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Abstract
Objective: Alexithymia is a multi-faceted personality construct characterized by difficulties
in identifying and describing emotional states. Originally based on observations of American
psychosomatic patients, the construct is now studied in a variety of cultural contexts. However,
few studies have critically examined alexithymia from a cultural perspective. Dere et al. [1] re-
cently found support for the hypothesis that one alexithymia component – externally oriented
thinking (EOT) – is linked to cultural values, among Euro-Canadian and Chinese–Canadian
students. The current study examines this association in a Chinese clinical sample.
Methods: Outpatients presenting at three hospital-based psychology clinics in Hunan
province, China (N=268) completed a structured clinical interview and self-report measures
of alexithymia and cultural values. All participants endorsed clinically significant levels of
depressed mood, anhedonia, and/or fatigue.
Results: As expected, EOT was negatively predicted by Modernization and Euro-American
values. Two other alexithymia components, difficulty identifying feelings and difficulty de-
scribing feelings, were unrelated to cultural values.
Conclusion: These findings suggest that cultural variations in the importance placed on emo-
tional experience must be taken into account in cross-cultural alexithymia research. Such stud-
ies should also consider separately the specific components of alexithymia; failure to do so can
lead to overestimation of alexithymia in groups where scores are driven by culturally-promoted
EOT.©2013 Elsevier Inc. All rights reserved.

1. Introduction

The construct of alexithymia was formally introduced in
the early 1970s, in an attempt to operationalize a set of clini-
cal characteristics observed among North American psycho-
somatic patients. Interest in alexithymia has since expanded
considerably, with the literature now encompassing a broad
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set of research questions and populations. The consequence
is that the alexithymia construct is now applied to cultural
contexts that diverge considerably from the one in which it
was originally developed, thereby increasing the possibility
of misinterpretation. The current study provides a cultural
examination of alexithymia among Chinese depressed outpa-
tients that raises a more significant concern, beyond simple
misinterpretation. We propose that one alexithymia compo-
nent– externally oriented thinking – can be culturally pro-
moted, and therefore its inclusion in the overarching alex-
ithymia construct may lead to the pathologization of cultural
differences in emotion norms.

Coined by Sifneos and his colleagues [2,3], the literal
meaning of alexithymia is ‘a lack of words for emotion’.
The concept originated in Sifneos’ observations of psycho-
somatic patients in Boston, who presented particular chal-
lenges in the context of psychoanalytic therapy, the predom-
inant therapeutic approach of the day [4]. Four main fea-
tures define this construct: (1) difficulty identifying feelings,
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and distinguishing them from physical sensations of emo-
tional arousal; (2) difficulty describing emotions to others;
(3) reduced imaginal capacities; and (4) an externally ori-
ented thinking style, with an emphasis on external, concrete
stimuli rather than inner emotions [5].

The introduction of valid and reliable measures has been
critical to the advancement of the alexithymia literature in
recent decades. The most frequently used and wellvali-
dated measure is the Twenty-item Toronto Alexithymia Scale
(TAS-20) [6–9]. The TAS-20 contains three subscales: Diffi-
culty Identifying Feelings (DIF), Difficulty Describing Feel-
ings (DDF), and Externally Oriented Thinking (EOT). The
measure demonstrates good psychometric properties across
a range of samples (e.g., [7,8]). The measure has also been
translated into at least 18 different languages, including Chi-
nese, with general cross-cultural support for the three-factor
structure and for the reliability of the total score and the DIF
and DDF subscales [9,10]. However, the EOT subscale fre-
quently shows poor internal reliability, particularly in non-
English speaking samples [e.g., 9–12].

Whereas a number of studies using the TAS-20 have fo-
cused on cross-cultural measurement issues (e.g., [10]), few
studies have addressed conceptual questions from a cul-
tural perspective. Alexithymia has, however, been the tar-
get of several culturally-based theoretical critiques, with au-
thors highlighting the construct’s historical and cultural roots
[4,13]. In particular, alexithymia has been linked to ‘West-
ern’ norms that emphasize individual emotional experience
and the verbal expression of emotion, with the suggestion
that this construct would not carry the same meaning or rel-
evance in contexts with different emotion norms [13]. We
propose that a cultural perspective is particularly pertinent to
EOT, since this component concerns the importance placed
on emotional experiences. The importance of emotions is
strongly related to cultural values and varies substantially
across cultural contexts (e.g., [14,15]).

Our focus on EOT is based on several converging the-
oretical observations and empirical findings. First, there
is the consistently poor reliability of the EOT subscale in
nonEnglish speaking samples. Although this is a psychome-
tric problem, it also suggests potential conceptual problems
cross-culturally. Second, EOT stands apart from DIF and
DDF in that it is not defined as an emotional deficit but rather
a thinking style that de-emphasizes emotion. Finally, Ryder
et al. [16] examined alexithymia among Euro-Canadian and
Chinese depressed outpatients, and found that higher alex-
ithymia levels among the Chinese were explained by higher
levels of EOT; neither DIF nor DDF showed a significant
group difference. These authors proposed that EOT may be
promoted in a Chinese context due to greater cultural empha-
sis on social harmony, relationships, and contextual factors,
with relatively less emphasis on individual emotional expe-
rience [17]. This proposal fits with a substantial literature on

cultural differences in emotional processes among those of
Chinese versus Western European heritage (e.g., [18]), but
requires empirical examination.

Building on this work, Dere et al. [1] sought to test
the general hypothesis that EOT would be particularly as-
sociated with cultural values, in contrast to DIF and DDF,
among Euro-Canadian and Chinese–Canadian undergradu-
ate students. Three sets of cultural values were examined
– modernization, Euro-American values, and Asian values.
Replicating Ryder et al. [16], higher total TAS-20 scores
among the Chinese-Canadians were explained by a signifi-
cant group difference on EOT. As hypothesized, Dere et al.
found that modernization and Euro-American values nega-
tively predicted EOT in both groups, while values were un-
related to DIF or DDF. Furthermore, cultural values mediated
the effect of group membership on levels of EOT, helping to
‘unpack’ the observed cultural difference.

Together, the results of Ryder et al.’s [16] and Dere et
al.’s [1] studies suggest the need to further examine the
association between alexithymia and values in a Chinese
context. The current study investigates the cultural promo-
tion of EOT in a sample of depressed Chinese outpatients.
As alexithymia is primarily a psychiatric construct, it is
instructive to examine our cultural predictions in a clinical
sample. Furthermore, the current participants were recruited
in the same region as the Chinese sample in Ryder et
al. [16], but cover a wider range of sociodemographics,
providing a valuable sample in which to continue this line of
research. Based on our theoretical expectations and previous
findings, we examined the following hypotheses: (1) of the
three TAS-20 subscales, only EOT would be predicted by
cultural values; and (2) EOT would be negatively predicted
by modernization and by Euro-American values. Although
we would expect EOT to be positively predicted by Asian
values on a theoretical basis, Dere et al. [1] found that Asian
values did not predict EOT; therefore, we did not formulate
a specific hypothesis regarding Asian values.

2. Methods

2.1 Sites

Data were collected at three sites in Hunan province, in
south-central China, as part of a larger project examining
cultural variations in depressive symptom presentation. The
use of multiple sites allowed for the recruitment of both ur-
ban and rural Chinese outpatients, in contrast to the pre-
dominance of urban samples in previous studies. The first
two sites were the Psychology Clinics at the Second Xi-
angya Hospital and the Third Xiangya Hospital, located in
Changsha, the capital of Hunan; both are affiliated with Cen-
tral South University, and serve the urban catchment area of
Changsha along with its immediate suburbs. The third site
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was the Psychology Clinic at the Fourth Hospital of Huaihua;
this hospital serves a rural catchment area approximately 400
km from Changsha. At all sites, clinical outpatients present-
ing for mental health services were eligible to participate in
the research project. Potential participants were immediately
excluded if they had a history of psychosis, mania, or neu-
rocognitive deficits. Eligible patients were referred by their
clinicians to trained research assistants; such patients then re-
ceived information about the project and were informed that
nonparticipation would not affect their care. All participants
provided written informed consent. The study received ethi-
cal approval at all involved institutions.

2.2 Participants

A total of 308 outpatients participated in the project,
which involved the completion of a structured clinical inter-
view and a battery of self-report questionnaires. The inter-
view was based on the mood disorder module of the Struc-
tured Clinical Interview for DSM-IV, Patient Version [19],
with modifications for cross-cultural use similar to those de-
scribed by Ryder et al. [16]. Most notably, questions were
added based on the most recent version of the Chinese Clas-
sification of Mental Disorders (CCMD-3) [20]. Depression
criteria unique to CCMD-3 were incorporated into the inter-
view, and an additional section was developed based on the
diagnostic criteria for neurasthenia – a disorder often seen
as Chinese-specific, which overlaps with depression and is
characterized by persistent mental and physical fatigue. Pa-
tients were included in the study if they endorsed at least one
of the core symptoms of depression or neurasthenia as de-
fined across the Diagnostic and Statistical Manual of Men-
tal Disorders (4th ed.; DSM-IV) [21] and the CCMD-3 sys-
tems; these symptoms consist of clinically significant de-
pressed mood, anhedonia, and fatigue. This approach helped
to address the problems associated with using strict diagnos-
tic categories as inclusion criteria, as such diagnoses are cul-
turally defined and can mask cultural variation [16]. For the
current study, participants were eliminated if: (a) they were
younger than 18 or older than 65; (b) they were missing data
on the self-report measures of interest; or (c) they did not
endorse at least one of the core symptoms of depression or
neurasthenia on the structured interview. These post hoc ex-
clusion criteria resulted in the elimination of 2 participants
due to age, 4 participants due to missing questionnaire data,
and 34 participants based on the clinical symptoms criteria.
Sample demographics for the final sample (N=268) can be
found in Table 1.

2.3 Measures

Participants completed a series of self-report question-
naires assessing psychological distress, emotion regulation,
and cultural variables. All measures were presented using

the simplified Chinese character set. Only the four mea-
sures relevant to the current study will be discussed here.
Alexithymia was assessed using the TAS-20. Following
Dere et al. [1], cultural values were assessed in two ways:
(1) a bipolar contrast of modernization versus traditionalism
using the Modernization scale (MOD) of the Chinese Per-
sonality Assessment Inventory (CPAI) [22]; and (2) a bidi-
mensional approach to cultural values measurement using
the European American Values Scale for Asian Americans-
Revised (EAVS-AA-R) [23] and the Asian Values Scale-
Revised (AVS-R) [24] to measure EuroAmerican and Asian
values, respectively.

2.3.1. TAS-20

The TAS-20 [6] is a 20-item measure of alexithymia with
three subscales, as discussed earlier. A total score is com-
puted across all items, after recoding reversed items. Sub-
scale scores are calculated by summing the corresponding
item scores for each subscale: DIF (7 items), DDF (5 items),
and EOT (8 items). A previously validated Chinese version
of the TAS-20 was used [10].

2.3.2. MOD

The MOD scale of the CPAI [22] is a 15-item measure
of modern as opposed to traditional values and beliefs; it
was constructed as part of the larger CPAI questionnaire, an
indigenous Chinese measure of personality. A single mean
score is computed for the MOD scale, after recoding reversed
items; higher scores reflect endorsement of liberal values and
a rejection of traditional beliefs and practices, while lower
scores reflect greater endorsement of traditional beliefs and
practices [25]. The original Chinese version of the scale was
used.

2.3.3. EAVS-AA-R and AVS-R

Both the EAVS-AA-R [23] and the AVS-R [24] are 25item
measures of adherence to particular sets of cultural values.
The EAVS-AA-R assesses values commonly adhered to in
European American or ‘Western’ cultural contexts, such as
individual achievement and personal autonomy. The AVS-R
assesses values common in East and Southeast Asian cultural
contexts, such as filial piety and collectivism. It is worth not-
ing that the items on both measures are phrased as general
values statements, and do not include specific cultural refer-
ences. For both measures, a single mean score is computed
after recoding reversed items. The Chinese versions of these
measures were based on translations obtained from one of
the measures’ authors, B. S. K. Kim (personal communica-
tion, August 30, 2007), with minor modifications made for
the local Chinese context.
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Table 1

Sample demographics (N = 268).

a Urban setting was defined as a large or small city, or a suburb of a large city.

3. Results

3.1 Data cleaning

For each measure, univariate outliers were identified and
brought in to within ±3 standard deviations from the mean,
based on the method proposed by Tabachnick and Fidell [26].

3.2 Scale reliability

Table 2 displays Cronbach’s alpha coefficients for all mea-
sures, along with descriptive statistics. The total TAS-20 and
the DIF and DDF subscales all showed good internal con-
sistency. As in previous studies, the EOT subscale showed
the lowest reliability of the TAS-20 subscales. However, the
reliability was particularly poor in this sample. Examination
of the item-total correlations for this subscale revealed that
there were no items whose removal would increase the sub-

scale’s internal consistency. The AVS-R and MOD showed
good reliability, while the EAVS-AA-R showed low reliabil-
ity. A reduced version of the EAVS-AAR was computed,
after dropping five items that displayed negative item-total
correlations in the reliability analysis; this reduced mea-
sure showed improved reliability, with a Cronbach’s alpha
of 0.57. All subsequent analyses were conducted with both
the original and reduced versions of the EAVS-AA-R, with a
nearly identical pattern of results; results using the full orig-
inal measure are reported here.

3.3. Regression analysis

To examine our hypotheses regarding the prediction of
EOT, DIF, and DDF by cultural values, multiple linear re-
gression analyses were conducted. Following Dere et al. [1],
one set of regression analyses examined MOD while a sec-



DERE ET AL. 5

Table 2

Scale reliability and descriptive statistics.

TAS–20 = Twenty-item Toronto Alexithymia Scale. DIF = Difficulty Identifying Feelings. DDF = Difficulty Describing
Feelings. EOT = Externally Oriented Thinking. MOD =Modernization scale. EAVS-AA-R = European American Values
Scale for Asian Americans-Revised. AVS-R = Asian Values Scale-Revised.

ond set examined the EAVS-AA-R and AVS-R together. This
approach allowed for internal replication of our results re-
garding the association between values and alexithymia. For
each regression analysis, one TAS-20 subscale was entered
as the dependent variable, age, sex, and current urban versus
rural status were entered as predictors in the first step, the
other two TAS-20 subscales were entered in the second step,
and the relevant cultural values score(s) was(were) entered in
the third step.

As hypothesized, EOT was predicted by cultural val-
ues. MOD significantly negatively predicted EOT, β =–0.23,
p<.01; the addition of MOD to the model resulted in a sig-
nificant R2

ch of 0.04, F(1, 261)=11.12, p<.01. In the second
regression model, the EAVS-AA-R also significantly nega-
tively predicted EOT, β =–0.26, p<.001, though the AVS-R
did not account for unique variance in EOT, β = 0.03, ns.
The addition of the EAVS-AA-R and AVS-R to the model re-
sulted in a significant R2

ch of 0.06, F(2, 260)=9.02, p<.001.
These findings support our hypotheses.

Also in line with our first hypothesis, neither DIF nor DDF
was significantly predicted by cultural values. MOD did not
significantly predict DIF or DDF, βs =–0.02 and 0.07, ns,
and neither did the EAVS-AA-R, β =–0.02 and –0.03, ns,
or AVS-R, βs=0.02 and –0.02, ns. The addition of cultural
values did not result in a significant R2

ch in any of the models
predicting DIF or DDF.

To help address the statistical concerns associated with
examining null hypotheses, power calculations for multiple

regression were conducted. When examining the prediction
of DIF or DDF by cultural values, the current study had suf-
ficient power (>.80) to detect a minimum R2

ch of 0.013 in
the MOD models and 0.016 in the EAVS-AA-R and AVS-
R models. These calculations bolster our interpretation of
the DIF and DDF results, though the possibility remains that
there are real, albeit small, effects for these variables.

3.4. Structural equation modeling

In light of the very low reliability of the EOT subscale in
the current sample, the planned multiple regression analyses
were followed up with structural equation modeling (SEM).
This technique provides the advantage of explicitly taking
measurement error into account [27]. We constructed two
models, one to test the relation between MOD and EOT (Fig.
1), and the other to test the relation between the EAVSAA-R
and AVS-R and EOT (Fig. 2). The technique of parceling
was used to create measured variables for the four constructs
of interest – EOT, MOD, EAVS-AA-R, and AVS-R – allow-
ing EOT and the cultural values to be specified as latent vari-
ables. As suggested in the literature [28], three parcels were
constructed for each latent variable; in each case, the items
from the relevant measure were randomly selected without
replacement to construct the parcels. SEM analyses were
conducted using Mplus, version 5 [29], and maximum like-
lihood estimation. Five fit indices were employed to assess
‘goodness-of-fit’: model chi square (χ2), chi square/degrees
of freedom ratio (χ2/df), Comparative Fit Index (CFI), Root
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Figure 1

Structural equation model of Modernization predicting Externally Oriented Thinking. Values indicate standardized regression
weights. All paths are significant at <.01. MOD=Modernization scale. EOT=Externally Oriented Thinking.

Mean Square Error of Approximation (RMSEA), and Stan-
dardized Root Mean Square Residual (SRMR). Overall fit
for these indices was evaluated using the following criteria
[30–32]: non-significant χ2; ratio of χ2/df adequate if <5.0
and good if <2.0; CFI adequate if >0.90 and good if >0.94;
RMSEA adequate if <0.10 and good if <0.05; and SRMR
adequate if <0.08 and good if <0.05.

The model testing the direct effect of Moderniza-
tion on EOT showed good fit (χ2=9.40, df=8, p=0.31;
χ2/df=1.18; CFI=1.0; RMSEA=0.03, 90% CI from 0 to
0.08; SRMR=0.03). All proposed pathways were significant,
as shown in Fig. 1.

The model testing the direct effect of Euro-American
and Asian values on EOT showed acceptable fit (χ2=50.32,
df=24, p=0.001; χ2/df=2.10; CFI=0.92; RMSEA=0.06,
90% CI from 0.04 to 0.09; SRMR=0.05). Similar to the re-
gression results, Euro-American values negatively predicted
EOT but the proposed pathway from Asian values to EOT
was not significant (β= –0.14, ns). All remaining pathways
were significant (see Fig. 2). The results of both SEM mod-
els replicate those from the multiple regression analyses pre-
dicting EOT.

4. Discussion

The current results provide strong support for our hy-
potheses. As expected, EOT was negatively predicted by
both Modernization and Euro-American values. Further-
more, neither DIF nor DDF was significantly predicted
by values, in line with our proposal that EOT is particu-
larly shaped by cultural context. While the expected non-
significant association between cultural values and DIF and
DDF represents an attempt to evaluate null hypotheses, the
pattern of results fits well with our theoretical model. Our
results also replicate those of Dere et al. [1].

A particular strength of this study is the sample. De-
pressed outpatients are a pertinent group for this research,
in light of the frequently examined link between alexithymia
and depression (e.g., [33]). It is also noteworthy that our

sample includes both urban and rural outpatients, likely cap-
turing a wider range of cultural values, educational experi-
ences, and socioeconomic status than the majority of pre-
viously studied Chinese clinical samples. This range of so-
ciodemographics is particularly valuable in cultural research,
enhancing the generalizability of our findings.

Our results hold important implications both for alex-
ithymia research and for the cross-cultural study of emo-
tion and emotional distress. In line with other recent work,
our findings highlight the need to examine the components
of alexithymia separately. Several authors have called for
such an approach (e.g., [34]) in light of differential effects of
the TAS-20 subscales on variables including autonomic re-
activity [34], emotion word recall [35], and depressed mood
[33]. Unfortunately, many studies do not examine the indi-
vidual components. Based on the current findings, failure
to do so may well lead to the overestimation of alexithymia
in groups where TAS-20 scores are driven by culturally-
promoted EOT. As high alexithymia levels are generally un-
derstood to reflect emotional deficits, such overestimation
may result in the pathologization of groups whose emotion-
related norms and values diverge from those of the ‘Western’
groups most commonly used in alexithymia research.

The current findings, along with those of Dere et al. [1],
point towards two possibilities regarding the place of EOT
within the alexithymia construct. One possibility is that EOT
is difficult to translate cross-culturally, both linguistically and
conceptually. This would suggest that wording and content
changes to current measures could improve the assessment
and interpretation of EOT across cultural contexts. A sec-
ond, more radical possibility is that EOT may be driven by
different sets of factors in different cultural contexts. High
levels of EOT are likely to be associated with high levels of
DIF and DDF across a wide range of cultural contexts, since
people who struggle to identify and describe their emotions
are likely to focus outwards rather than inwards. In Chinese
and other cultural contexts that foster an emphasis on exter-
nal rather than internal experiences, however, adherence to
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Figure 2

Structural equation model of Euro-American and Asian values predicting Externally Oriented Thinking. Values indicate
standardized regression weights. All reported paths are significant at <.01. EAVS-AA-R=European American Values Scale for
Asian Americans-Revised. AVS-R=Asian Values Scale-Revised. EOT=Externally Oriented Thinking.

local emotional norms provides a second possible reason for
higher levels of EOT. North American and other cultural con-
texts that promote attention to internal emotional experience
and presentation of that experience to others do not provide
this second pathway to EOT; indeed, diverging from local
emotional norms by being externally focused may indicate
psychopathology.

Although this proposal is currently a conceptual one,
which requires direct empirical examination, Coffey et al.
[36] provide findings that may support it. These authors con-
ducted a factor analysis with the subscales of the TAS-20
and measures of emotional intelligence and mood awareness.
They found two overarching factors, which they termed ‘at-
tention to emotions’ and ‘clarity of emotions’. EOT loaded
more strongly on the attention factor, which the authors
framed as a personality dimension, whereas DIF and DDF
loaded on the clarity factor, which was framed as an apti-
tude. Drawing on our conceptual model, we would expect to
find cultural differences in the emphasis placed on emotions
(attention), but not in emotion-related deficits (clarity).

The finding that EOT is related to cultural values also
has potential implications for the study of cultural variations
in the presentation of emotional distress, particularly among
Chinese and ‘Western’ samples. Ryder et al. [16] found that
EOT partially mediated the relation between group mem-
bership and somatic symptom reporting among Chinese and
Euro-Canadian outpatients, helping to partly explain the

higher levels of somatic symptoms in the Chinese group.
There are reasons to expect that cultural differences in the
importance placed on emotional experience might be asso-
ciated with differences in the experience and reporting of
psychiatric symptoms [37,38]. Future research should seek
to further examine the links between cultural values, EOT,
and symptom presentation. In light of the important role that
stigma can play in the presentation of mental illness (e.g.,
[39,40]), future work should also examine the associations
between stigma and this set of variables.

Our study has several important limitations. Most criti-
cal is the low reliability of the EOT subscale, which simul-
taneously suggests the need for closer examination of this
construct while making it difficult to test conceptual research
questions. The use of parceling and SEM analyses helped
to address this problem to a certain extent by directly ac-
counting for measurement error. However, parceling remains
controversial within the SEM literature [28]. Future studies
should include multiple measures related to EOT and addi-
tional cultural variables, both to extend the current research
and to construct an SEM model that does not require parcel-
ing. In addition, the values measures used in the current
study each capture a broad set of cultural values. It would
be desirable for future studies to incorporate measures that
assess more narrow sets of values, including more context-
specific values as well as values about emotion (e.g., [41]).
It is also worth noting that the current participants were seek-
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ing psychiatric services, which may differentiate them in im-
portant ways from other distressed Chinese groups, such as
those who primarily use traditional medicine. Finally, the
fact that all of the measures used in the current study were
self-report represents an important limitation, though one
shared by much alexithymia research. The Toronto Struc-
tured Interview for Alexithymia (TSIA; [42]) was recently
developed by the authors of the TAS-20, and has been val-
idated in at least two languages other than English [43,44].
Replication of the current findings using multiple assessment
methods, including the TSIA, is an important future research
direction.

The current research demonstrates the value of examining
clinical constructs from a cultural perspective. Given the
particular socio-cultural roots of alexithymia, it is perhaps
especially important to critically examine this construct in a
range of cultural settings, to help prevent the confounding of
cultural variation in emotion-related values with emotional
deficits. While our hypotheses and interpretations are framed
within cultural theory and research, it is hoped that this work
can inform a more nuanced understanding of alexithymia
more generally.
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