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Abstract

Aims: Obsessive-compulsive disorder (OCD) is psychiatric disorder with a significant suicide risk, and the presence of alexithymia may
increase this risk. As several studies attribute an important role, in OCD, to responsibility, the aims of this study were to evaluate possible
clinical differences between patients positive or not for alexithymia concerning disorder severity, responsibility attitudes and suicide ideation
and investigate which variables were associated with increased suicide ideation.
Methods: 104 adult outpatients with OCD were recruited. Alexithymia was measured with Toronto Alexithymia Scale (TAS-20), attitude
about responsibility was tested with Responsibility Attitude Scale (RAS), suicide ideation was assessed with Scale of Suicide Ideation (SSI)
and depressive symptoms were evaluated with Montgomery Åsberg Depression Rating Scale (MADRS). Score of item #11 on the Y-BOCS
was considered as a measure of insight.
Results: Patients positive for alexithymia showed higher responsibility attitudes and more severe suicide ideation. In a blockwise regression
model, the presence of lower insight, higher RAS scores and difficulty in identifying feelings dimension of TAS-20 were associated with
higher SSI scores.
Conclusions: OCD patients with alexithymia may show higher disorder severity, lower insight and inflated responsibility, all related to
suicide ideation, independently from depressive symptoms. Implications were discussed and study limitations considered and reported.
© 2014 Elsevier Inc. All rights reserved.

1. Introduction fact, several studies suggested that between 5 and 25% of
Despite commonbelief, patientswith obsessive-compulsive
disorder (OCD) may be at risk of committing suicide [1]. In
⁎ Corresponding author at: NHS, Department of Mental Health,
Psychiatric Service of Diagnosis and Treatment, “G. Mazzini” Hospital,
Piazza Italia 1 (Italia’s Square 1), 64100, Teramo, Italy. Tel.: +39
0861429708; fax: +39 0861429706.

E-mail address: dodebera@aliceposta.it (D. De Berardis).

http://dx.doi.org/10.1016/j.comppsych.2014.12.016
0010-440X/© 2014 Elsevier Inc. All rights reserved.
people with OCD have attempted suicide at some point in their
lives and have, in general, more suicidal ideation than non-
affected individuals [1–4]. Moreover, OCD, when comorbid
with major depressive disorder (MDD), may be more severe
and associated with higher suicidal risk [5].

The term “alexithymia”was introduced to designate a cluster
of cognitive and affective characteristics that were observed
among subjects with psychiatric and psychosomatic diseases
andmay be considered as a personality trait [6]. The alexithymia
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construct is multidimensional and comprises four distinct
features: (a) difficulty in identifying (DIF) and describing
feelings (DDF), (b) difficulty in distinguishing feelings from the
bodily sensations, (c) diminution of fantasy, and (d) concrete
and poorly introspective thinking [7]. Alexithymics may have
affective dysregulation, the inability to self appease and deal
with emotions because of a lack of awareness of emotions [8].
These cognitive characteristics have been ascribed to an
impaired capability to elevate emotions from a sensorimotor
level of experience to a representational level, where they can be
used as signaling responses to internal or external events and
modulated by psychological mechanisms [9]. Because the
alexithymics are psychologically poorly equipped, they gener-
ally demonstrate significantly higher levels of anxiety,
depression and general psychological distress and are inclined
to suffer both “functional” somatic symptoms and symptoms of
emotional turmoil [10].

Alexithymia may be present in 20%–40% of patients with
OCD [11]. It has been linked to increased disorder severity and
lower insight [11,12] and its presence may increase suicide risk
[13]. In fact, several studies have showed that alexithymic features
may be per se positively associated with a history of attempted
suicide and increased suicide risk, even in absence of depressive
symptoms [14,15]. As intolerable psychological pain sometimes
does not have real words for the state that the individual is
experiencing, the subjects with high levels of alexithymia may be
more prone to express this pain as a suicidal act [16,17].

The role of responsibility in OCD has been widely
investigated. Responsibility, has been defined by Salkovskis
et al. [18] as: “The belief that one has power which is pivotal to
bring about or prevent subjectively crucial negative outcomes”.
In cognitive models of OCD, excessive responsibility has been
suggested as one of core cognitive components that constitute
vulnerability and maintenance factors of such disorder [19]. It
can be hypothesized that inflated responsibilitymay be related to
higher OCD severity, depressive symptoms, guilt feelings and
impulsivity [20,21], probably triggering and increasing suicide
ideation especially in more vulnerable OCD subjects, such as
the ones with higher alexithymia levels. However, to date, the
interrelationships between alexithymia, responsibility and
suicide ideation in OCD patients have not yet been studied.

Therefore, the aims of the present exploratory study were
to: 1) evaluate possible clinical differences between patients
positive or not for alexithymia concerning disorder severity,
insight, responsibility and suicide ideation, controlling for
several covariates and 2) investigate which clinical variables
were associated with suicide ideation using a blockwise
linear regression analysis.
2. Methods

2.1. Subjects

Patients between 18 and 45 years with a diagnosis of
OCD were considered eligible for this study. Diagnoses were
made by clinical assessment following the Structured
Clinical Interviews for DSM-IV Axis I Disorders (SCID-I).
The participants enrolled in the study were patients with a
Yale-Brown Obsessive Compulsive Scale (Y-BOCS) [22]
total score of at least 16 within the first 10 items.

Exclusion criteria included: any concomitant axis I
disorder, substance abuse and organic mental disorders.
Subjects with an IQ ≤70 as measured by the Wechsler Adult
Intelligence Scale—Revised (WAIS-R) were excluded from
the study in order to avoid potential biases in interpreting
results of the TAS-20.

104 adult outpatients with a diagnosis of OCD were
recruited in several mental health facilities in Northern and
Central Italy and included in our study.
2.2. Instruments

The rating scales were administered by psychiatrists with
at least 5 years' clinical experience who were supervised by
senior psychiatrists (NS, MDG).

Severity of OCD was assessed with the first 10-items of the
Y-BOCS, a clinician-administered scale developed to assess the
severity of obsessions and compulsions, independent of the
number and type of obsessions or compulsions present.

The score for item #11 on the Y-BOCS was considered as
a measure of insight level as made in a previous studies
[11,23]. Scores of ≥3 on item #11 of Y-BOCS are
considered to mark the boundary between awareness and
no awareness of the illness [24]. 26.9% (n = 28) of 104
patients were considered positive for no awareness of the
illness (poor or absent insight).

Alexithymia was evaluated by the Italian version of the
20-items Toronto Alexithymia Scale (TAS-20) [25]. A score
of 61 or higher was considered indicative of alexithymia.
The TAS-20 has a three-factor structure: Factor l assesses the
capacity to identify feelings and to distinguish between the
feelings and bodily sensations of emotional arousal (diffi-
culty in identifying feelings [DIF]); Factor 2 reflects the
inability to communicate feelings to other people (difficulty
in describing feelings [DDF]); Factor 3 assesses externally-
oriented thinking (EOT). The TAS-20 total score was
50.3 ± 12.7; 26% (n = 27) of 104 patients who scored 61
or more were considered positive for alexithymia.

To assess suicide ideation, the Scale of Suicide Ideation
(SSI) scores [26], a 3 point clinician-rated scale with
statements of suicidal intentions, were evaluated. The higher
the total score, the greater the severity of suicide ideation. As
suggested by Sokero et al. [27], a score of 6 or more has been
used as a cut-off threshold for clinically significant suicidal
ideation. 28.8% (n = 30) of patients were considered
positive for clinically significant suicidal ideation.

The Responsibility Attitude Scale (RAS), a 26-item
questionnaire, was employed to assess attitudes or beliefs
about responsibility [18]. Individuals indicate their agreement,
on a 1 (totally agree) to 7 (totally disagree) Likert scale. The total
RAS score is the sum of scores on the 26 items.
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The Montgomery Åsberg Depression Rating Scale
(MADRS) was used to evaluate depressive symptoms in
OCD patients [28]. The mean score was 7.1 ± 2.0.

The rating scales were administered as a part of everyday
“real world” clinical practice evaluation and assessment and,
therefore, no institutional review board approval was needed.
However, each patient had to understand the nature of the
study and signed an informed consent document prior to
rating scales administration. The study was conducted in
accordance with the principles of good clinical practice and
the Declaration of Helsinki (1964) and subsequent revisions.

2.3. Statistical analyses

Descriptive statistics and percentages for the study sample
were computed on demographic variables and all psycho-
metric-scales. All demographic, clinical and laboratory
variables in the present study were checked for deviations
from the Gaussian distribution using the Kolmogorov–
Smirnov test. Given the normal distribution of the variables,
t-test was used to analyze gender differences. To analyze
differences among groups in categorical variables, the χ2

values (with the Yates' correction for 2 × 2 tables) were
used. The differences between individuals with and without
alexithymia were tested using analyses of covariance
(ANCOVA) with TAS-20 positivity/negativity as a factor
and gender, age, age at onset, illness duration and MADRS
scores as covariates. The power analysis of the between
groups comparison was computed using the effect size
partial eta square (η2) for continuous variables. A small
effect is rated for η2 N 0.01, a medium effect for η2 N 0.06
and a large effect for η2 N 0.14. Odds ratios were computed
for categorical variables. A block-wise linear regression
analysis was performed to find out which variables were
associated with suicidal ideation (SSI as dependent variable).
Age, age at onset, gender, duration of illness, MADRS and
Y-BOCS subscales were added in the first block. In the
second block, RAS was added to the model. The DIF, DDF,
Table 1
Comparison of Y-BOCS, SSI and serum lipid levels between individuals with alexi
with a TAS-20 score ≤61), controlling for gender, age, age at onset, illness durat

Overall
(n = 79)

Subjects with scores
≥61 on TAS-20
(n = 27, 26.0%)

Subjects w
≤61 on T
(n = 77, 7

Y-BOCS Total Score 25.9 ± 4.4 29.6 ± 4.0 24.6 ± 3.8
Obsessive subscale 14.0 ± 2.6 15.4 ± 2.5 13.5 ± 2.4
Compulsive subscale 11.9 ± 2.9 14.1 ± 2.6 11.1 ± 2.6
Insight (item #11 of Y-BOCS) 1.7 ± 1.3 2.9 ± 1.2 1.3 ± 1.1
Absence of insight (n, %) 28, 26.9% 19, 70.4% 9, 11.7%
RAS 129.8 ± 23.7 157.1 ± 15.1 120.3 ± 1
SSI 3.5 ± 3.3 7.6 ± 2.8 2.1 ± 2.1
SSI ≥6 (n, %) 30, 28.8% 24, 88.9% 6, 7.8%

Data are expressed as mean ± standard deviation or otherwise specified. ANCOVA
ratios for categorical variables.
and EOT subscales of the TAS-20 were entered in the last
step. The quality of the regression model was tested using the
Durbin–Watson statistic. The significance level was set at
p b 0.05. All statistical testing was two-sided.
3. Results

The sample consisted of 52 males and 52 females with a
mean age of 32.1 ± 8.0 years, a mean duration of illness of
9.9 ± 6.8 years and a mean age at onset of 22.2 ± 6.0 years.
Nine patients (8.7%) had attempted suicide at some point in
their life whereas a family history of suicide was reported for
twelve patients (11.5%). Gender comparisons between all
demographic and clinical variables showed no significant
differences on any of the variables.

The comparison between individuals with or without
alexithymia controlling for gender, age, age at onset, illness
duration and MADRS scores, showed that patients positive
for alexithymia scored higher on Y-BOCS total, Y-BOCS
obsessive subscale, Y-BOCS compulsive subscale, RAS and
SSI than non-alexithymics (Table 1). Patients with alex-
ithymia were more positive for no awareness of the illness
and suicide ideation when considering cut-off values for item
#11 of Y-BOCS and SSI (for both p b 0.001). Effect size
calculation showed that the magnitude of the group effect
between alexithymic and nonalexithymic patients concern-
ing Y-BOCS and compulsive subscale, insight, RAS and SSI
was large, whereas the effect for Y-BOCS obsessive
subscale was small.

In the blockwise linear regression model (Table 2), the
presence of lower insight, higher RAS and TAS-20 DIF
subscale scores were associated with higher suicide ideation
(SSI as dependent variable). In the current analyses, the R2

values accounted for 57%of variance inSSI. In addition,Durbin–
Watson coefficient was 1.911 (near to the optimum of 2.0) and a
scatter plot of residuals and a plot of regression-standardized
residuals indicated a near normal distribution.
thymia (patients with a TAS-20 score≥61) and without alexithymia (patients
ion and MADRS scores.

ith scores
AS-20
4.0%)

Between groups
comparison
(ANCOVA and χ2)

Subjects with scores
≥61 on TAS-20
vs subjects with scores
≤61 on TAS-20 effect size
(partial η2 and odds ratios)

F = 21.4, df = 1, 103, p b 0.001 cpe
F = 5.3 df = 1, 103, p = 0.02 0.05
F = 22.2, df = 1, 103, p b 0.001 0.19
F = 29.3, df = 1, 103, p b 0.001 0.23
χ2 = 34.36, df = 1, p b 0.001 37.05

8.0 F = 79.4, df = 1, 103, p b 0.001 0.45
F = 92.2, df = 1, 103, p b 0.001 0.49
χ2 = 60.16, df = 1, p b 0.001 94.67

and partial η2 were employed for dimensional variables whereasχ2 and odds



Table 2
Results of blockwise linear regression analysis with SSI as dependent variable and other variables as independent.

Step R2 Variables Unstandardized
coefficients

Standardized
coefficient

t P 95% confidence
interval for B

B SE Beta Lower bound Upper bound

1 0.37 Constant −2.14 2.09 1.02 0.31 −6.28 2.00
Insight 1.05 0.23 0.42 4.63 b0.001 0.60 1.50

2 0.50 Constant −8.20 2.26 −3.63 b0.001 −12.69 −3.72
Insight 0.55 0.23 0.22 2.40 0.02 0.10 1.01
RAS 0.06 0.01 0.46 4.83 b0.001 0.04 0.09

3 0.57 Constant −7.78 2.19 −3.55 b0.001 −12.14 −3.42
Insight 0.55 0.22 0.22 2.56 0.01 0.12 0.99
RAS 0.04 0.01 0.29 2.87 0.01 0.01 0.06
DIF 0.14 0.04 0.29 3.25 b0.001 0.05 0.22

Age, age at onset, gender, duration of illness, insight (YBOCS item #11 score), MADRS and Y-BOCS subscales were added in the first block. In the second
block, RAS was added to the model. The DIF, DDF, and EOT subscales of the TAS-20 were entered in the last step. Only statistically significant variables are
shown. F = 11.03, df = 11, p b 0.001.
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4. Discussion

To our knowledge, this was the first study that evaluated
the relationships between alexithymia, inflated responsibility
and suicide ideation in a sample of outpatients with OCD.

Patients with alexithymia showed increased OCD sever-
ity, lower insight, inflated responsibility and more severe
suicide ideation and these results may be explained
according to the Freyberger's concept [29] of acute
“secondary alexithymia” as a reaction to stressful situations.
Acute secondary alexithymia may be explained as a
transitory, state-dependent phenomenon that results as an
effect of personal distress, and which may decrease once an
acute disease episode has resolved. As patients with
alexithymia reported higher Y-BOCS scores and lower
insight than those without alexithymia, increases in RAS and
SSI scores may reflect a state-dependent phenomenon,
perhaps related to higher OCD severity and lack of insight.
In fact, poor insight is associated with more severe form of
OCD [4,11,30].

In our study, OCD patients with alexithymia showed
higher suicide ideation that was associated with lower
insight, inflated responsibility as well as DIF dimension of
TAS-20, independently by the presence of depressive
symptoms. This latter finding is in accordance to what was
reported by Torres et al. [31] who showed that depressive
symptoms were associated with previous but not with current
suicidal ideation or with suicide attempts in a large sample of
OCD patients.

Alexithymia has been found associated with increased
suicide risk and behaviors in several medical and psychiatric
disorders [32–34] and this has been demonstrated also in
OCD patients [35]. Subjects with alexithymia may have a
threefold greater risk of death from accidents, injury, or
violence, including suicides, when compared to individuals
without alexithymia [36]. Moreover, suicidal ideation was
found more common among subjects with alexithymia than
individuals without alexithymia [14,37]. The finding of
association between the DIF dimension of TAS-20 and
suicide ideation we found in our sample was consistent
with results of previous studies that have demonstrated that
the DIF dimension of the TAS-20 may be related to
increased suicidal ideation, even in absence of depressive
symptoms [33,35,38].

No studies were, to date, published on relationships
between inflated responsibility and suicide ideation neither
in clinical or non-clinical samples nor in relationships with
alexithymia. The inflated sense of responsibility (that could
be read in terms of social responsibility present in OCD
patients) may result from hyper-evaluation of the thought of
the others [39], thus related to the presence of a greater sense
of guilt respect to own emotional difficulty in social
relationships unlike other psychiatric disorders [40]. Inter-
estingly, the results of our study may support the notion that
individuals with greater DIF and lack of insight may show an
inflated responsibility linked to higher suicide ideation. On
this basis, we can hypothesize that the presence of
alexithymia in OCD patients may be related to a chronic
poor resistance to stressful situations even when the stressor
is quite low (the “alexithymia-stress hypothesis”) [41–43].
This chronic poor resistance to stressful situations may be
associated with a greater disorder severity (acute “secondary
alexithymia”) [29] and, consequently, with an inflated
responsibility, that may further worsen OCD symptoms,
triggering a vicious circle [44]. In fact, the difficulty in
differentiating feelings and distinguishing them from bodily
sensations and emotional arousal may interfere with the
ability of such patients to adequately cope with life stressors
and properly manage inflated responsibility [11,29,45]. As
inflated responsibility may trigger or increase guilt feelings
[45,46], these feelings may be particularly problematic and
severe in individuals with alexithymia, further increasing
suicidal ideation. Therefore, as it has been demonstrated that
pathological guilt is associated with an increased suicide risk
[47], individuals with alexithymia may develop pathological
guilt as a consequence of inflated responsibility and higher
OCD severity, becoming at risk of suicide even in absence of
clinically significant depressive symptoms.
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Therefore, on the basis of our results, we may suggest the
clinicians should beware that the absence of clinically
relevant depressive symptoms does not necessarily rule-out
suicidal ideation in OCD patients and suicidal ideation must
be always investigated, especially in presence of alexithymia
(especially DIF), lower insight and inflated responsibility.

This study was exploratory in nature and thus had several
limitations that must be acknowledged. Even if severity of
OCD and suicidal ideation were analyzed using clinician-
rated rating scales, alexithymia and responsibility attitudes
were assessed through self-rating scales, with possible biases
due to the inherent nature of self-rating scales. Furthermore,
we employed a cross-sectional design that limits statements
regarding causality: our study lacks of follow-up data. In
fact, the cross sectional nature of the present study does not
allow to draw definite conclusion on what phenomenon
(alexithymia or responsibility) may be primary. Future
studies should also include measures of pathological guilt
and consider whether treatments may influence outcomes,
alexithymia, responsibility and suicide ideation. Therefore,
prospective studies on larger samples are undoubtedly
needed. Moreover, the small sample size does not allow
the generalization of findings and no specific psychometric
instruments have been used to assed insight, as in the present
study the corresponding item (item #11) of the Y-BOCS has
been considered as a measure of insight level.
5. Disclosure

The authors have no conflict of interest with any
commercial or other associations in connection with the
submitted article. The data have been never presented before.
The rating scales were administered as a part of everyday
“real world” clinical practice evaluation and assessment and,
therefore, no institutional review board approval was needed.
However, each patient had to understand the nature of the
study and signed an informed consent document prior to
rating scales administration. The authors have contributed
with equal efforts to the manuscript. All authors recruited
patients during their everyday clinical practice, tested them
and reported results. The statistical analyses were mainly
conducted by D. D. B., M. F. and M. M., with the
collaboration of all authors. All authors wrote together
results and discussion. No animals have been used.

References

[1] Alonso P, Segalàs C,Real E, Pertusa A, Labad J, Jiménez-Murcia S, et al.
Suicide in patients treated for obsessive-compulsive disorder: a
prospective follow-up study. J Affect Disord 2010;124(3):300-8.

[2] Balci V, Sevincok L. Suicidal ideation in patients with obsessive-
compulsive disorder. Psychiatry Res 2010;175(1–2):104-8.

[3] Torres AR, Ramos-Cerqueira AT, Ferrão YA, Fontenelle LF, do
Rosário MC,Miguel EC. Suicidality in obsessive-compulsive disorder:
prevalence and relation to symptom dimensions and comorbid
conditions. J Clin Psychiatry 2011;72(1):17-26.
[4] Dhyani M, Trivedi JK, Nischal A, Sinha PK, Verma S. Suicidal
behaviour of Indian patients with obsessive compulsive disorder.
Indian J Psychiatry 2013;55(2):161-6.

[5] Viswanath B, Narayanaswamy JC, Rajkumar RP, Cherian AV,
Kandavel T, Math SB, et al. Impact of depressive and anxiety disorder
comorbidity on the clinical expression of obsessive-compulsive
disorder. Compr Psychiatry 2012;53(6):775-82.

[6] Sifneos PE. Alexithymia: past and present. Am J Psychiatry 1996;153
(7 Suppl):137-42.

[7] Taylor GJ, Bagby RM, Parker JDA. Disorders of affect regulation:
alexithymia in medical and psychiatric illness. Cambridge: Cambridge
University Press; 1997.

[8] Panayiotou G, Leonidou C, Constantinou E, Hart J, Rinehart KL, Sy JT,
et al. Do alexithymic individuals avoid their feelings? Experiential
avoidancemediates the association between alexithymia, psychosomatic,
and depressive symptoms in a community and a clinical sample. Compr
Psychiatry 2015;56:206-16.

[9] van der Velde J, Servaas MN, Goerlich KS, Bruggeman R, Horton P,
Costafreda SG, et al. Neural correlates of alexithymia: a meta-analysis of
emotion processing studies. Neurosci BiobehavRev 2013;37(8):1774-85.

[10] De Berardis D, Campanella D, Gambi F, LaRovere R, SepedeG, Core L,
et al. Alexithymia, fear of bodily sensations, and somatosensory
amplification in young outpatients with panic disorder. Psychosomatics
2007;48:239-46.

[11] De Berardis D, Campanella D, Gambi F, Sepede G, Salini G, Carano A,
et al. Insight and alexithymia in adult outpatientswith obsessive-compulsive
disorder. Eur Arch Psychiatry Clin Neurosci 2005;255(5):350-8.

[12] Carpenter L, Chung MC. Childhood trauma in obsessive compulsive
disorder: the roles of alexithymia and attachment. Psychol Psychother
2011;84(4):367-88.

[13] De Berardis D, Serroni N, Campanella D, Carano A, Caltabiano M,
Pizzorno AM, et al. Suicide risk among patients with obsessive-
compulsive disorder: the role of alexithymia and insight. Int J
Psychopathology 2008;14:185-96.

[14] Hintikka J, Honkalampi K, Koivumaa-Honkanen H, Antikainen R,
Tanskanen A, Haatainen K, et al. Alexithymia and suicidal ideation: a
12-month follow-up study in a general population. Compr Psychiatry
2004;45(5):340-5.

[15] De Berardis D, Campanella D, Serroni N, Sepede G, Carano A, Conti C,
et al. The impact of alexithymia on anxiety disorders: a review of
the literature. Curr Psychiatry Rev 2008;4(2):80-6.

[16] Pompili M. Exploring the phenomenology of suicide. Suicide Life
Threat Behav 2010;40(3):234-44.

[17] De Berardis D, Campanella D, Serroni N, Moschetta FS, Di Emidio F,
Conti C, et al. Alexithymia, suicide risk and serum lipid levels among adult
outpatients with panic disorder. Compr Psychiatry 2013;54(5):517-22.

[18] Salkovskis PM, Wroe AL, Gledhill A, Morrison N, Forrester E,
Richards C, et al. Responsibility attitudes and interpretations are
characteristic of obsessive compulsive disorder. Behav Res Ther
2000;38(4):347-72.

[19] Smári J, Bouranel G, Thornóra Eiethsdóttir S. Responsibility and
impulsivity and their interaction in relation to obsessive-compulsive
symptoms. J Behav Ther Exp Psychiatry 2008;39(3):228-33.

[20] Arntz A, Voncken M, Goosen AC. Responsibility and obsessive-
compulsive disorder: an experimental test. Behav Res Ther 2007;45
(3):425-35.

[21] Smári J, Thornorsteinsdóttir A, Magnúsdóttir L, Smári UJ, Olason DP.
Pathways to inflated responsibility beliefs, responsibility attitudes and
obsessive-compulsive symptoms: factor structure and test of a
mediational model. Behav Cogn Psychother 2010;38(5):535-44.

[22] Goodman WK, Price LH, Rasmussen SA, Mazure C, Fleischmann RL,
Hill CL, et al.TheYale-BrownObsessiveCompulsiveScale. I.Development,
use, and reliability. Arch Gen Psychiatry 1989;46(11):1006-11.

[23] Taj MJRJ, Viswanath B, Purushottam M, Kandavel T, Janardhan
Reddy YC, Jain S. DRD4 gene and obsessive compulsive disorder: do
symptom dimensions have specific genetic correlates? Prog Neurop-
sychopharmacol Biol Psychiatry 2013;41:18-23.

http://refhub.elsevier.com//rf0005
http://refhub.elsevier.com//rf0005
http://refhub.elsevier.com//rf0005
http://refhub.elsevier.com//rf0010
http://refhub.elsevier.com//rf0010
http://refhub.elsevier.com//rf0235
http://refhub.elsevier.com//rf0235
http://refhub.elsevier.com//rf0235
http://refhub.elsevier.com//rf0235
http://refhub.elsevier.com//rf0020
http://refhub.elsevier.com//rf0020
http://refhub.elsevier.com//rf0020
http://refhub.elsevier.com//rf0025
http://refhub.elsevier.com//rf0025
http://refhub.elsevier.com//rf0025
http://refhub.elsevier.com//rf0025
http://refhub.elsevier.com//rf0030
http://refhub.elsevier.com//rf0030
http://refhub.elsevier.com//rf0035
http://refhub.elsevier.com//rf0035
http://refhub.elsevier.com//rf0035
http://refhub.elsevier.com//rf0240
http://refhub.elsevier.com//rf0240
http://refhub.elsevier.com//rf0240
http://refhub.elsevier.com//rf0240
http://refhub.elsevier.com//rf0240
http://refhub.elsevier.com//rf0040
http://refhub.elsevier.com//rf0040
http://refhub.elsevier.com//rf0040
http://refhub.elsevier.com//rf0045
http://refhub.elsevier.com//rf0045
http://refhub.elsevier.com//rf0045
http://refhub.elsevier.com//rf0045
http://refhub.elsevier.com//rf0050
http://refhub.elsevier.com//rf0050
http://refhub.elsevier.com//rf0050
http://refhub.elsevier.com//rf0055
http://refhub.elsevier.com//rf0055
http://refhub.elsevier.com//rf0055
http://refhub.elsevier.com//rf0060
http://refhub.elsevier.com//rf0060
http://refhub.elsevier.com//rf0060
http://refhub.elsevier.com//rf0060
http://refhub.elsevier.com//rf0065
http://refhub.elsevier.com//rf0065
http://refhub.elsevier.com//rf0065
http://refhub.elsevier.com//rf0065
http://refhub.elsevier.com//rf0070
http://refhub.elsevier.com//rf0070
http://refhub.elsevier.com//rf0070
http://refhub.elsevier.com//rf0075
http://refhub.elsevier.com//rf0075
http://refhub.elsevier.com//rf0080
http://refhub.elsevier.com//rf0080
http://refhub.elsevier.com//rf0080
http://refhub.elsevier.com//rf0085
http://refhub.elsevier.com//rf0085
http://refhub.elsevier.com//rf0085
http://refhub.elsevier.com//rf0085
http://refhub.elsevier.com//rf0090
http://refhub.elsevier.com//rf0090
http://refhub.elsevier.com//rf0090
http://refhub.elsevier.com//rf0095
http://refhub.elsevier.com//rf0095
http://refhub.elsevier.com//rf0095
http://refhub.elsevier.com//rf0100
http://refhub.elsevier.com//rf0100
http://refhub.elsevier.com//rf0100
http://refhub.elsevier.com//rf0100
http://refhub.elsevier.com//rf0105
http://refhub.elsevier.com//rf0105
http://refhub.elsevier.com//rf0105
http://refhub.elsevier.com//rf0110
http://refhub.elsevier.com//rf0110
http://refhub.elsevier.com//rf0110
http://refhub.elsevier.com//rf0110


87D. De Berardis et al. / Comprehensive Psychiatry 58 (2015) 82–87
[24] Marazziti D, Dell’Osso L, Di Nasso E, Pfanner C, Presta S, Mungai F,
et al. Insight in obsessive-compulsive disorder: a study of an Italian
sample. Eur Psychiatry 2002;17(7):407-10.

[25] Bressi C,TaylorG, Parker J, Bressi S,BrambillaV,Aguglia E, et al. Cross
validation of the factor structure of the 20-item Toronto Alexithymia
Scale: an Italian multicenter study. J Psychosom Res 1996;41(6):551-9.

[26] Beck AT, KovacsM,Weissman A. Assessment of suicidal intention: the
Scale for Suicide Ideation. J Consult Clin Psychol 1979;47(2):343-52.

[27] Sokero TP, Melartin TK, Rytsälä HJ, Leskelä US, Lestelä-Mielonen PS,
Isometsä ET. Suicidal ideation and attempts among psychiatric patients
with major depressive disorder. J Clin Psychiatry 2003;64(9):1094-100.

[28] Montgomery SA, Asberg M. A new depression scale designed to be
sensitive to change. Br J Psychiatry 1979;134:382-9.

[29] Freyberger H. Supportive psychotherapeutic techniques in primary and
secondary alexithymia. Psychother Psychosom 1977;28(1–4):337-42.

[30] Fontenelle JM, Harrison BJ, Santana L, Conceição do Rosário M,
Versiani M, Fontenelle LF. Correlates of insight into different symptom
dimensions in obsessive-compulsive disorder. Ann Clin Psychiatry
2013;25(1):11-6.

[31] Torres AR, de Abreu Ramos-Cerqueira AT, Torresan RC, de Souza
Domingues M, Hercos AC, Guimarães AB. Prevalence and associated
factors for suicidal ideation and behaviors in obsessive-compulsive
disorder. CNS Spectr 2007;12(10):771-8.

[32] Iancu I, Dannon PN, PorehA, Lepkifker E,Grunhaus L.Alexithymia and
suicidality in panic disorder. Compr Psychiatry 2001;42(6):477-81.

[33] Marasco V, De Berardis D, Serroni N, Campanella D, Acciavatti T,
Caltabiano M, et al. Alexithymia and suicide risk among patients with
schizophrenia: preliminary findings of a cross-sectional study. Riv
Psichiatr 2011;46(1):31-7.

[34] Carano A, De Berardis D, Campanella D, Serroni N, Ferri F, Di Iorio G,
et al. Alexithymia and suicide ideation in a sample of patients with
binge eating disorder. J Psychiatr Pract 2012;18(1):5-11.

[35] De Berardis D, Serroni N, Marini S, Rapini G, Carano A, Valchera A,
et al. Alexithymia, suicidal ideation, and serum lipid levels among
drug-naïve outpatients with obsessive-compulsive disorder. Rev Bras
Psiquiatr 2014;36(2):125-30.
[36] Kauhanen J, Kaplan GA, Cohen RD, Julkunen J, Salonen JT.
Alexithymia and risk of death in middle-aged men. J Psychosom Res
1996;41(6):541-9.

[37] Na KS, Oh SJ, Jung HY, Irene Lee S, Kim YK, Han C, et al.
Alexithymia and low cooperativeness are associated with suicide
attempts in male military personnel with adjustment disorder: a case–
control study. Psychiatry Res 2013;205(3):220-6.

[38] Sakuraba S, Kubo M, Komoda T, Yamana J. Suicidal ideation and
alexithymia in patients with alcoholism: a pilot study. Subst Use
Misuse 2005;40(6):823-30.

[39] Moritz S, Niemeyer H, Hottenrott B, Schilling L, Spitzer C.
Interpersonal ambivalence in obsessive-compulsive disorder. Behav
Cogn Psychother 2013;41(5):594-609.

[40] MazzaM, Lucci G, Pacitti F, Pino MC, MarianoM, Casacchia M, et al.
Could schizophrenic subjects improve social cognitive abilities only
with observation and imitation of social situation? Neuropsychol
Rehabil 2010;20(5):675-703.

[41] Martin JB, Pihl RO. The stress-alexithymia hypothesis: theorectical and
empirical considerations. Psychother Psychosom 1985;43(4):169-76.

[42] de Timary P, Roy E, Luminet O, Fillée C, Mikolajczak M.
Relationship between alexithymia, alexithymia factors and salivary
cortisol in men exposed to a social stress test. Psychoneuroendocrinol-
ogy 2008;33(8):1160-4.

[43] Alkan Härtwig E, Aust S, Heuser I. HPA system activity in
alexithymia: a cortisol awakening response study. Psychoneuroendo-
crinology 2013;38(10):2121-6.

[44] Ghassemzadeh H, Bolhari J, Birashk B, Salavati M. Responsibility
attitude in a sample of Iranian obsessive-compulsive patients. Int J Soc
Psychiatry 2005;51(1):13-22.

[45] Rachman S. Obsessions responsibility, and guilt. Obsessions,
responsibility and guilt. Behav Res Ther 1993;31(2):149-54.

[46] Mancini F, Gangemi A. The role of responsibility and fear of guilt in
hypothesis-testing. J Behav Ther Exp Psychiatry 2006;37(4):333-46.

[47] Sani G, Tondo L, Koukopoulos A, Reginaldi D, Kotzalidis GD,
Koukopoulos AE, et al. Suicide in a large population of former
psychiatric inpatients. Psychiatry Clin Neurosci 2011;65(3):286-95.

http://refhub.elsevier.com//rf0115
http://refhub.elsevier.com//rf0115
http://refhub.elsevier.com//rf0115
http://refhub.elsevier.com//rf0120
http://refhub.elsevier.com//rf0120
http://refhub.elsevier.com//rf0120
http://refhub.elsevier.com//rf0125
http://refhub.elsevier.com//rf0125
http://refhub.elsevier.com//rf0130
http://refhub.elsevier.com//rf0130
http://refhub.elsevier.com//rf0130
http://refhub.elsevier.com//rf0135
http://refhub.elsevier.com//rf0135
http://refhub.elsevier.com//rf0140
http://refhub.elsevier.com//rf0140
http://refhub.elsevier.com//rf0245
http://refhub.elsevier.com//rf0245
http://refhub.elsevier.com//rf0245
http://refhub.elsevier.com//rf0245
http://refhub.elsevier.com//rf0150
http://refhub.elsevier.com//rf0150
http://refhub.elsevier.com//rf0150
http://refhub.elsevier.com//rf0150
http://refhub.elsevier.com//rf0155
http://refhub.elsevier.com//rf0155
http://refhub.elsevier.com//rf0160
http://refhub.elsevier.com//rf0160
http://refhub.elsevier.com//rf0160
http://refhub.elsevier.com//rf0160
http://refhub.elsevier.com//rf0165
http://refhub.elsevier.com//rf0165
http://refhub.elsevier.com//rf0165
http://refhub.elsevier.com//rf0170
http://refhub.elsevier.com//rf0170
http://refhub.elsevier.com//rf0170
http://refhub.elsevier.com//rf0170
http://refhub.elsevier.com//rf0175
http://refhub.elsevier.com//rf0175
http://refhub.elsevier.com//rf0175
http://refhub.elsevier.com//rf0180
http://refhub.elsevier.com//rf0180
http://refhub.elsevier.com//rf0180
http://refhub.elsevier.com//rf0180
http://refhub.elsevier.com//rf0185
http://refhub.elsevier.com//rf0185
http://refhub.elsevier.com//rf0185
http://refhub.elsevier.com//rf0190
http://refhub.elsevier.com//rf0190
http://refhub.elsevier.com//rf0190
http://refhub.elsevier.com//rf0195
http://refhub.elsevier.com//rf0195
http://refhub.elsevier.com//rf0195
http://refhub.elsevier.com//rf0195
http://refhub.elsevier.com//rf0200
http://refhub.elsevier.com//rf0200
http://refhub.elsevier.com//rf0205
http://refhub.elsevier.com//rf0205
http://refhub.elsevier.com//rf0205
http://refhub.elsevier.com//rf0205
http://refhub.elsevier.com//rf0210
http://refhub.elsevier.com//rf0210
http://refhub.elsevier.com//rf0210
http://refhub.elsevier.com//rf0215
http://refhub.elsevier.com//rf0215
http://refhub.elsevier.com//rf0215
http://refhub.elsevier.com//rf0220
http://refhub.elsevier.com//rf0220
http://refhub.elsevier.com//rf0225
http://refhub.elsevier.com//rf0225
http://refhub.elsevier.com//rf0230
http://refhub.elsevier.com//rf0230
http://refhub.elsevier.com//rf0230

	Alexithymia, responsibility attitudes and suicide ideation among outpatients with obsessive-compulsive disorder: An explora...
	1. Introduction
	2. Methods
	2.1. Subjects
	2.2. Instruments
	2.3. Statistical analyses

	3. Results
	4. Discussion
	5. Disclosure
	References


