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Abstract:
Background:

There is a high incidence of alexithymia in people who report medically unexplained symptoms. There have been limited studies on the prevalence
of alexithymia in patients with medically unexplained physical symptoms (MUPS) in various ethnic and cultural backgrounds.

Objective:
This study aimed to estimate the prevalence of alexithymia in patients with MUPS and examine their socio-demographic data.

Methods:

In this cross-sectional study, 196 patients with MUPS were recruited from tertiary care internal medicine and neuropsychiatry clinics during the
first quarter of 2019. Patients completed a structured interview; socio-demographic and medical history data were collected. Somatic symptom
severity was assessed using the Arabic version of the Patient Health Questionnaire (PHQ-15). Alexithymia was assessed using the Arabic version
of the Toronto Alexithymia Scale.

Results:

General fatigue was the most common complaint observed, followed by headache and dyspepsia. In addition, 73.5% of patients had a high Patient
Health Questionnaire score, 17.9% had somatic symptoms of medium severity, while 8% and 0.5% had low and marginal somatic symptoms,
respectively. Alexithymia was presented in 49.5%, 22.9% had no alexithymia, and 27.6% had borderline/intermediate alexithymia.A weak positive
correlation (r<0.4) was found between somatic symptom severity and alexithymic psychopathology (r=0.277;p<0.05). Only the ‘difficulty
identifying feelings’ dimension of alexithymic psychopathology was positively correlated with the severity of somatic symptoms (r=0.271;p<0.05).

Conclusion:

Alexithymia is associated with the development of MUPS.

Keywords: Medically unexplained physical symptoms, Alexithymia, Somatic symptoms, Toronto alexithymia scale (TAS-20), Patient health
questionnaire (PHQ-15), Dyspepsia.
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1. INTRODUCTION

In general practice, it is normal to encounter patients with
no medical explanation for their symptoms and no medical
diagnosis. According to the literature, incidences of this
phenomenon range from 10 to 50%, with significantly higher
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incidences in specialty clinical settings [1 - 3]. A cross-
sectional design has most often been employed in
investigations involving patients with medically unexplained
physical symptoms (MUPS). These investigations aim to
explore whether symptoms could be signs of a psychiatric
illness or linked to common predisposing or triggering factors
for psychiatric illness. Medically unknown clinical
manifestations are often linked with psychological pathology in
patient groups. Indeed, anxiety, depression, and dissociative
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symptoms have been shown to be linked with MUPS [4]. This
is of clinical significance because most patients with MUPS are
able to comprehend that their physical symptoms may be
associated with stress or anxiety [5].

MUPS are also strongly associated with personality
pathology; numerous studies have reported that personality
defects are often associated with somatoform disorders [6]. In
addition, it has been observed that MUPS are correlated with
personality traits such as hypochondriac concern and excessive
disease conduct [7]. Personality pathology is assumed to be a
predisposing factor in the precipitation of MUPS, and it is
thought that alexithymia plays an essential part in it [8].

Alexithymia has been described as a personality trait
characterized by difficulty in distinguishing and understanding
emotions, a reduced capacity for creativity and imagination,
and externally focused thought rather than focusing on the
experience of reality [9]. Given that patients with alexithymia
are not expected to fully understand that physical symptoms
can be somatic representations of emotions, they are
considered to be more likely to falsely attribute physical signs
to physical illness and to request medical attention for
symptoms with no underlying medical cause. Therefore,
alexithymia is known to be a predisposing and persistent factor
in the occurrence of MUPS, contributing to one of the
somatoform disorders [10, 11]. Various studies, usually non-
clinical trials, have reported a correlation between alexithymia
and multiple somatization interventions. Not all patients with
MUPS have alexithymic features of the same magnitude; thus,
the prognosis of patients with severe alexithymia is considered
to be less positive than that of patients who have milder
alexithymia [12 - 14].

Given the limited number of studies on the contribution of
alexithymia in the persistence of MUPS, the present study
investigated the prevalence of alexithymia in patients with
unexplained physical symptoms. Our study was conducted in
Egypt, where there is a lack of epidemiological studies;
notably, alexithymia is also a culture-sensitive issue and can
vary according to cultural differences [15].

2. MATERIALS AND METHODS

2.1. Participants

This was a cross-sectional study conducted on 196 patients
with MUPS. Patients were recruited from tertiary care internal
medicine and neuropsychiatry clinics during the first quarter of
2019. Ethical approval was obtained from the research review
board at Alexandria University’s School of Medicine. All
participants gave written consent.

The inclusion criteria for participation in this study are as
follows: Patients presented with persistent MUPS for which no
identifiable medical cause was found after proper medical
examination and investigations, they had experienced MUPS
for at least for 3 months, and these had led to dysfunction, and
were adults aged less than 60 years.

The exclusion criteria are as follows: Pregnant women,
patients with immune compromising diseases, those with active
substance abuse (urine screening for cannabis, opiates,
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amphetamine, cocaine, barbiturate, benzodiazepines), patients
with  psychotic symptoms (assessed by consultant
psychiatrists), and patients in whom the current medical
condition fully contributed to the presenting symptoms.

All patients provided signed informed consent. Details
about the enrolled patients were collected prior to the start of
the study. The selected patients were subjected to a structured
interview.

2.2. Demographic Data and Medical History

2.2.1. Socio-demographic Data

Data on age, sex, residence, educational level, marital
status, socio-economic level, and employment status were
collected.

2.2.2. Present Medical History

Data on complaints, onset, course, duration, precipitating
factors, variation of symptoms, diurnal, weekly, weather and
seasonal, medical care setting and specialities visited, previous
investigations, management options, response, and body mass
index were collected.

2.2.3. Past Medical History

Data on medical comorbidities, drug history, allergies to
food, non-food, or drug/chemical allergies, and surgical history
were collected.

2.2.4. Psychiatric History

Data on psychiatric comorbidities, history of substance
abuse, and stressors were collected.

2.2.5. Family History

Data on similar symptoms in family and psychiatric family
history were collected.

2.2.6. Personal Habits

Data on smoking and history of alcohol and substance
misuse were collected.

2.3. The Patient Health Questionnaire

The somatic symptom severity of patients was recorded
using the Arabic version of the Patient Health Questionnaire
(PHQ-15) [16]. The PHQ-15 is one of the most suitable scales
for assessing somatic symptoms in large-scale studies. It has
well-established psychometric properties, measures relevant
symptoms, and is relatively short. The Arabic version of the
PHQ-15 has been validated and shown to be a reliable tool. It
consists of a self-report questionnaire composed of 15 items,
each scored between 0 to 2, resulting in a total possible severity
score of 0 to 30. This was calculated by assigning scores of 0,
1, and 2, respectively, to the response categories of “not at all,”
“bothered a little,” and “bothered a lot.” PHQ-15 scores of <4,
5, 10, and 15 represent the cut-off points for no/minimal, low,
medium, and high somatic symptom severity, respectively.
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2.4. The Arabic Version of the Toronto Alexithymia Scale

The Toronto Alexithymia Scale (TAS-20) [17] is a
multidimensional self-report instrument consisting of 20 items,
each of which is scored on a 5-point Likert scale, from 1
(strongly disagree) to 5 (strongly agree). The three measured
variables include difficulty identifying feelings (DIF),
difficulty describing feelings (DDF), and externally-oriented
thinking (EOT) [17]. The total possible score is 20 to 100. DIF
scores range from 7 to 35, DDF scores from 5 to 25, and EOT
scores from 8 to 40. More serious alexithymia is indicated by
higher scores. Respondents were classified into the following
categories using the total TAS-20 score: alexithymic (scores>
61), borderline/intermediate (scores between 51 and 60), and
non-alexithymic (scores < 50).

2.5. Statistical Analysis

Data were analyzed using IBM SPSS software package
version 20.0. Qualitative data are presented as the number and
percentage. The Kolmogorov-Smirnov test was used to validate
the normality of distribution. Quantitative data are described
using the range (minimum and maximum), mean, standard
deviation, median, and interquartile range. Results were
considered significant at the 5% level.

3. RESULTS

A total of 169 patients with MUPS recruited from tertiary
care internal medicine and neuropsychiatry clinics were
included in this study.

Rady et al.

3.1. Socio-demographic Profile

The study included 176 female patients and 20 male
patients (male-to-female ratio = 1:9). Participants were
categorized into three age groups; young adults aged 18 to 35
years constituted 88.8% (n=174), middle-aged adults aged 36
to 45 years constituted 5.6% (n=11), and older adults aged 46
to 60 years constituted 5.6% (n=11). Concerning the place of
origin of patients, 85.7% (n=168) were from a city, while
13.8% (n=27) were from the countryside and only 0.5% (n=1)
were Bedouin. Detailed socio-demographic details of the
enrolled patients are shown in Table 1.

3.2. The Clinical Profile of Patients

Present somatic symptoms were assessed using the
PHQ-15. The distributions of patients’ complaints are
presented in Table 2. “Feeling tired or having low energy” was
the most common complaint observed, about which the
patients were highly bothered. The second most common
complaint was “Headaches,” followed by “Nausea, gas, or
indigestion.”

The severity of somatic symptoms was measured using the
PHQ-15 total score, according to which patients were
distributed in the following four subgroups: minimal, low,
medium, and high. In the enrolled subjects, 73.5% of the
patients had a high somatic symptom severity, 17.9% had
medium severity somatic symptoms, while 8% and 0.5% had
low and minimal severity somatic symptoms, respectively
(Table 3).

Table 1. Distribution of the studied cases according to socio-demographic data (N = 196).

Sociodemographic Characteristics No. %
Gender
Male 20 10.2
Female 176 89.8
Age (Years)
18-35 174 88.8
36-45 11 5.6
46 — 60 11 5.6
Marital Status
Single 106 54.1
Married 80 40.8
Divorced 8 4.1
Widowed 2 1.0
Hometown/Origin
City 168 85.7
Countryside 27 13.8
Bedouin 1 0.5
Habitat
Same as hometown 123 62.8
Moved 73 372
Living Situation
Alone 11 5.6
With Family 181 923
With Extended Family/Relatives 4 2.0
Education Level
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(Table 1) contd.....
Sociodemographic Characteristics No. %
Secondary School 2 1.0
Diploma 4 2.0
University 190 96.9
Employment Status
Unemployed 70 35.7
Casual employee 21 10.7
Permanent or fixed-term employee 101 51.5
Early Retirement (<60 years old) 4 2.0
Socioeconomic Level
Low 6 3.1
Low-Middle 97 49.5
Middle 85 434
High 8 4.1
Table 2. Patients complaints according to items of PHQ-15 (n = 196).
Not Bothered Bothered
PHQ-15 Items Bothered A little A lot
No. % No. % No. %
Feeling tired or having low energy 7 3.6 19 9.7 170 86.7
Headaches 15 7.7 87 44.4 94 48.0
Nausea, gas, or indigestion 18 9.2 58 29.6 120 61.2
Trouble sleeping 24 12.2 63 32.1 109 55.6
Pain in arms, legs or joints 26 133 64 32.7 106 54.1
Back pain 27 13.8 73 37.2 96 49.0
Stomach pain 33 16.8 81 41.3 82 41.8
Feeling your heart pound or race 38 19.4 75 383 83 423
Constipation, loose bowels, or diarrhea 38 19.4 73 37.2 85 434
Dizziness 40 20.4 86 43.8 70 35.7
Menstrual cramps or other problems with periods 58 29.6 70 35.7 68 34.7
Chest pain 65 332 81 41.3 50 25.5
Shortness of breath 69 352 59 30.1 68 34.7
Sexual intercourse pain or problems 144 73.5 33 16.8 19 9.7
Fainting spells 167 85.2 27 13.8 2 1.0

Table 3. Distribution of the studied cases according to somatic symptoms severity and their perceived difficulty (n = 196).

- No. | %
Total PHQ-15 Score
Minimal (0 —4) 1 0.5
Low (5-9) 16 | 8.2
Medium (10 — 14) 35 1179
High (15 -30) 144 | 73.5
Min. — Max. 3-28
Mean = SD. 17.31 £5.02
Median 18
How difficult have these problems made it for you to do your work, take care of things at home, or get along with other people?
Not Difficult at all 3 1.5
Somewhat Difficult 97 1495
Very Difficult 65 |33.2
Extremely Difficult 31 | 158
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Table 4. Symptoms analysis of the studied cases (n = 196).
Symptoms Analysis No. Y
Onset
Acute 33 16.8
Gradual 163 83.2
Course
Progressive 55 28.1
Intermittent 111 56.6
Regressive 3 1.5
Stationary 27 13.8
Symptoms Variation
Diurnal Variation
No variation 98 50.0
Morning 34 17.4
Afternoon 21 10.7
Evening 43 21.9
Weekly Variation
No variation 145 74.0
Weekdays 42 214
Weekends 9 4.6
Weather/Seasonal Variation
No variation 135 68.9
Hot Weather/Summer 34 17.3
Cold Weather/Winter 27 13.8
Menstrual Variation (n=176)
No variation 63 35.8
Premenstrual 70 39.8
During Mensis 35 19.9
After end of Mensis 8 4.5
Precipitating Factors
No 101 51.5
Yes 95 48.5
With Precipitating Factors (n=95)
Personal Stressors (Unspecified) 36 18.4
Work and Financial Stressors 16 8.2
Relational or Marital Problems 14 7.1
Pregnancy and Delivery 11 5.6
Educational Stressors 9 4.6
Death or illness of a family member 2.0
Others 5 5.0
Duration (months)
Min. — Max. 3-22
Mean = SD. 33.90 +£29.88
Median 18

Patients” symptoms were further analysed for clinically
pertinent parameters, including onset, course, diurnal variation,
seasonality, and relation to the menstrual cycle in women, and
precipitating factors. These details are presented in Table 4.

The weight and height of the patients were recorded, and
the body mass index was calculated (Table 5). Patients were
categorized into the following categories according to their
scores: 36.2% of the patients had an ideal weight, while 30.6%
and 28.1% were overweight and obese, respectively. The mean

body mass index was 27.01 + 6.09 (kg/m?).

Allergy history, including food allergy, non-food allergy,
and sensitivity to chemicals/drugs, was recorded. Parallel to
emerging MUPS, new sensitivities in the enrolled subjects
were recorded in a significant portion. These results revealed
that 5.6% of patients developed a new food allergy, 9.2% of
patients developed a new category of allergies, and around
25% of patients developed one or more new sensitivities to
chemicals and/or drugs (Table 6).
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Queries related to personal habits revealed that 4.1% of
patients (n=8) were smokers, 1% (n=2) had a history of
substance abuse, and 0.5% reported a history of alcohol intake.

Based on the total score, patients were divided into those
who had alexithymia (49.5%), borderline/intermediate
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alexithymia (27.6%), and non-alexithymic (23%) (Table 7).

The mean score was 59.24 + 12.77, while the median was
60. For the TAS-20 subscales, patients had a mean score of
23.14 £ 6.87, 15.43 £ 4.60, and 20.67 + 4.72 for the DIF, DDF,
and EOT subscales, respectively (Table 8).

Table 5. Distribution of the studied cases according to BMI (n = 196).

Body Mass Index (BMI) No. %

BMI (kg/m’)
Underweight (<18.5) 10 5.1
Ideal (18.5—24.9) 71 36.2

Overweight (25.0 —29.9) 60 30.6
Obese (>30) 55 28.1
Min. — Max. 14.50 — 46.10
Mean + SD. 27.01 +6.09

Median 26.05

Table 6. Allergy/Sensitivities status of the sample (n = 196).

Since Birth New No Sensitivity
Allergy/Sensitivities
No. % No. % No. Y%
Food Allergy 12 6.1 11 5.6 173 88.3
Non-food Allergy 63 32.1 18 9.2 115 58.7
Sensitivity to Chemicals/Drugs 21 10.7 48 24.5 127 64.8

Table 7. Distribution of the studied cases according to TAS-20 score (n = 196).

TAS-20 score No. %

No Alexithymia (<50) 45 22.9

Borderline or intermediate alexithymia (51 —60) 54 27.6

Alexithymia (>61) 97 49.5

Table 8. TAS-20 subscales scores in patients with MUPS (N = 196).

- Mean + SD. Median

Difficulty identifying feelings (DIF) 23.14+£6.87 23

Difficulty describing feelings (DDF) 15.43 +£4.60 15

Externally oriented thinking (EOT) 20.67 £4.72 21

Total Toronto Alexithymia Scale (TAS-20) 59.24+12.77 60

Pearson’s correlation analysis revealed a weak positive
correlation between the TAS-20 score and the severity of
somatic symptoms as measured by the PHQ-15 (r=0.277,
p<0.05). This positive correlation was interpreted as weak
because Spearman’s correlation coefficient was above 0.2 but
less than 0.4. Only the DIF dimension score of the TAS-20
showed a weak positive correlation with the PHQ-15 score
(r=0.271, p<0.05); scores of the DDF and EOT dimensions
were not significantly correlated with the PHQ-15 score (Table
9).

A significant positive association was found between
suicidal thoughts and/or death wishes and the total PHQ-15
score, highlighting the need for risk assessment in patients with
MUPS. Patients who reported death wishes or suicidal thoughts
had more severe somatic symptoms than those who did not
(p<0.001), which was revealed by a linear regression analysis
using death wishes and/or suicidal thoughts as the dependent
variable and the PHQ-15 score as a covariate (Table 10).
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Table 9. Correlation between PHQ-15, TAS-20 and individual dimensions scores of Alexithymia (DIF,DDF and EOT) in

patients with MUPS (N = 196).

Patient Health Questionnaire (PHQ-15)
- .
Difficulty identifying feelings (DIF) 0.271%
Difficulty describing feelings (DDF) 0.182
Externally oriented thinking (EOT) 0.177
Total Toronto Alexithymia Scale (TAS-20) 0.277*

r,: Spearman Correlation Coefficient (weak correlation r, 0.2 to 0.39 ; strong correlation r, 0.4 to 0.69)

#p<0.05

Table 10. Association between having death wishes and/or suicidal thoughts and PHQ-15 (n=196).

Patients who had Death Wishes and/or Suicidal Thoughts N

PHQ-15 Score
Mean + SD.

Test of Sig.| P

No

88| 1591 +532

Yes

t=3.637* |<0.001*
108| 18.45+4.48

t: Student t-test
p: p value for association between the studied categories
*: Statistically significant at p < 0.05

4. DISCUSSION

Mental health conditions are marked by an excessive
emphasis on physical (somatic) symptoms that potentially
cause anxiety and/or interfere with regular activities.
Somatization, coupled with a severe cognitive disability, is one
of the most common challenges in health care systems; hence
their credible and accurate acquisition is critically appropriate.
Somatoform signs are marked by medically unexplained signs,
which tend to continue for a prolonged duration [18, 19]. A
growing body of scientific data indicates that the term
“functional” rather than“medically unexplained” is justified in
these situations [20]. These diseases, which can have
developmental, predisposing, and initiating causes, most likely
have multifactorial causes. Of these, stress is the most
prevalent, and these factors have also been related to toxic
stress encountered in childhood [21, 22]. Sensitization of the
central nervous system tends to be the central mechanism of
functional disorders. This may induce a multitude of symptoms
from the overactive autonomous nervous system, and this
perspective has been supported by recent functional magnetic
resonance imaging experiments [23]. Previous work has shown
that symptoms in patients with functional disorders,
particularly those that are associated with pain, can be largely
attributed to central sensitization. In patients with MUPS,
neuroimaging studies have shown associated changes in the
gray matter of areas related to pain processing, including the
periaqueductal gray matter, thalamus, somatosensory cortex,
and insula. Increased levels of glutamate (the main excitatory
amino acid) and decreased levels of gamma-aminobutyric acid
(the main inhibitory amino acid) have been found in the insular
cortex. Endogenous pain modulatory networks can be altered,
leading to exaggerated pain on the application of a painful
stimulus and even painful sensations from normally unpainful
stimulation. The imbalance between neuronal networks that
increase and decrease the nociceptive effect of such stimuli is
considered a major component of the central sensitization
phenomenon implicated in functional disorders [23, 24].

In  primary care and student  populations,
somatization/somatic symptom reporting is often evaluated
using the PHQ-15 [25]. The PHQ-15 is a self-administered
scale that assesses somatic symptoms and has been regularly
employed in medical studies and clinical practice [26]. This
study aimed to determine the prevalence of alexithymia in
patients with MUPS and to analyze the relationship between
MUPS and socio-demographic variables.

The study recruited 196 patients with a broad socio-
demographic profile, and no significant correlation was found
between the socio-demographic attributes and the incidence of
alexithymia in patients with MUPS.

Present somatic symptoms were assessed using the
PHQ-15. The most common complaint for which the patients
were highly bothered was “Feeling tired or having low
energy,” followed by ‘“headaches” and ‘“nausea, gas, or
indigestion.” In addition, 73.5% of patients had high severity
somatic symptoms, 17.9% had medium severity somatic
symptoms, and 8% and 0.5% had low and minimal somatic
symptoms, respectively.

Most patients could not recall the precipitating factor
responsible for the associated somatic symptoms and could not
specify any specific time period during which the incidence of
the stated symptoms reached peak intensity. The small group of
enrolled patients who were able to specify the factors
predominantly attributed the occurrence of somatic symptoms
to stress. In addition, 89.3% of patients with MUPS had no
chronic physical diseases, no food or non-food allergies, and
no sensitivity to chemicals or specific drugs. Nearly half of the
patients with MUPS had alexithymia, while nearly a quarter
had borderline alexithymia or did not have alexithymia.

Emotional information is processed differently in patients
with MUPS, which is relevant in the context of alexithymic
deficiencies. For example, according to the Bioinformational
Theory of Emotion, emotional memories are retained in
perceptual circuits assembled of explanatory, meaning-related,
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and response-related information [27]. Stimulation of any of
these elements can, to some extent, activate other parts of the
circuit. In contrast to non-alexithymic people, those with
alexithymia tend to have fewer cohesive memory networks for
emotion. This could explain why patients with alexithymia
have difficulty expressing their emotions accurately [28, 29].

Recent research studying alexithymia from a non-
emotional perspective has suggested that it could instead be
related to difficulty interpreting signals coming from various
body organs. This novel area of research has replaced the
traditional view of alexithymia as a defective capacity to
process emotions, yet further research is still required [30].

The present study found a high prevalence of alexithymia
(49.5%) and identified culture-sensitive socio-demographic
characteristics in patients with MUPS. Observational studies
across different cultures and ethnicities have yielded variable
results. This diversity further complicates the complex
psychological construct of alexithymia and emphasizes the
influence of culture on the mental representation of
psychological suffering associated with difficulty in
processing, understanding, and expressing emotions [31 - 34].

Notably, in alexithymia, a “decoupling” between
subjective emotional perception and mechanisms of emotional
appeals, such as autonomic somatic symptoms and facial
expression, has been reported by several studies, which could
explain the observed effect in the studied group of patients
[35]. This decoupling may be a defining characteristic of
alexithymia and could be responsible for the propensity of
these individuals to misattribute disease, rather than emotion,
to interoceptive stimuli [36]. This notion has been supported by
emerging neuroimaging evidence that has shown inadequate
connectivity between brain regions involved in the
development of various emotional aspects in these patients [37
- 39].

Although previous work has emphasized the role of
symptoms involved in classifying somatic symptoms to better
explain what patients present to physicians, the community
could also play an important role in increasing the general
understanding of somatic symptoms. Population-based
experiments involving single communities could offer more
support for the consideration of normative symptoms in non-
clinical populations and help identify somatization symptoms
[40]. One strength of the present study is that it highlights the
high prevalence of alexithymia in patients with MUPS in a
specific cultural and ethnic background that may be different
from Western cultures, in which the expression of emotions
and ability to show emotions is different.

This challenge may be an intrinsic deficit or may be
indicative of the ability to control strong and unwanted
feelings. In the long-term, the avoidance of recognizing,
explaining, and analyzing emotions can hinder the regulation
of emotional control, suppress sensitivity and annihilation of a
negative impact, and increase distrust in inner interactions.
Alexithymia is challenging for psychotherapy. Moreover,
recent works have been revealed a positive effect of long-term
dynamic psychotherapy [41] and short-term dynamic therapy
[42, 43]. Alexithymia has an effect on psychotherapeutic
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outcomes [44, 45]. These findings highlight the importance of
raising awareness about alexithymia in public health settings.

LIMITATIONS

Our study is limited by the small sample size, which meant
that statistical significance could not be tested; however, the
prevalence of alexithymia in a representative sample of the
population was provided. Furthermore, the socio-demographic
biases associated with the psychometric assessment of patients
with alexithymia could not be removed due to the consecutive
subcategorization of groups and weak statistical results. The
inclusion of psychometric tools and a questionnaire to evaluate
emotional regulations, disease conceptualization, and
somatization as a defence mechanism provides a platform for
future studies and deepens our understanding of alexithymia,
which is an old term yet still enigmatic and scientifically
vague. We did not include psychological testing for diverse
personality traits and constructs; future studies could add this
depth to the analysis by bridging the gap between alexithymia
and MUPS. Although the present study found a significant
association between the severity of somatic symptoms in
patients with MUPS and death wishes, we did not use
psychometric scales to further assess the risk of suicide.

CONCLUSION

It is important to perform in-depth investigations on the
causal mechanisms underlying alexithymic emotion regulation
deficits in a large group of patients. People with alexithymia
may not be able to adequately perceive and interpret emotions
but may have adapted to suppress them, probably because they
have insufficient emotion control. Strong and painful feelings
may seem daunting to them, and there arises the possibility that
patients with alexithymia have learned to suppress their
feelings to the point that they do not recognize them or
differentiate them from other bodily stimuli. Our findings
indicate that therapeutic strategies that encourage emotional
control, emotional resilience, therapeutic flexibility, and a
sense of effectiveness in coping with interactions could help to
overcome alexithymia symptoms and their effect on mental
health, which in turn could reduce MUPS.
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