, a deeper exploration should be made of some as-
pects that have been associated with the alexithymic
patients’ worse outcomes: emotional processing and ther-
apeutic alliance.

Our main goal is to explore the relationship between
alexithymia, therapeutic alliance, change process and the
outcome taking into account both therapist and client per-
spectives: How do client and therapist experience the re-
lationship? Do they perceive the difficulties in the
relationship due to alexithymia? How is that different
from the difficulties felt in the therapeutic alliance with
other patients? What special care should be taken with
alexithymic patients in psychotherapy? What may be the
usefulness of the construct in case conceptualization?

Materials and Methods
Participants

Four cases were selected from a larger research project
(Silva, Vasco, & Watson, 2018). The study was approved
by the ethics committee of the Faculty of Psychology of
the Lisbon University and by each institution involved. It
was a naturalistic study, with a convenience sample, with
several therapists from public and private practice being

invited to participate and invite clients starting outpatient
psychotherapeutic treatment to join. This invitation was
made before the first session and if the client accepted,
both client and therapist signed a written consent, were
assured of confidentiality and that they could leave the
study at any point without interference with therapy. All
therapists in that study were clinical psychologists. Five
were cognitive behavioral therapists, one was brief psy-
chodynamic, one integrative and one had psychoanalytic
training. None of the authors was a therapist in this study.
The outcome measures were given at the first and eighth
session and then at the end of therapy or at the sixteenth
session if therapy continued. None of the therapist knew
the scores of their patients. An interview was conducted
with all participants shortly after psychotherapy ended or
after the sixteenth session. All the interviews took place
in a setting chosen by the participants, which was in most
cases the hospital or clinic where therapy took place. Par-
ticipants were assured of confidentiality and permission
to audiotape the interviews was obtained. The original
sample had 12 cases: 10 good outcomes – two alex-
ithymic, two possible alexithymic, six non alexithymic –
and two bad outcomes – one alexithymic and one non
alexithymic. The cases could be completed, ongoing, pre-
maturely ended or drop outs (for a characterization of the
full sample see Silva, Vasco, & Watson, 2018).

In the present study all therapists characterized them-
selves as cognitive behavioral. Three cases were gathered
in a private practice setting and one in a public hospital
(Case 2). Cases 3 and 11 had the same psychotherapist.
Cases were selected considering the initial level of alex-
ithymia (alexithimic vs non-alexithymic) according to the
TAS-20 and the outcome (good vs poor), in order to have
two good and two poor outcome cases with and without
alexithymia. Concerning outcome, both the reliable
change index (RCI) and the client perspective were taken
into account. The RCI (Christensen & Mendoza, 1986;
Jacobson & Truax, 1991) can be used to compare pre-
post results of psychotherapy, taking into account the
standard error of measurement. In the present study the
adaptation done by Evans, Margison and Barkham
(1998) was used. It provides the RCI below which there
is 5% of the difference being due to error. This formula
takes into account the reliability and standard deviation
of the instrument. For both the BSI and the TAS-20, the
data used came from the original Portuguese studies
(BSI, Canavarro, 1999; TAS-20, Prazeres, Parker, & Tay-
lor, 2000). For the BSI, the RCI was 0.89 and for the
TAS-20 was 12.70. The characterization of the partici-
pants is made within the case studies. Since there were
only two poor outcome cases in the original sample, one
alexithymic and one non alexithymic, they were selected
for this study. Cases 3 and 4 were selected as good out-
come cases, since they were both complete cases, and
their therapists had the same theoretical orientation as the
therapists from the poor outcomes.
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Measurement

Alexithymia

The Portuguese version of the Toronto Alexithymia
Scale (TAS-20) was used to measure alexithymia (Bagby,
Parker, & Taylor, 1994a, 1994b). A 20-item, self-report
composed of three subscales: Difficulty Identifying Feel-
ings (DIF), Difficulty Describing Feelings (DDF), and
Externally Oriented Thinking (EOT). Items are rated on
a 5-point scale, ranging from 1 (strongly disagree) to 5
(strongly agree). Scores less than or equal to 51 reflect
non-alexithymia, scores of 52-60 reflect possible alex-
ithymia, and scores of 61 or greater reflect alexithymia.
The TAS-20 was translated to several different languages,
and its factorial structural was validated trough different
samples and cultures, showing a stable and replicable fac-
torial structure that is congruent with the alexithymia con-
struct (Parker, Taylor, & Bagby, 2003a, 2003b). Analysis
of the Portuguese version also supported the construct va-
lidity of the three subscales. Total score internal consis-
tency is .79 (Prazeres et al., 2000).

Severity of symptoms

Severity of symptoms was measured using the Por-
tuguese version of the Brief Symptom Inventory (BSI,
Degoratis, 1993), a 53-item self report. It is a reduced ver-
sion of the Symptom Checklist (SCL-90; Derogatis,
1975), in which participants rate the extent to which they
have been disturbed in the past week by several symptoms
(0=not at all to 4=extremely). The BSI has nine subscales
designed to assess individual symptom groups (e.g., som-
atization, depression, anxiety). In the comparison between
cases, only the Global Severity Index (GSI) was used as

a general measure of the severity of symptoms. The Por-
tuguese version showed good psychometric properties
with a GSI average of 1.43 (SD = 0.943) in a clinical sam-
ple. A value equal or superior to 1.7, may point to an emo-
tional disturbance (Canavarro, 1999).

Therapeutic alliance

Therapeutic alliance was measured with the Working
Alliance Inventory - Short Form (WAI-S, Horvath &
Greenberg, 1989; Tracey & Kokotowitc, 1989). The WAI-
S is composed by three dimensions regarding the concep-
tualization of Bordin (1979): bond, agreement between
therapist and patient on goals and tasks. Participants re-
port the frequency of feeling and thoughts in relation to
the other element of the therapeutic dyad, on a likert scale
(from 1 never to 7 always). The short version has 12
items, four for each dimension (Tracey & Kokotovic,
1989). In this study only the global score was used. Inter-
nal consistency for the Portuguese adaptation is .89 for
the patient version and .85 for the therapist version
(Machado & Horvath, 1999).

Interview

Two individual semi-structured script interviews were
developed with the goal of assessing the perspective of
therapist and client on the alliance, emotional processing
and change process. Table 1 presents the major questions
and themes of these interviews.

Procedure

The time frame considered in this study was from the
first to the 16th session. This interval allowed for the in-
clusion of the minimum number of sessions in which the
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Table 1. Brief versions of the scripts of the therapist and client interview protocol.

Brief Version of the Script of the Therapist Interview Protocol                   Brief Version of the Script of the Patient Interview Protocol

Question & Goal

0 –  Could you tell me a bit about this client? [Warm-up question]

1 –  What were the most meaningful aspects of the therapy? [Identification
of central themes or processes]

2 –  How did change occur in psychotherapy? [Mode/Type of change]

3 –  How did emotional change occur? [Specific change on emotional pro-
cessing]

4 –  How was the therapeutic alliance? How did it evolve? [Characteriza-
tion of therapeutic alliance thought therapy]

5 –  What, in the client, facilitated change? [Client processes relevant in
change]

6 –  What, in the client, made change harder?

7 –  Did you consider that this client had some indicator of personality di-
sorder? 

8 –  Did you consider that this client had some alexithymic characteristics? 

0 –  Could you tell how was it for you being in therapy? Was it the first
time? [Warm-up question]

1 –  What were the most meaningful aspects of the therapy? [Identification
of central themes or processes]

2 –  How did change occur in psychotherapy? [Mode/Type of change]

3 –  What do you feel you have gained from being in therapy? [perception
on gains concerning therapy vs changes outside]

4 –  How did emotional change occur? [Specific change on emotional pro-
cessing]

5 –  How did you regulate emotion? How do you regulate them now? [emo-
tion regulation perception and change process]

6 –  Do you consider yourself a more rational or more emotional person?

7 –  How was the therapeutic alliance? How did it evolve? [Characteriza-
tion of therapeutic alliance thought therapy]
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greatest reduction of symptoms occurs and simultane-
ously allowed for the observation of deeper changes (e.g.,
Barkham et al., 2006). If psychotherapy ended before the
16th session, the client was still included. If psychother-
apy extended beyond the 16th session, the client was in-
vited to a final assessment, and no further sessions were
assessed. An assessment with standardized self-reports
for the outcome measures (symptoms and alexithymia)
was made at the first, eighth session and then at the end
of therapy or at the sixteenth session if therapy continued
(Table 2). Every two sessions (2nd, 4th, 6th…) data was
collected regarding the therapeutic alliance from both
client and therapist. At the end of the study a semi struc-
tured interview was conducted with both participants, in-
dividually.

Data analysis

The first step of analysis concerned the integration and
triangulation of therapist and client experience for each
case. There was a focus on the perception of both partic-
ipants on change process, the evolution of the therapeutic
alliance and the emotional experience of the client. Inter-
views were explored using thematic analysis (Braun &
Clarke, 2006) always contrasting alexithymic and non
alexithymic cases, and the results were used to augment
and cross validate the quantitative data. Each interview
was transcribed and the transcript was read and reread.
Three questions guided the analysis: How did the partic-
ipants perceive the therapeutic alliance? How did the
client perceive and talk about emotions? How did partic-
ipants perceive the change process? 

When analyzing the interviews, we wanted to stay as
close to the informant’s concrete and contextually an-
chored experience as possible, while exploring their own

views of what felt significant in the therapeutic process
(Elliot & Shapiro, 1992). We also wanted to connect their
experiences with what was observed in the self-reports.
Three peer debriefing audits were arranged to validate the
procedure (Lincoln & Guba, 1986). One independent re-
searcher was invited to analyze the process of analysis.
This researcher was not involved in any part of the re-
search but was familiar with the methodologies used in
the qualitative analysis.

Although alexithymia should be viewed as a continu-
ous variable, and some researchers refer to patients as hav-
ing low and high levels of alexithymia, to differentiate
qualitatively the cases, we will refer to cases as alex-
ithymic (high levels of alexithymia) and non-alexithymic
(low levels of alexithymia). All clients’ names are fictional.

Results

Table 2 presents the significant changes considering
the RCI and Figure 1 presents the results for each dyad
regarding the therapeutic alliance.

Non alexithymic cases

Case 3 – Tamara a non-alexithymic good outcome case

Tamara was a female in her early forties, married and
employed. She mentioned relational problems as the main
reason for initiating psychotherapy, which was reformu-
lated in terms of lack of assertiveness. She was seeing a
psychiatrist, and was prescribed with antidepressant and
anxiolytic medication. She attended couples therapy 10
years ago. In the present study she had 14 sessions of CBT
with a male psychotherapist. It was considered a good out-
come case from both client and therapist’s perspectives.

                                              [Research in Psychotherapy: Psychopathology, Process and Outcome 2018; 21:313] [page 87]
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Table 2. Change considering the reliable change index (RCI) and Status of the case.

Variable                                                                          Alexithymia                                Symptoms severity                Status of the case
                                                         (TAS-20)RCI TAS-20 = 12.70 (BSI)RCI BSI = 0.89

Session                                                                       1st          8th      16th/End                   1st          8th    16th/End

Good outcome     Alexithymic         Case 4               76          67         58*                      2.26       1.92       .92*                Completed therapy(12 sessions)

                            Non alexithymic   Case 3               43          41          36                        .77         .38         .25                 Completed therapy(14 sessions)

Poor outcome      Alexithymic         Case 11             67          64          72                        .98          .7          .66                 Dropout(after session 18)

                            Non alexithymic   Case 2               50          52          46                        .87          .7          .92                 Ongoing 

Variable                                                                       Difficulty Identifying                     Difficulty Describing                     Externally Oriented
                                                                                     Feelings RCI = 7.19                       Feelings RCI = 6.92                      Thinking RCI = 7.87

Session                                                                       1st          8th     16th/End                   1st          8th    16th/End                   1st          8th    16th/End 

Good outcome     Alexithymic         Case 4               31          25         23*                       21          19         14*                       24          23          21

                            Non alexithymic   Case 3               14          14          10                         9            8            6                         20          19          20

Poor outcome      Alexithymic         Case 11             20          17          24                        25          23          23                        22          24          25

                            Non alexithymic   Case 2               13          16          15                        16          15          13                        21          21          18

*Significant change considering the RCI.
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Since she started therapy with a GSI inferior to the RCI
(Table 2) her perspective on change was considered to de-
termine outcome. In the interview, Tamara appeared as an
open, empowered and pragmatic person.

Therapeutic alliance: both therapist and client reported
good levels of alliance quality (Figure 1):

“I think it was always very good. I think it has al-
ways been a very good relationship. I always opened
my heart, always said what I thought and always
trusted him. There was always a great empathy. I think
it went very well.” Tamara’s interview - 8′37″

“I do not think there had been a great progress in
the relationship. I think it was a client relatively easy
to relate. (…) I would say that there were some hints
of dependence on me, but since it was not a long ther-
apy I do not believe that this dependence has been
particularly significant.” Therapist’s interview - 8′02″
Emotional processing and change process: Tamara

used to feel overwhelmed by her emotions usually trying
to accommodate the needs of others, and started being
able to tolerate those emotions. She also mentioned that
she felt she was still changing:

“I feel it changed some relational problems, they
have not been totally solved [laughter] but I think the
fact that I have changed… because I have changed, and
I am still changing, (…) I feel stronger, I feel more con-
fident, (…) I think more about myself, (…) I would al-
ways think first of others.” Tamara’s interview - 3′30″

“I was very sad, very, very sad, very depressed,
very sad about my life not taking action… a passive
life (…) Before I would feel deeply sad, now I try to
think of other things, (…) I’m a little upset but it is not
that deep sadness, the feeling of abandonment that I
had... no!” Tamara’s interview - 2′53″
The therapist also acknowledged those changes al-

though he had the perception that her being too intuitive
may had difficult the awareness of some of her internal
processes: 

“This part of her intuitiveness. (…) I felt compelled
to a work of ‘let’s see what has been done, let’s see
what has been done, let’s go review what has been
done.’ In order to try to structure the changes she was
doing because she alone did not do it.” Therapist’s in-
terview - 12′21″
Regarding her emotion difficulties, the therapist felt

they were more associated with the expression of needs
in the context of her relationships rather than a difficulty
in understanding her internal world: 

“Even those difficult issues I was talking about
earlier in her experiencing those emotions, were more
in a relational context rather than an internal affec-
tive.” Therapist’s interview - 13′50″
Considering the change process the therapist men-

tioned:
“This change basically happened this way, i.e.,

first the work done was focused on her gaining some
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Figure 1. Therapeutic alliance through therapy. (*two missing items from client in all assessments).
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awareness of her needs and rights, then she rehearsed
being assertive, and the fact that she rehearsed being
assertive made her realize these things.” Therapist’s
interview - 2′58″ 
This was a non-alexithymic good outcome case. Both

therapist and client perceived a good relationship. The pa-
tient focus on a specific conflict allowed a short therapy.
Tamara was aware of her emotions and her emotion reg-
ulation difficulties, and was aware of what caused it.
Compared with the next cases, the therapeutic alliance
seemed more fluid and Tamara described her problems by
focusing on what she had to change. She started managing
her emotions, tolerating them, acknowledging her needs
and was also able to express them without feeling guilty.

Case 2 – Maria a non-alexithymic poor outcome case

Maria was a female in her late sixties, married, mother
of two, and grandmother of three. She was a researcher
planning her retirement. Maria was concerned about
memory loss, and was afraid of having Alzheimer’s dis-
ease. After a psychological assessment this possibility was
excluded and the results pointed to internal conflicts better
explaining those memory losses. Maria was referred to
psychotherapy, to focus on her relational problems, and
was taking antidepressant and anxiolytic medication. She
had been in psychotherapy 10 years ago, because of a
nervous breakdown. For this study the client completed
16 sessions of CBT with a female psychotherapist. This
was considered a case in progress: therapist considered
that Maria was beginning to make some changes, while
the client felt that there were no changes.

Therapeutic alliance: according to the interviews, both
participants perceived a developing good relationship.
The client reported a higher level of quality at the end,
with small fluctuations throughout the process (Figure 1).

“I believe that we feel empathy, we have main-
tained a good relationship. (…) is hard to start some-
thing with someone that we don’t… and it is
maintained, maybe growing a bit… so I trust (…) Of
course I still trust that there may be some results oth-
erwise I wouldn’t come here. I don’t come here to pass
time.” Maria interview – 21′21″
Curiously, the therapist was reporting a decrease in the

quality of the alliance (Figure 1), although in the interview
she mentioned an increase in its quality. The therapist felt
the client was moving from a focus on external problems
to a focus on herself, feeling that this was the main gain
in therapy at that point:

“We are now on the necessary ground, that is the
land inside Maria; a more emotional soil. (...) In the
beginning we had here the blockade of rationality, and
it was also hard for me to go there, to those key points
and to the emotional part of Maria. (…) It was very
complicated, because she didn’t know how to deal with
those emotions, there is still work to do regarding
that.” Therapist’s interview – 14′10″

Emotional processing and change process: during the
interview Maria focused on external events/problems
since she felt there hasn’t been any change in those areas.
It was noticeable her feeling overwhelmed, sense of lack
of support and control:

“(…) Since we started [psychotherapy] I got
worse. I am worse, worse and worse. (…) I believe it
helps me to have someone to talk to, and also gives
some additional comments. If I see any difference? I
don’t. The problems continue and I don’t know how to
deal with them.” Maria’s interview - 6′34″
After exploring client’s and therapist’s perspectives,

this seems her way of functioning, avoiding her inner
world. The client acknowledged it, assuming that she
usually took refuge in the workplace to avoid the prob-
lems at home, which is also acknowledge by her
therapist.

“I always had serious problems, very serious
problems at home, but I always took refuge at my
work. When I was working I forgot the problems.”
Maria’s interview – 9′35″

“Regarding emotions, she has been experiencing
some difficulties for the last years, because she is a
person who lived things superficially. She never got
too emotionally involved because she always pro-
tected herself like that.” Therapist’s interview – 1′26″
Regarding emotional processing, her difficulties were

mainly focused with emotion dysregulation. When specif-
ically asked about how she managed her emotions she
replied: 

“I don’t know, I don’t do anything. Lately I live on
drugs. The physician prescribed an antidepressant
and a sleeping pill.” Maria’s interview – 23′43″
Over the years this way of functioning made it diffi-

cult for Maria to deal with her emotions. In addition, the
avoidance of emotion expression made it harder to access
the information associated with the emerging emotions
and to develop strategies to deal with the exterior world.
It seems that Maria may have been gaining something in
therapy because as she mentioned: “It’s better to have
someone to talk to, because not having someone to talk
to… because we don’t talk about these issues with anyone,
right?”(Client interview -14′58″). Nevertheless, she was
still overwhelmed by her emotions, which appeared un-
productive and devastating. 

Throughout these 16 sessions, the therapist felt several
difficulties in the therapeutic process: 

“rationalization difficult therapy; the need she has
to always bring her rational side and, at a certain
point, I did not know how to deal with this rational
side of Maria. At one point I also felt the need to be
rational. (…) on one hand this may have been the rea-
son for changes but on the other may not have helped
in the process of exploring Maria’s inner world.”
Therapist’s interview – 24′10″
The client seems to have a lack of social support and
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described therapy as a venting process. Also, she did not
seem to understand the goal of some therapeutic interven-
tions and how they relate to her difficulties.

“I guess I feel better when I come [to therapy] than
when I don’t, but I think it is because I am able to un-
burden.” Maria’s interview – 16′07″

“I don’t know how to quantify… for example, some
readings that she [the therapist] indicated, I believe
they give… although I think that they don’t apply to
me. They give a perspective about life. (…) we take
some learning for life and stuff… Regarding my par-
ticular problem I don’t know… He [the author] also
helps dealing… to accept what happens. (…). I don’t
know if I am able to accept that situation (…)” Maria’s
interview – 17′58″.
This was an ongoing non-alexithymic poor outcome

case. There was an increasing quality in the therapeutic al-
liance, but the client reported feeling worse. Although the
therapist believed they had a good relationship, she did not
seem aware that it was decreasing as therapy progress. Nev-
ertheless, the therapist was aware of the case challenges
and tried to surmount them. When compared with the first
case described – Tamara – Tamara’s sense of being over-
whelmed was different because it was focused on a specific
issue, while Maria was overwhelmed with several prob-
lems. Also, the perception of Tamara’s problems was dif-
ferent because her goals were formulated in terms of
internal changes and she and her therapist seemed more at-
tuned. Maria was aware of her emotions but tended to re-
main externally focused and avoidant of her internal
processes. The therapist also admitted to finding this inter-
nal focus difficult, thereby both parties potentially remained
avoidant of emotional processing which is likely to have
contributed to ongoing difficulties in the therapeutic
process. Also, there seems to be a gap between Maria’s
goals and her therapist interventions, represented by the fact
that she was having difficulty in understanding the goal and
relevance of some interventions.

Alexithymic cases

Case 4 – Victoria an alexithymic good outcome case

Victoria was a female in her early sixties. She was re-
tired but worked with her husband in a family business.
Victoria mentioned that her main problem was feeling de-
pressed. The therapist detailed that her depression was as-
sociated with several unresolved grief processes. She was
seeing a psychiatrist, and took anxiolytic and antidepressant
medication mainly for sleeping, which she mentioned not
needing by the end of therapy. She had no previous psy-
chotherapy. She currently had 12 sessions of CBT with a
male psychotherapist. This was considered a good outcome
case from both client and therapist’s perspectives. Victoria
was considered alexithymic (TAS-20 = 76). Table 2 shows
that Victoria had a significant positive change in both alex-
ithymia and symptoms’ severity. She showed a significant
decrease in difficulty identifying and describing feelings

but no changes were observed in external oriented thinking.
Victoria emerges as a pleasant person in the interview, talk-
ing freely about several events in her life.

Therapeutic alliance: the therapeutic alliance was per-
ceived by the client as good. Victoria described it more fo-
cused on the bond component, comparing it to a friendship: 

“There was, there was, yes [empathy], but then I
believe we build up a friendship and we talked about
other things (…)”. Victoria’s interview – 11′12″
When observing Figure 1, Victoria reported high lev-

els of alliance quality throughout therapy. The data from
the therapist also pointed to good levels, although a de-
crease in its quality was observed. Integrating the data
from the interview it is understood that: 

“…sometimes it was difficult to deal with the vari-
ables related with empathy (…) she was a person a bit
dull, alexithymic. And sometimes for you to under-
stand, that is, one has to have emotional markers to
understand what’s happening in therapy and that
turned out hard because on this client was hard to
identify emotional markers and even harder to verbal-
ize them.” Therapist’s interview – 5′44″
From this excerpt it is observable that the therapist

sensed the client as alexithymic and mentioned difficulties
in the alliance which he associated with that. One inter-
esting aspect was that this decrease in the alliance quality
from the therapist’s perspective did not seem to have af-
fected the client’s experience. Perhaps being aware of this
aspect made it possible for the therapist not to act on it,
as will further be illustrated.

Emotional processing and change process: when
asked about emotions and emotional changes she usually
responded yes/no and did not elaborate, using physical
terms, for example: 

“At first it was a squeeze, but I think that it is also
passing. (…) to release this tension that I had, that an-
guish at... at... chest anguish, I think that had pass
now, at least if not completely at least 95%.” Victo-
ria’s interview – 9′39″
The therapist observed that the client’s changes were

mainly symptomatic, which was her initial goal to relieve
the depressive symptoms. This seems to be coherent with
her symptomatic and alexithymia changes. Victoria made
an unclear description of change, which she attributed to
cognitive changes: 

“not thinking of certain aspects the way I thought,
I think it helped not being so depressed, right?” Vic-
toria’s interview – 16′23″

“At the beginning she was slightly dull, with a face
with little expression, the speech very narrative and
cut, without great elaboration and with some quite
repetitive contents. (…) she became more expansive,
more open. (…) with a more pleasant contact, (…)
From a cognitive point of view we were able to work
but then stopped.” Therapist’s interview – 6′40″
Regarding the change process the therapist believed
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that he was more focused on cognitive work and Victoria
responded well: 

“I quite honestly think it was the work of cognitive
reframing, to explore alternatives, because there was
a very large component of guilt in grief and it was pos-
sible to work from a more cognitive standpoint. She
engaged in some behavioral experiments and I think
it was positive because it clearly opened the range of
perspectives and I think it is a case where the cognitive
work resulted in a very visible way.” Therapist’s in-
terview – 2′48″
He also mentioned that he overcame the empathy dif-

ficulties:
“when we started to put together some things re-

lated to her narrative, I could see that there were
things that were part of her functioning and how she
related to others, that perhaps was with a lower agree-
ableness, with less ability to disclose because of her
personal history. And maybe that helped... (...) I
stopped seeing her like a distant person almost like
‘because I do not want to relate to you’ (…) but maybe
one person that story makes sense (...) When I could
conceptualize something, I think that I did well in
terms of empathy towards the patient.” Therapist’s in-
terview – 9′20″
From the interview it is understood that Victoria per-

ceived therapy focused on advice and was sometimes im-
precise in her report of changes: 

“I would talk to the THERAPIST, he would speak
and I would think, and then I said ‘maybe he is right’,
first I thought he wasn’t right, but we… I believe we
have a good relationship and in session I would agree
with him but then I would come outside and ques-
tioned if it was like that. But things evolved and I be-
lieve he is right in is words and I have been feeling
freer.” Victoria’s interview – 7′10″
This was a complete good outcome alexithymic case.

Victoria had an initial high level of alexithymia that signif-
icantly decreased. This is an interesting result since there
were a small number of sessions for alexithymia to decrease.
The therapist identified in the client aspects that he consid-
ered alexithymic characteristics and although the quality of
the therapeutic alliance decreased over time, he was aware
of it – specifically regarding empathy. This awareness and
integration of information in the case conceptualization
made it possible to overcome those difficulties.

Considering the data from the interview we could hy-
pothesize that Victoria still presents some alexithymic char-
acteristics such as not elaborating regarding emotional
processing, or talking about emotions associated with phys-
ical terms. This is actually interesting considering her re-
sults on the alexithymia subscales: she significantly
reduced her difficulties in identifying and communicating
feelings, but not the external oriented thinking. Taylor et
al. (2016) argue that is possible that patients with secondary
alexithymia to show changes in their level of emotional

awareness as they shift back and forth on the continuum
between affective agnosia and anomia.

Previous studies in grief therapy (Ogrodniczuk et al.,
2005) showed that difficulty in communicating feelings
and a tendency to engage in externally oriented thinking
were associated with less favorable outcome and that this
relationship was mediated by therapist reactions to the pa-
tient. In our study even though the therapist experience
was affected by the client alexithymia, the client experi-
enced a good outcome.

Compared with the previous cases, Victoria seemed
less articulate regarding the change process. Comparing
Victoria to Maria, a major difference seems to be on how
she perceived the process, and although less articulate,
Victoria was more focused on what she could change
rather than an external change. The therapist also men-
tioned the need to do cognitive work, because of the
client’s functioning, but they seemed more attuned than
Maria and her therapist. Although Maria was also more
rational, it was felt by the therapist as a major blockage.
Victoria’s therapist was able to integrate her difficulties
in case conceptualization and saw the usefulness of going
with her rational part, making use of it to achieve their
therapeutic goals.

Case 11 – José an Alexithymic poor outcome

José was a male in his early twenties, college student
and single. His chief concern was feeling depressed. He
had one previous inpatient treatment after which he was
advised to do psychotherapeutic outpatient treatment. He
was seeing a psychiatrist and took antidepressant and
mood-stabilizing medication. He completed 16 sessions
of CBT with a male psychotherapist. It was considered a
poor outcome case from both client and therapist’s per-
spectives. In the last assessment, the client was consider-
ing ending therapy, which happened two sessions latter.
The client was considered alexithymic (TAS-20 = 67) and
presented no significant decrease in the outcome meas-
ures. When considering the different alexithymia compo-
nents, it’s observed that, although not significantly, he
scored a bit higher at the last assessment in difficulty iden-
tifying feelings and external oriented thinking. The ther-
apist considered that José was alexithymic and considered
the possibility of a schizoid personality disorder. José pre-
sented himself as a very private person and seemed un-
comfortable during the interview. José appeared older
than is actual age, and talked in a very low tone of voice,
responding frequently by nodding or with yes, no or ex-
actly/right answers. It appears from the therapist’s inter-
view that he felt that most of the time he would have to
guess how José was feeling depending on the context.
José mentioned feeling frustrated about therapy because
he felt no changes and he even referred leaving the ses-
sions more depressed.

Therapeutic alliance: during the interviews, both client
and therapist referred to difficulties in the alliance. The
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quantitative data from the client (Figure 1) should be in-
terpreted considering that he systematically did not re-
spond to two items: I believe that my therapist likes me
and I feel that my therapist appreciates me. These items
correspond to the bond aspect of the alliance.

“A very professional thing [therapeutic relation],
he [therapist] makes questions, I answer. Essentially
is this. I have nothing to hide. I say it all, but I am
not...(…) How am I supposed to explain... there is no,
I am not much at ease, no...

Interviewer – You do not feel very at ease?
Patient - I do not hide anything but at the same

time I do not feel at ease to talk that much.” José’s in-
terview – 7′38″

“Our relationship is obviously affected by it, i.e.,
although I have the feeling that I’m the person with
whom he shares most of his life, I still do not exactly
feel that this translates into a good relationship. I think
he sees me as a Dr and even feels a bit frustrated by
the therapy is not working. While again not being able
to realize why it is not working, because there is no
psychological explanation. (…)” Therapist’s interview
– 9′39″
Emotional processing and change process: regarding

emotional processing, there was a persistent difficulty in
regulating emotions which was consistent with the results
on alexithymia. José said that before the inpatient treat-
ment he would drink heavily to regulate emotions and
now he did not know how to regulate emotions. 

Patient - Before the inpatient treatment I would
drink. Essentially that’s what I used to do. Now I try
to ignore. (…)

Interviewer - And what do you feel is different
now? So by then you had that escape, so to speak, but
that also had setbacks... this time there is no alcohol
and you have no way to cope...

Patient - No.
José’s interview – 4′42″
The client mentioned many difficulties regarding emo-

tions during the interview, and seemed ambivalent about
being more expressive with other people:

Interviewer – Do you feel like a person who easily
expresses emotions?

Patient - No. (…)
Interviewer - And how is it... is something that José

would liked to be different? Was it always like this?
Patient – It was always like this, I’m not seeing

myself changing in anyway, so...
Interviewer – Do you feel this reflects on the way

people relate to you, not expressing emotions? On how
you relate to yourself? If you could choose, would you
like to be more expressive?

Patient – If I could choose, I do not think so. I would
rather be as I am. But from what I’ve learned I think it
would be good to change but... I do not see how.

Interviewer - So when you say that you would

rather be... what make you say that? Because a part
of you says “maybe for what they have told me, maybe
I should do it” ... 

Patient - I learned to live with it, never felt other
way, I do not know how to do it differently and if I try
I do not feel good with myself, I do not feel good about
myself trying to do that.
José’s interview – 5′18″ 
When the interviewer tried to explore what he needed

from therapy he seemed confused and did not know how
to respond:

Interviewer - If you could say “what I wanted from
therapy was”... The psychiatrist recommended ther-
apy and when you came, what did you wanted to
change, what would you like to happen that has not
happened yet?

Patient – To be honest, I don’t know [deep
breath]... I do not know.
José’s interview – 2′30″ 
The therapist noted several difficulties with this pa-

tient regarding emotional processing: the client did not
have access to emotions, and could not differentiate, usu-
ally saying I feel bad; I feel good, a characteristic associ-
ated with alexithymia. The therapist saw no changes
regarding emotional processing and even said at some
point that the intervention was very didactic:

“this is a client who I consider a difficult client.
Why? Because he is a client who has some difficulty...
For example, if I ask him how he is, he cannot make
differentiations, for example. Varies between feeling
good or feeling bad, basically. Being that feeling good
does not exactly mean feeling good neither feeling bad
means... Then when I try to explore the emotional sig-
nificance of specific things, for example, he goes play
cards with some friends, than those friends have a party
afterwards and he prefers not to stay. And when I try to
explore the emotional experience it is extremely diffi-
cult. It is as if he had not exactly access to it. And then
it is very difficult to explore things in therapeutic terms.
Almost... what I’ve been doing with him is using a di-
dactic logic, in the sense that I pull him to look inside
and try to find a language... but often – just for you to
get an idea – often it’s like I am guessing the type of
emotional reactions people may have in these situa-
tions, I try to explore with him the various possibilities
of emotions, try to help him identify the one that has
more to do with him and then try to elaborate deeper,
etc... Almost in a very didactic and very constructive
logic, brick by brick. Obviously this takes time.”
Therapist’s interview – 2′50″
The therapist said that he felt as a major difficulty the

way the client conceived his problems. José was able to
bring factual descriptions of situations but did not have
an internal theory about it:

“An example of difficulties: in integrating, for ex-
ample. He can see that he does not have many friends,
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right? When exploring, we can realize that what
makes it difficult is the initial contact and then we try
to understand the contexts that hinder these difficulties
in emotional contact. Then what is his emotional re-
action? That is, how would he feel if he made that con-
tact, or how does he feel for not making that contact?
And then to think in terms of expectations: what does
he imagine would happen in terms of contact? But
often this is done in such a way that it is almost as if
he had to discover these things for the first time.(…)
It’s almost as if we were still translating external prob-
lems in inner things.”
Therapist’s interview – 5′20″
The therapist perceived the client as alexithymic and

named the reasons:
“I think this is an alexithymic patient. This client

has alexithymic traits. (…) I identify them in the way
he lives emotions, he describes emotions and how he
describes living emotions. (…) This client has diffi-
culty talking about his emotional experience. And I do
not think it’s just a matter of expression, it is really a
matter of experience. (…), it’s like if you ask me ques-
tions of integral calculus, I cannot grasp the concepts
you’re talking about. And it’s almost as if he’s describ-
ing emotional situations, and when I talk to him or
when we dialogued is almost as if we were speaking a
different language.
Therapist’s interview – 13′12″
This seems in line with Ogrodniczuk et al. (2005)

study, where patients with alexithymia may have poorer
outcomes in part because their therapists perceive them
less compatible with them. The therapist reveals that the
most relevant aspects of therapy were helping the patient
identify emotions and translate events into psychological
experiences:

“Roughly the joint objectives are at an interper-
sonal level, i.e., to facilitate the connection between
him and others. (…) The goals of therapy are to do
emotional exploration in order to identify a joint nar-
rative that fits the problem. (…) In this case...at this
point I realize it is very indifferent or not...to have a
theory of his problem or a conceptualization of his
problem. It is very, very important to identify the little
things, to help him identify and process…Almost like
a skills training more than exactly a...one...therapy...it
is therapy but it is not exactly an exploration of a cen-
tral question to him.”
Therapist’s interview – 7′13″
This was a poor outcome case with the client dropping

out. The therapist perceived the client as alexithymic and
attributed some of the difficulties with the therapy to that
impairment. They both felt that the relationship was af-
fected – the therapist by this emotional experiencing diffi-
culty; while the client named the relationship as
professional, like it was not emotionally involved. The ther-
apist suggested that the client had a schizoid personality

disorder. Compared with Victoria, one of the main differ-
ences was associated with the relationship: although in both
cases the relationship was affected by alexithymia, Victoria
perceived the relationship as good and emotionally in-
volved; José showed a deeper difficulty in connecting with
other people that, as previous illustrated, seemed ego syn-
tonic. Also the tasks/techniques to achieve the therapeutic
goals seemed in the range of Victoria’s abilities, unlike
José, that showed a higher difficulty in engaging in tasks
promoted by his therapist. Although both poor outcome
cases, Maria and José, had emotional difficulties and their
problems were not translated into an internal change lan-
guage, as Victoria, Maria was able to emotionally connect
with the therapist, even if she had difficulty identifying how
and what she could change. José was referred to psy-
chotherapy, and he even mentioned he was hopeful at the
beginning, but when specifically asked, he was not able to
name what he wanted from therapy. Emotional expression
facilitates reflection, narrative building and meaning mak-
ing, and José felt difficult to express emotions. This had an
impact on the therapeutic alliance and made it difficult for
other therapeutic interventions to unfold as the therapist ex-
pected. We could also hypothesize some interpersonal dys-
function, which could also be seen at the interview with the
interviewer tending to do some closed questions. Not only
the client tended to respond with yes and no to questions,
but also the interviewer (such as the therapist?) started pro-
moting that kind of interaction.

Discussion

Alexithymia construct

Alexithymia seems a useful construct, and may be con-
structive to integrate it in case conceptualization. Never-
theless, it should be noted that its impact may depend upon
other characteristics, and other variables should be taken
into account, including personality, severity of the diagnosis
and emotional difficulties. These aspects are well illustrated
from the cases of Victoria and José, and even though Vic-
toria started with a higher score at the TAS-20, showed a
better therapeutic outcome. José’s difficulties, even though
associated with alexithymia, seemed more severe has he
may have a personality disorder.

Individuals with high levels of alexithymia pose an
additional challenge in psychotherapy since they are im-
paired in their ability to experience and express distress
and other subjective feelings – not only they are in dis-
tress, they have a difficulty in communicating that distress
to the therapist (as illustrated in Jose’s case). Although
alexithymia has been predominantly seen as a personality
construct we reiterate that alexithymia should not be
thought of as a disorder, but as a psychological character-
istic of thought, feelings and underlying processing. So it
should not be though regardless of other characteristics
of the client at that moment in his/her life and should be
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considered both as a trait and a state phenomenon. Also,
we believe the different features of the construct play an
important role in psychotherapy and have an influence on
the therapeutic alliance since it influence the perspective
the therapist have on the client, so how each specific in-
fluence the process should be considered.

How do client and therapist experience the relationship?
Do they perceive the difficulties in the relationship due to
alexithymia?

Both therapists of clients who scored high in the TAS-
20 in this study perceived the client as alexithymic. The
therapists related their difficulties in being empathic and
in conducting the treatment to the client’s alexithymic
characteristics – difficulty expressing feelings, difficulties
in emotional experiencing, not having emotional markers
which led to the need of focusing on cognitive tasks.
Though we can partially attribute the difficulties to this
aspect, as can be observed by the therapists’ descriptions,
there are other information that can be related with these
difficulties as discussed in Jose and Vitoria’s cases. Jose’s
case was more complex and he showed a deeper difficulty
in connecting with people in general – a difficulty that ap-
pears in the core of his problems. Curiously, at the inter-
view it’s observed that the interaction is sometimes based
in closed questions. Since the relationship is not only de-
pendent on one intervenient, it could be hypothesize that
the posture of Jose interfered with the interviewer posture
(or was it the other way around?). How could this cycle
be overcome?

Also, the tasks/techniques to achieve the therapeutic
goals were in the range of Victoria’s abilities, unlike José,
who showed greater difficulty in engaging in some tasks
and seemed ambivalent regarding change. Although in
both alexithymic cases the relationship was affected, Vic-
toria perceived it as a good relationship, emotionally in-
volved and had some theory regarding her problem.

How is that different from the difficulties felt in the therapeutic
alliance with other patients?

It is not new that the alliance poses a great impact in
the therapeutic process and consequently in the therapeu-
tic outcome. Maria’s therapist – a poor outcome case non-
alexithymic – also reported a decrease in the alliance,
which seemed associated with a more rational and less
emotional way of processing events. From the therapist
perspective, these difficulties were associated with the pa-
tient’s lack of emotional processing competencies and her
focus on external events. Although associated with emo-
tional processing, these difficulties do not seem associated
with an alexithymic functioning. It’s hypothesized that
there was a difficulty related with the tasks in therapy,
since the client didn’t understand the goals of some inter-
ventions. Maria was aware of her functioning and al-
though presenting somatic symptoms did not verbalize
emotions in a somatic way, as Victoria did. Tamara, a

good outcome non-alexithymic case, although presenting
some difficulty regulating emotions and dealing with
other significant emotions, was aware of them. Compar-
ing her to Maria, her sense of being overwhelmed was dif-
ferent because it was more focused on a specific issue,
while Maria was overwhelmed with several problems.
The perception of Tamara’s problems was also different
because the issues were formulated in terms of internal
changes and not other’s changes.

What special care should be taken with alexithymic patients
in psychotherapy?

In clinical work, it is widely recognized that dealing
with different types of difficulties related to the therapeutic
alliance is essential to the course of therapy (for a review
see Doran, 2016). Decades of research on the relationship
between psychotherapists and patients show that the quality
of alliance, especially as perceived by the client, correlates
positively with the outcome. The working alliance has also
been touted as the essential ingredient in promoting thera-
peutic change (Lambert & Simon, 2008). Nevertheless, it
has also been commonly experienced among clinicians that
with some patients, particularly patients with severe psy-
chological conditions, an initially poor alliance which had
endured for many sessions may eventually be repaired and
turn into a good one. That is, a strong alliance isn’t on its
own enough to make therapy effective, instead a strong al-
liance can be the result of effective interventions: working
hard in therapy together eventually brings about a good al-
liance; both parties have to work on rupture and repair
(Rabu, Halvorsen, & Haavind, 2011; Safran, Muran, & Eu-
banks-Carter, 2011). In the presented cases, perhaps Maria
and Jose could make this path. This development was par-
tially observed in Victoria’s therapy. One question remains:
is the ability to build a relationship one of the core aspects
of therapy with patients with alexithymia? How does it cor-
relate with other types of changes (emotional, cognitive)?

Also, patients who improve in psychotherapy evolve in
the expression of external events in a disconnected way to
a focus on internal feelings described in detail and form as-
sociated with each other, thus accessing the emotions nec-
essary to promote action trends prone to solving problems
(Greenberg, 2002; Rogers, 1959). These difficulties are
present in alexithymic patients, but they do not seem spe-
cific to them as illustrated by Maria, a non-alexithymic poor
outcome case. Cases with emotional impairments – being
overwhelmed, more focused on the exterior, and more ra-
tional, even if not alexithymic – may bring additional dif-
ficulties to the relationship. Considering our results, we
hypothesize that to develop empathy towards a patient with
alexithymia it’s necessary to make sense of his/her emo-
tional difficulties, to overcome some frustration towards
some lack of emotional markers to minimize ruptures.

What seems comprehensible from our research is that
it is important that the therapist can adapt and recognize
his/her own emotional reactions as tools to create better in-
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terventions. Avoiding ruptures may not be possible – in fact
trying to avoid ruptures may make the alliance dysfunc-
tional, but it is important to minimize them and make sense
of them in light of case conceptualization. A RCT or effec-
tiveness study addressing the differential impact alex-
ithymia have in the outcome considering interventions
promoting emotional processing skills, cognitively and
emotionally, and how the therapist feelings/resistance poses
limitations to those interventions, could bring new devel-
opments in alexithymia psychotherapeutic intervention.

Conclusions

It is recognized that no single case study can do more
than slightly increase the accuracy and credibility of a the-
ory (Stiles, 2005). Likewise, insofar as the authors are fal-
lible and come with preconceptions, it is likely that at least
some aspects of the cases would be interpreted differently
by different observers. We have tried to address this by
presenting enough verbatim material to allow readers to
form some impressions of their own. A major limitation
is that not all cases were complete psychotherapies – even
being focused on the processes and the differential impact
alexithymia has on therapy, it is understood that some
cases are more complex and may need more time to ac-
complish change. A research wishing to study the alex-
ithymia construct would become richer if included several
measures of the construct, such as an alexithymia inter-
view. Even though the TAS-20 version for the Portuguese
population presented good psychometric properties, con-
sidering that the TAS-20 asks to use introspection to sub-
jects who are supposed to have deficits in affective
(self)awareness it would have enriched the discussion and
the comprehension of cases. All our conclusions cannot
stand firm without further replication with sounder multi
method assessment. Also, case studies wishing to study
processes in psychotherapy become richer when it is pos-
sible to cross quantitative data with observations of ses-
sions, or excerpts of sessions, which allows access to what
is done and not only the participant’s report of the process.
Moreover, follow ups would have permitted access to fur-
ther development of the clients which would be helpful
to additional understand alexithymic functioning. in ad-
dition, longer therapies should be included and with dif-
ferent therapeutic orientations. We believe that more
research is needed on this matter and we hope this study
stimulates further investigation on case study on alex-
ithymia.
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