
Psychotherapeutic treatment of eating disorders improve 
dissociative experiences and impulse regulation but not alexithymia. 
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SUMMARY. Aim. Eating disorders (EDs) are complex conditions associated with disability and a high rate of mortality. Typical characteris-
tics of these diseases are dissociation, alexithymia and impulse dysregulation, all strategies dealing with negative emotions and regulate neg-
ative affect and anxiety. Our study aimed to assess the effectiveness of intensive psychological treatment for EDs, with particular reference
to the above mentioned clinical characteristics. Methods. Eight outpatients with eating disorders in psychotherapeutic treatment were eval-
uated in two stages after one year (T1 and T2), using the Eating Disorder Inventory II, the Toronto Alexithymia Scale 20, and the Dissocia-
tive Experiences Scale. Results. Wilcoxon test showed significant reductions in DES score as well as in two subscales of the EDI-2, Impulse
Regulation and Body Dissatisfaction (I-EDI2 and BD-EDI2), while alexithymia levels did not show any difference. Conclusions. We can
confirm the effectiveness of psychotherapy in people with EDs as regards dissociative moments, impulsivity and body dissatisfaction. How-
ever, alexithymia remains unchanged, possibly because of its deep emotional nature.
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RIASSUNTO. Scopo. I disturbi alimentari (DCA) sono condizioni complesse associate a importanti disabilità e a un alto tasso di mortalità.
In queste condizioni psicopatologiche si possono riscontrare alessitimia, tendenze dissociative e impulsive, messe in atto quali strategie di ge-
stione delle emozioni negative e di regolazione affettiva. Questo studio si propone di valutare l’efficacia di un trattamento psicologico in-
tensivo per DCA, con particolare riferimento alle caratteristiche cliniche citate. Metodi. Otto pazienti con DCA seguite in trattamento psi-
coterapico in un programma ambulatoriale multidisciplinare sono state valutate in due tempi (T1 e T2), a distanza di un anno, mediante i
questionari autosomministrati Eating Disorder Inventory II (EDI-2), Toronto Alexithymia Scale-20 (TAS-20) e Dissociative Esperience Sca-
le (DES). Risultati. Il test di Wilcoxon ha mostrato una significativa riduzione nel punteggio DES e in due sotto-scale EDI-2 - Regolazione
degli impulsi e Insoddisfazione Corporea (I-EDI2 e BD-EDI2). Nei punteggi della TAS-20, al contrario, non è stato riscontrato alcun cam-
biamento. Conclusione. I risultati confermano l’efficacia della psicoterapia rispetto ai momenti dissociativi, alla regolazione degli impulsi e
all’insoddisfazione corporea. Tuttavia, forse a causa della sua profonda natura emotiva, l’alessitimia rimane stabile.

PAROLE CHIAVE: disturbi del comportamento alimentare, psicoterapia, dissociazione, regolazione degli impulsi, alessitimia.
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INTRODUCTION

Eating disorders (EDs) are complex conditions, with a
common theme on food/weight obsession, associated with
disability and the highest rates of mortality rates among psy-
chiatric disorders1. Lifetime prevalence estimates among
women of anorexia nervosa (AN), bulimia nervosa (BN) and

binge eating disorder (BED) are 0.9%, 1.5%, and 3.5%2, re-
spectively.

Given the increasing prevalence of these disorders, to
date it is unclear why the disease develops in some people
and not in others. Definition of the specific psychological
variables intervening in the disease process would be essen-
tial.
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Dissociation, alexithymia and impulse regulation are as-
sociated with EDs in order to deal with negative emotions
and regulate negative affect and anxiety3, making all of them
appropriate treatment targets.

Dissociation – «a disruption in the integrated functions of
consciousness, memory, identity, and perception of the environ-
ment»4 – is frequent among patients with EDs5,6, and often as-
sociated with childhood abuse or traumas7-9. Dissociation
seems important in determining bingeing severity10-12, and rele-
vant amnesia and timelessness, as well as feelings of deperson-
alization and derealisation13, are considered common proper-
ties of a binge episode14. Emotional disavowal, disturbed body
image and deficits in the ongoing development of Self Concept
may link EDs with dissociation15,16 but also with self-injurious
behaviours17, similarly typical features of the disorder.

In addiction alexithymia, with its four clusters of cognitive
and affective characteristics18 and assessed by the Toronto
Alexithymia Scale (TAS20)19, has been reported in people
with EDs with rates between 23 and 77%20. Patients with
EDs indeed show significant difficulties in identifying their
feelings and expressing them verbally, attempting to avoid
feared sensations and emotional experiences in general, with
reduced ability to symbolize21, partly explaining poor re-
sponse to treatment22. 

Finally, impulsivity, a behavioural aspect of emotion dys-
regulation23, has been found to be associated with EDs char-
acterized by bingeing and/or purging24 regulating negative
affect and anxiety.

Most people with eating disorders should be managed on an
outpatient basis with psychological treatment mainly focussed
on peculiar cognitive, emotional, and behavioural and person-
ality attitudes such as alexithymia an affect dysregulation, im-
pulse discontrol and dissociation proneness25. In the absence of
robust evidence, cognitive behavior therapy has shown prelim-
inary, promising results26, but there is the need for further ex-
perimental research before recommending that for implemen-
tation. Our study aimed to assess the effectiveness of intensive
psychological treatment for EDs, with particular reference to
dissociation, alexithymia and impulse regulation.

METHODS

Setting

The research project was approved by the Ethics Committee
of Milano Bicocca University, and carried out at the Specialist
Practice for EDs, San Gerardo Hospital Care Trust, Monza, Italy.

Treatment model

After a psychiatric assessment followed by a multidiscipli-
nary evaluation, including physical condition, three female psy-
chotherapists, with ten years of experience in treating ED pa-
tients, delivered the treatment. This was based on cognitive re-
structuring techniques, emotional literacy and regulation, aiming
at reducing ED symptoms: weight recovery and/or cessation of
binge eating and food dysregulation, but also dissociation prone-
ness, alexithymia, impulse regulation, pathological perfection-

ism, brooding, distorted body image, control and sense of per-
sonal worthlessness27. This was complemented with dynamic-ori-
ented, supportive psychotherapy elements, building a bond of
trust that makes possible to broaden the self-perception and the
self-organization with the reduction of the pathological split be-
tween body and mind, and identifying emotions and thoughts,
regenerating connections with the experience of an affective
state collapsed in eating symptom28. The psychotherapeutic
treatment, generally, can last more than a year with one session
per week.

Participants and procedures 

The sample consisted of eight consecutively admitted female
subjects with EDs. Axis I and II diagnostic evaluation was made
according to DSM IV-TR criteria29 and personality was assessed
with the Q-sort SWAP-20030.

Baseline and one year follow-up assessments were completed
on January and December 2011 with the following set of tools.

Eating Disorders Inventory 2

This 91-item self-report tool measures various symptoms of
eating disorders31,32. It also provides standardized subscale scores
on 11 clinically relevant dimensions, i.e., Drive for thinness (DT),
Bulimia (BU), Body dissatisfaction (BD), Ineffectiveness (IN),
Perfectionism (P), Interpersonal distrust (ID), Interoceptive
awareness (IA), Maturity fears (MF), Asceticism (A), Impulse
regulation (I), Social insecurity (SI). In the present study, for peo-
ple with anorexia nervosa, we considered as a measure of efficacy
also the BMI. 

The Dissociative Experiences Scale

The Dissociative Experiences Scale (DES) is a widely used
self-report instrument that measures dissociation33. It includes
28 questions on various dissociative experiences. For each
item, respondents score between 0 and 100% and the general
score is calculated by the average of all the answers. A DES
cut-off score of 15 to 20 is characteristic of dissociative disor-
ders34. In the present study we treated DES as a continuous
variable. 

Toronto Alexithymia Scale

TAS-20 is the most widely used self-report measure of alex-
ithymia35-37. It consists of three subscales, difficulty in identifying
feelings and distinguishing them from bodily sensation (DIF); dif-
ficulty in describing feelings to others (DDF); and an externally
oriented style of thinking (EOT). Respondents use for each item
a Likert scale ranging from 1 (strongly disagree) to 5 (strongly
agree). 

Data analysis

We used Statistics 6 for Windows for data processing. First,
normal distribution of the variables investigated – DES, TAS20,
EDI 2 – was tested with Kolmogorov-Smirnov test. In order to
evaluate the improvement in dissociative experiences, alexithymia
and impulse regulation, we carried out relevant pre-post compar-
isons (mean and SD) using Wilcoxon test. Statistical significance
level was set at p<.05.
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RESULTS

Descriptive data of individuals in the clinical sample are
shown in Table 1. 

The sample comprised eight middle class female subjects,
aged between 19 and 45 years, Italian native, with 13.12
(SD=2.47) years of education. According to DSM-IV-TR cri-
teria, three subjects were suffering from restrictive anorexia
nervosa (R-AN), two from bulimia nervosa (BN), and three
from eating disorders not otherwise specified (EDNOS). Not
surprisingly38, more than half of the patients met criteria for
an Axis II diagnosis and had had previous treatments.

Six out of eight subjects had a score >50 on the
SWAP200 – High Functioning Scale30, with a good overall
functioning making them appropriate for psychological treat-
ment. Furthermore, we built a checklist, including all core
characteristics typical of EDs, regardless of single disorder’s
features (Table 2). All 8 patients met listed characteristics.

Kolmogorov-Smirnov test showed non-normal distribu-
tion for all the three variables – DES, TAS20, EDI 2 – thus,
non-parametrical statistical tests have been used. 

One year follow-up

We tested pre- post-treatment (T1/T2) differences in the
experimental sample. Wilcoxon test showed significant re-
ductions in DES score as well as in two subscales of the EDI-
2, Impulse Regulation and Body Dissatisfaction (I-EDI2 e
BD-EDI2). However, as measured by TAS-20, alexithymia
did not show any change (Table 3). Furthermore the three
subjects with Anorexia Nervosa showed a stable (one) and
higher (two) BMI (Table 1). 

DISCUSSION

We could study a wide range of women with EDs, sharing
core EDs characteristics, regardless of single disorder’s cate-

gorical features. Our study shows that psychotherapeutic treat-
ment significantly reduce at one year follow-up dissociative ex-
periences but also impulse regulation and body dissatisfaction,
though alexithymia domains remained unchanged. People
with EDs have a great deal of dissociative experiences6,14,39. In-
tensive psychotherapeutic treatment may reduce dissociative
proneness, supporting the patient to elaborating her vulnera-
bility due to previous traumatic experiences establishing a link
with them. Furthermore, giving freedom to speaking and lis-
tening seems producing a drop in impulsiveness, which can be
communicated rather than acted. We value important also the
decrease in body dissatisfaction, because it may play a role in
EDs development and maintenance40, but also may mediate
on emotional factors, such as intolerance towards negative
emotions41. In addition, two out the three AN-R cases showed
an improvement in BMI. As regards alexithymia our findings
could not show any change associated with psychotherapeutic
treatment. Though alexithymia may well be a core psycholog-
ical feature of EDS42, it has been already found it remains un-
changed regardless of improvement in EDs symptoms43, possi-
bly because of its deep emotional nature. 

We acknowledge several limitations of our study. First,
given the exploratory nature of the study, the sample size was
inevitably low, under powering our findings. In addition,
scheduled one-year follow-up possibly struggles capturing
long-term changes typical of psychotherapeutic treatment.
Furthermore, though the sample is not homogeneous in
terms of diagnostic features EDs, it may be seen with a
“transdiagnostic model”44,45, appropriate for a NHS, “real
world” trial. 

CONCLUSIONS

This work confirms the effectiveness of psychotherapy in
people with EDs as regards dissociative moments, impulsivi-
ty and body dissatisfaction. On the contrary, alexithymia – a
core psychological characteristic of the disorder – remains
stable. 

Psychoterapeutic treatment of eating disorders may improve dissociative experiences and impulse regulation but not alexithymia
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Table 1 - Descriptive characteristics of cases

Cases Gender Age Axis I Axis II BMI Baseline BMI 
1 year 

follow-up

ED Previous
Treatments

A F 22 ANR — 15.5 17.30 No

B F 26 ANR Obsessive 14.53 14.53 Yes

C F 35 ANR Histrionic 15.23 16.01 Yes

D F 19 BN Borderline 23.88 22.05 Yes

E F 32 BN — 22.86 21.57 Yes

F F 22 NAS Avoidant 25.39 21.87 No

G F 45 NAS Obsessive/
Schizoid

ND ND Yes

H F 22 NAS — 35.16 36.32 No

Legenda: ANR= Anorexia Nervosa Restricting Type; BN= Bulimia Nervosa; EDNOS= Eating Disorder Not Otherwise Specified; DP= Per-
sonality Disorder; BMI= Body Mass Index (kg/m2). BMI ≤17.5: significantly underweight; 17.6-18.9: underweight; 19.0-19.9: low weight; 20.0-
24.9: normal weight; 25.0-29.9: overweight; ≥ 30: obesity. T1= Initial observation; T2= Final observation; ND= not determined because the
patient refuse to weight.
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Further research, involving larger and homogenous sam-
ples, is needed in order to investigate the generalizability of
these findings and to determine the role of dissociation, im-
pulse regulation and alexithymia in EDs. The choice of meas-

uring instruments represents a relevant difficulty in method-
ological studies on alexithymia. As argued «the evaluation of
the psychological trait that we want measure is inevitably de-
pendent on the ability of the subject to report what he feels.
Paradoxically, this ability is that should be insufficient in
alexithymia»46. It might be actually appropriate rethinking
alexithymia in terms of different tools and modalities or re-
spect the theoretical underlying conceptions47. 
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Table 3. Pre- post-treatment differences at one year follow-up

Baseline (T1) One year 
follow-up (T2)

p T1 vs T2

Mean (SD) Mean (SD)

EDI2 124.38 (60.25) 79.29 (64.43) ,18

DT-EDI 14.00 (7.13) 8.14 (7.84) ,09

BU-EDI 9.13 (9.51) 4.29 (7.67) ,11

BD-EDI 18.13 (8.03) 11.71 (9.01) ,02

IN-EDI 16.13 (9.34) 10.57 (10.34) ,18

P-EDI 4.13 (2.59) 4.00 (3.37) ,50

ID-EDI 7.25 (4.65) 7.29 (5.71) ,61

IA-EDI 11.13 (10.47) 5.43 (5.94) ,21

MF-EDI 10.00 (8.07) 9.29 (9.79) ,60

A-EDI 9.88 (5.41) 5.14 (2.97) ,08

I-EDI 13.00 (7.89) 4.86 (4.38) ,05

SI-EDI 11.63 (6.50) 8.57 (5.97) ,28

DES 22.38 (15.07) 6.53 (5.29) ,02

TAS20 60.08 (13.90) 53.00 (16.32) ,17

DIS 21.75 (10.02) 19.86 (5.61) ,87

DCS 15.38 (5.60) 14.86 (5.27) ,92

PO 19.50 (6.28) 18.29 (8.14) ,55

- Copyright - Il Pensiero Scientifico Editore downloaded by IP 18.97.14.83 Sat, 18 Apr 2026, 12:26:26



Paul T, Schroeter K, Dahme B., Nutzinger DO. Self-injurious17.
behaviour in women with eating disorders. Int J Eat Disord
1995; 18: 99-102.
Taylor GJ, Bagby RM, Parker JDA. Disorders of affect regula-18.
tion: alexithymia in medical and psychiatric illness. Cambridge:
Cambridge University Press, 1997.
Bagby RM, Parker JDA, Taylor GJ. The twenty item Toronto19.
Alexithymia Scale-1. Item selection and cross-validation of the
factor structure. J Psychosom Res 1994; 38: 23-32.
Eizaguirre AE, De Cabezon AO, De Alda IO, Olariaga LJ,20.
Maite J. Alexithymia and its relationship with anxiety and de-
pression in eating disorders. Pers Indiv Differ 2004; 36: 321-31. 
Nicolò MA, Russo L. Una o più anoressie. Borla: Roma, 2010.21.
Markey MA, Vander Wal JS. The role of emotional intelligence22.
and negative affect in bulimic symptomatology. Compr Psychi-
atry 2007; 48: 458-64.
Gratz KL, Roemer L. Multidimensional assessment of emotion23.
regulation and dysregulation: development, factor structure,
and initial validation of the Difficulties in Emotion Regulation
Scale. J Psychopathol Behav Assess 2004; 26: 41-54.
Bulik CM, Klump KK, Thornton L, et al. Alcohol use disorder24.
comorbidity in eating disorders: a multicentre study. J Clin Psy-
chiatry 2004; 65: 1000-6.
National Collaborating Centre for Mental Health Eating Dis-25.
orders. Core interventions in the treatment and management of
anorexia nervosa, bulimia nervosa and related eating disorders.
Leicester: The British Psychological Society, 2004.
Dalle Grave R, Calugi S, El Ghoch M, Conti M, Fairburn CG.26.
Inpatient cognitive behavior therapy for adolescents with
anorexia nervosa: immediate and longer-term effects. Front
Psychiatry 2014; 12: 14.
Fairburn CG, Cooper Z, Shafran R. Cognitive behavior therapy27.
for eating disorders: a transdiagnostic theory and treatment.
Behav Res Ther 2003; 41: 509-28.
Priori M, Quagliata E. Transfert e disturbi alimentari in età evo-28.
lutiva. Relazione presentata al Centro di Psicoanalisi Romano,
2005.
American Psychiatric Association. Diagnostic and statistical29.
manual of mental disorders: DSM-IV-TR 4ª ed. American Psy-
chiatric Publication, 2000.
Westen D, Shedler J, Lingiardi V. La valutazione della perso-30.
nalità con la SWAP200. Milano: Raffaello Cortina Editore,
2003.
Garner DL, Olmstead MP, Polivy J. Development and valida-31.

tion of a multidimensional eating disorders inventory for
anorexia nervosa and bulimia. Int J Eat Disord 1983; 2: 15-35.
Rizzardi M, Trombini E, Trombini G. EDI-2, Eating Disorder32.
Inventory-2. Firenze: OS (Organizzazioni Speciali),1995.
Bernstein EM, Putnam FW. Development, reliability, and valid-33.
ity of a dissociation scale. J Nerv Ment Dis 1986; 174: 727-35.
Steinberg M, Rounsaville B, Cicchetti D. Detection of dissociative34.
disorders in psychiatric patients by a screening instrument and a
structured diagnostic interview. Am J Psychiatry 1991; 148: 1050-4.
Taylor GJ, Bagby RM, Ryan D. Criterion validity of the Toron-35.
to Alexithymia Scale. Psychosom Med 1988; 50: 500-9.
Polivy J, Herman CP. Causes of eating disorders. Ann Rev Psy-36.
chol 2002; 53: 187-213.
Parker JDA, Taylor GJ, Bagby RM. The Twenty Item Toronto37.
Alexithymia Scale – III Reliability and factorial validity in a
community population. J Psychosom Res 2003; 55: 269-75.
Cassin S.E, von Ranson KM. Personality and eating disorders: a38.
decade in review. Clin Psychol Rev 2005; 25: 895-916.
Iancu I, Cohen E, Yehudab YB, Kotlera M. Treatment of eating39.
disorders improves eating symptoms but not alexithymia and
dissociation proneness. Compr Psychiatry 2006; 47: 189-93.
Rohde P, Stice E, Marti CN. Development and predictive ef-40.
fects of eating disorder risk factors during adolescence: impli-
cations for prevention efforts. Int J Eat Disord 2015; 48: 187-98. 
Koskina N, Giovazolias, T. The effect of attachment insecurity in41.
the development of eating disturbances across gender: the role
of body dissatisfaction. J Psychol 2010; 144: 449-71.
Guttman H, Laporte L. Alexithymia, empathy, and psychologi-42.
cal symptoms in a family context. Compr Psychiatry 2002; 43:
448-55.
Schmidt U, Jiwany A, Treasure J. A controlled study of alex-43.
ithymia in eating disorders. Compr Psychiatry 1993; 34: 54-8.
Fairburn CG. Cognitive behaviour therapy and eating disorder.44.
New York: The Guilford Press, 2008.
Dakanalis A, Carrà G, Calogero R, et al. Testing the cognitive-45.
behavioural maintenance models across DSM-5 bulimic-type
eating disorder diagnostic groups: a multi-centre study. Eur Arch
Psychiatry Clin Neurosci 2014 Nov 22. [Epub ahead of print].
Porcelli P. Updates on the construct of alexithymia. 2005.46.
www.psychomedia.it/pm/answer/psychosoma/porcelli-alex-
2005.htm
Parling T, Mortazavi M, Ghaderi A. Alexithymia and emotion-47.
al awareness in anorexia nervosa: time for a shift in the meas-
urement of the concept? Eat Behav 2010; 11: 205-10.

Psychoterapeutic treatment of eating disorders may improve dissociative experiences and impulse regulation but not alexithymia

Riv Psichiatr 2015; 50(3): 143-147

147

- Copyright - Il Pensiero Scientifico Editore downloaded by IP 18.97.14.83 Sat, 18 Apr 2026, 12:26:26


