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Concurrent Validity of Two Observer-Rated
Alexithymia Measures
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The purposes of the present study were to evaluate 1) the correspondence between two observer-
rated alexithymia measures, the Observer Alexithymia Scale and the modified Beth Israel Hospi-
tal Psychosomatic Questionnaire (BIQ) and 2) the psychometric properties of both instruments.
Clinical and counseling psychologists (N�131) used the two instruments to rate outpatients with
various psychiatric diagnoses. Correspondence was excellent; the correlation between the two
scales was 0.69. Moreover, Observer Alexithymia Scale and modified BIQ scores are reliable (to-
tal and subscale alphas were within acceptable ranges), and both theoretical structures were
confirmed. Both instruments can be recommended for alexithymia studies requiring observer
ratings. (Psychosomatics 2002; 43:472–477)
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Alexithymia is a unique personality construct believed
to reflect deficits in emotion processing and regula-

tion.1 These deficits are expressed in many ways. Highly
alexithymic people, for example, have difficulties experi-
encing and expressing emotions; moreover, they are un-
imaginative, literal, socially conforming, and utilitarian.
They lack insight and humor and have not found personal
meaning in life. Finally, in highly alexithymic people, anxi-
ety and tension find outlet in bodily symptoms.2 Severe/
trait alexithymia is associated with many difficult-to-treat
psychiatric disorders (e.g., substance use, posttraumatic
stress disorder, and somatoform and eating disorders) and
general medical problems (e.g., inflammatory bowel dis-
ease, essential hypertension, and functional gastrointestinal
disorders).1,3

The most popular measure of alexithymia is the self-
report 20-item Toronto Alexithymia Scale.4 It is typically

used by itself despite the authors’ recommendation that
clinicians and researchers also collect collateral self- and
observer-rated data. Observer ratings are more difficult to
obtain; thus, even the most promising instruments (e.g., the
modified Beth Israel Hospital Psychosomatic Question-
naire5 and the California Q-Set Alexithymia Prototype2)
have seen limited use. The modified Beth Israel Hospital
Psychosomatic Questionnaire (BIQ) is best completed by
professional raters following a semistructured interview.
The California Q-Set Alexithymia Prototype may be used
by professional and lay judges; however, the procedure re-
quires at least 45 minutes to an hour to complete. To en-
courage the use of observer-rated alexithymia scales, Hav-
iland and colleagues6 developed the Observer Alexithymia
Scale, which is based on alexithymia experts’ descriptions
of the prototypical alexithymic person (in California Q-Set
terms: constricted, anxious, rigid, and withdrawn). The Ob-
server Alexithymia Scale can be completed by professional
or lay raters. Moreover, Observer Alexithymia Scale scores
are reliable, and the instrument’s factor structure has been
confirmed in general population and clinical groups.6,7 Al-
though one would expect high correlations between the
Observer Alexithymia Scale and California Q-Set Alexi-
thymia Prototype similarity scores (a valid alexithymia
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measure), correspondence between the Observer Alexi-
thymia Scale and other observer-rated alexithymia scales
has not been examined. Thus, the primary purpose of the
present study was to evaluate correspondence between the
Observer Alexithymia Scale and the modified BIQ. Our
secondary purpose was to evaluate the psychometric
properties of both measures.

METHOD

Survey

We surveyed by mail a random sample of 1,200 doc-
toral-level clinical and counseling psychologists, all of
whom were American Psychological Association members
providing patient care. Psychologists were asked to think
of a patient (18 years or older) whom they knew very well
and to rate the patient on the Observer Alexithymia Scale,
the modified BIQ, and two emotional responsivity items.
Our first preference was for each to choose a patient with
a DSM-IV axis I diagnosis of substance dependence or
abuse, panic disorder, posttraumatic stress disorder, so-
matoform disorder, or eating disorder. Our second prefer-
ence was for them to choose a patient with acute stress,
generalized anxiety disorder, major depressive disorder, or
dysthymic disorder. We asked them not to choose patients
with delirium or dementia, bipolar disorder, or schizophre-
nia (because the data would be difficult to interpret) or with
an axis II diagnosis of schizoid or antisocial personality
disorder (disorders sharing features with, but distinct from,
alexithymia). Alexithymia is associated with our “first
preference” disorders and not necessarily with the “second
preference” disorders. Our goal was to have a good range
of alexithymia severity in the final sample.

The psychologists also were asked to provide infor-
mation about themselves (sex and age) and their target pa-
tients (sex, age, race/ethnicity, educational level, and psy-
chiatric diagnoses).

Instruments

The Observer Alexithymia Scale is a 33-item inven-
tory, and each item is rated on a 4-point scale (0�never
or not at all like the person; 1�sometimes or a little like
the person; 2�usually or very much like the person; and
3�all of the time or completely like the person). Total
scores can thus range from 0 to 99. The scale structure has
five factors: distant (poor interpersonal skills and relation-
ships), uninsightful (poor stress tolerance, insight, and self-

understanding), somatizing (health worries and physical
problems), humorless (uninteresting and boring), and rigid
(excessive self-control).

The modified BIQ is a revision of Sifneos’ original
Beth Israel Questionnaire,8 and its 12 items are rated on a
7-point scale, ranging from 1 (not true) to 7 (very true).
Possible total score range�1 to 84. Its structure has two
factors: affect awareness (the ability to identify and com-
municate feelings) and operatory thinking (imaginal activ-
ity and externally oriented thinking).

To roughly correspond with the theory of Lane and
colleagues9 that an alexithymic person cannot consciously
experience emotion, we constructed two emotional res-
ponsivity items: “When faced with emotion-provoking
situations, the person 1) consciously experiences emo-
tional feelings that are consistent with the external situa-
tions, and 2) expresses emotions that are consistent with
the external situations.” Both items were rated on a 4-
point scale ranging from 0 (never) to 3 (all of the time)
and reverse-scored. (Clearly, this is an imperfect test be-
cause in individuals with low levels of emotional aware-
ness, emotion may be experienced consciously as somatic
sensations or impulses to action. Thus, the issue is not
whether emotions are consciously experienced, but,
rather, can they be identified as subjective “feelings”—
differentiated, labeled, and described.)

Concurrent Validity

We used Pearson’s correlations to evaluate correspon-
dence between the Observer Alexithymia Scale and the
modified BIQ and between these scales and the two mea-
sures of emotional responsivity.

Psychometric Evaluations

To evaluate internal consistency, we used coefficient
alpha, which generally is thought to be a lower reliability
boundary.10,11

To evaluate the proposed factor structures of the Ob-
server Alexithymia Scale and the modified BIQ, we used
confirmatory factor analysis with EQS software.12 The Ob-
server Alexithymia Scale measurement model assumed
five first-order factors (distant, uninsightful, somatizing,
humorless, and rigid) with a single second-order factor,
alexithymia.6,7 The modified BIQ measurement model hy-
pothesized two first-order factors (affect awareness and op-
eratory thinking), with a single second-order factor, alexi-
thymia. (Fukunishi and colleagues13 have given at least
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partial support for the modified BIQ model with their prin-
cipal components analyses [varimax rotation] in college
student and clinical samples. In both samples, all items
loaded �0.37 on their respective subscales [as hypothe-
sized], and internal consistency reliability estimates all
were adequate.) We used within-dimension item parcels—
two to four items randomly assigned to each parcel—in the
tests of both models.

To evaluate adequacy of model fit, we used the chi-
square test,14 the comparative fit index,15 goodness of fit
index,16 and the root mean square error of approximation.17

Chi-square tests are evaluated in two ways. First, a non-
significant chi-square suggests that the model is a good
representation of the data. Second, if the chi-square statistic
is significant but less than two times the degrees of free-
dom, the model is thought to be a good representation of
the data.18 Comparative fit indexes �0.90 are considered
adequate. The conventional adequacy standard is �0.85
for the goodness of fit index and �0.10 for the root mean
square error of approximation.

RESULTS

Response Rate

Of the 1,200 surveys, 171 (14.3%) were returned, and
of those, complete information was available for 131 (for
several subjects, psychologists failed to answer questions
within the modified BIQ about patients’ dream recall, con-
tent, and frequency). Of the 131 psychologist respondents,
52.7% (N�69) were women, and 47.3% (N�62) were
men. The average age was 51.6 years (SD�9.8).

Patient Characteristics

Of the 131 patients, 70.2% (N�92) were women, and
29.8% (N�39) were men. The mean age was 39.5 years
(SD�11.2). Most were white (91.6%, N�120), and
46.1% had bachelor’s or postgraduate degrees. The most
common first-listed diagnoses were anxiety/posttraumatic
stress (26.7%), anxiety other than posttraumatic stress
(16.1%), eating disorder (14.5%), mood/major depressive
disorder (12.2%), substance dependence (10.7%), mood/
dysthymic disorder (8.4%), and somatoform disorder
(3.0%). Axis II diagnoses were listed for 42 subjects, and
the most common personality disorders were borderline
(33.3%), dependent (16.7%), and not otherwise specified
(16.7%). Axis III diagnoses were listed for 52 subjects.
Although we cannot be certain that the sample included

individuals with severe/trait alexithymia, these figures in-
creased our confidence that such was the case.

Descriptive Statistics

Mean total and subscale scores (for all subjects and by
sex) on the Observer Alexithymia Scale and modified BIQ
are shown in Table 1. The differences between women and
men were unremarkable. For example, men had slightly
higher total scores than women on the Observer Alexithy-
mia Scale (effect size, i.e., the mean difference divided by
the pooled standard deviation19: d�0.10). The largest sex
differences were on the distant and somatizing subscales
(d�0.50 and 0.38, respectively, with men scoring higher
than women on the distant subscale and women scoring
higher than men on the somatizing subscale). Men had
higher total scores than women on the modified BIQ and
higher scores on the affect awareness and operatory think-
ing subscales. The effect sizes, however, were in the small-
to-medium range (d�0.52, 0.37, and 0.57, respectively).

Concurrent Validity

Scale and subscale intercorrelations are presented in
Table 2. The Observer Alexithymia Scale total score
showed moderate-to-good correlations with the total mod-
ified BIQ score (0.69) and the two emotional responsivity
items. Fair-to-moderate correlations were seen between the
modified BIQ total score and emotional experiencing (0.43)
and emotional expressing (0.36). In general, Observer Al-
exithymia Scale total and subscale scores were more highly
correlated with the modified BIQ’s affect awareness sub-
scale (median�0.55, range�0.13 to 0.79) than they were
with total score (median�0.50, range�0.16 to 0.71) and
operatory thinking scores (median�0.36, range�0.16 to
0.48).

Psychometric Evaluations

For the Observer Alexithymia Scale, coefficient alpha
for the total scale was 0.90. Subscale alphas were as follows:
distant�0.87, uninsightful�0.78, somatizing�0.89, hu-
morless�0.87, rigid�0.71. For the modified BIQ, coeffi-
cient alpha for the total scale was 0.85. Alphas for the affect
awareness and operatory thinking subscales were 0.82 and
0.73, respectively.

Consistent with previous confirmatory factor analysis
results for the Observer Alexithymia Scale,6,7 the largest
sources of model misfit in the initial run were correlated
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TABLE 1. Scores on the Observer Alexithymia Scale and Modified Beth Israel Hospital Psychosomatic Questionnaire (BIQ) for Patients
of 131 Clinical and Counseling Psychologists Participating in a Random Survey

All Patients (N�131) Women (N�91) Men (N�40)

Measure Mean SD Mean SD Mean SD

Observer Alexithymia Scale (33 items) 48.9 14.9 48.5 15.1 50.0 14.8
Distant (10 items) 15.0 5.8 14.1 5.7 17.1 5.7
Uninsightful (8 items) 13.5 4.4 13.6 4.4 13.1 4.5
Somatizing (5 items) 8.0 4.6 8.5 4.5 6.8 4.6
Humorless (5 items) 6.2 3.3 5.9 3.2 6.9 3.4
Rigid (5 items) 6.3 3.3 6.3 3.4 6.2 3.3

Modified BIQ (12 items) 46.9 13.1 44.9 12.8 51.6 12.7
Affect awareness (6 items) 23.2 7.7 22.3 7.5 25.1 7.8
Operatory thinking (6 items) 23.8 6.8 22.6 6.5 26.5 6.8

errors at the parcel level. Two error covariances were
added,20 and the relaxed model was rerun. The results are
presented in Figure 1. Parcels are represented by the boxes
labeled P11, P12, and so forth. The first-order factors are
distant, uninsightful, somatizing, humorless, and rigid. The
second-order factor is alexithymia. The omnibus fit as as-
sessed by the comparative fit index was good (0.935). A
goodness-of-fit index of 0.892 and a root mean square error
of approximation of 0.096 also suggested good fits. Al-
though the chi-square statistic was significant (v2�104.70,
df�48, N�131, p�0.001), it was just over the desired 2:1
ratio for chi-square to degrees of freedom. All hypothe-
sized pathways were significant. The smallest standardized
path coefficient (0.218) was between alexithymia (second-
order factor) and somatizing (first-order factor).

The largest sources of model misfit in the preliminary
analyses of the modified BIQ model were correlated error
values between parcels. Two error covariances were
added,20 and the relaxed model was rerun. The final model
is shown in Figure 2 (parcels on the left, first-order factors
[affect awareness and operatory thinking] in the middle,
and the second-order factor [alexithymia] on the right). The
model represented an excellent fit to the data, with a com-
parative fit index of 1.0. The chi-square value was not sig-
nificant (v2�6.06, df�6, N�131, p�0.001), and it was
well below the 2:1 rule. The goodness of fit index (0.986)
and the root mean square error of approximation (0.012)
confirmed that both were excellent fits. All hypothesized
pathways were significant.

DISCUSSION

The Observer Alexithymia Scale appears to be a reliable,
valid measure of alexithymia. Coefficient alphas for the
total scale in clinical and nonclinical samples are approx-
imately 0.90. Moreover, the scale is based on expert con-

sensus definition of the alexithymia construct, the scale’s
five-factor structure is replicable, and Observer Alexithy-
mia Scale scores correlated as expected with a second ob-
server-rated alexithymia measure and with measures of
emotional responsivity. Next steps in the validation process
include correlating Observer Alexithymia Scale scores
with established direct measures of alexithymia (California
Q-Set Alexithymia Prototype similarity score and the 20-
item Toronto Alexithymia Scale) as well as indirect mea-
sures (e.g., Levels of Emotional Awareness Scale21). The
relationship between alexithymia and somatization as mea-
sured by the Observer Alexithymia Scale somatizing sub-
scale needs to be clarified.

The modified BIQ also appears to be a reliable and
valid alexithymia measure (see also Taylor and col-
leagues22). In the present study, coefficient alpha was 0.85,
and the theoretical two-factor structure was confirmed.

Among the limits of our study are the low response
rate and the corresponding small sample size. We do not
know, for example, whether nonresponse bias shifted Ob-
server Alexithymia Scale and modified BIQ scores up or
down. This sample (both raters and patients), however, was
remarkably similar to a previous clinical sample7 drawn
from the same population in rater sex (slightly more
women than men), patient sex and education (dispropor-
tionately female and highly educated), patient diagnoses (a
high percentage of first-listed axis I diagnoses were dis-
orders associated with alexithymia, although diagnoses
were not confirmed independently), and average Observer
Alexithymia Scale total and subscale scores. We cannot say
for certain that our results are generalizable. With respect
to sample size and our primary objective (i.e., correlating
total and subscale scores of the Observer Alexithymia
Scale and the modified BIQ), our N was sufficiently large
in that we expected at least a moderate correlation. On the
other hand, for the confirmatory factor analyses, we fell
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FIGURE 1. Confirmatory Factor Analysis of the Observer
Alexithymia Scale, Final Model
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Israel Hospital Psychosomatic Questionnaire, Final
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short of the preferred N�200 (we were within the 5-to-1
subject-to-item ratio in the case of the modified BIQ but
outside it with the Observer Alexithymia Scale).23

Also, the same psychologist rated each patient. More-
over, we have yet to establish interrater reliability. A pre-
ferred use of the Observer Alexithymia Scale, however, is
for a researcher, for example, to ask several of a subject’s
acquaintances or friends to rate the subject, to form a com-
posite rating, and to compare the (more reliable) composite
rating with other direct and indirect alexithymia measures.

At this juncture, it seems reasonable to conclude that
the Observer Alexithymia Scale will be helpful in alexi-
thymia studies that call for an observer-rated measure.
It is brief and can be completed by professionals or rela-

tives and acquaintances. Equally reasonable is to recom-
mend the modified BIQ as an observer-rated measure
(particularly when professional raters are available to rate
patients after a semistructured interview24), for it now has
shown relatively good correspondence with the 20-item
Toronto Alexithymia Scale5,25 and the Observer Alexi-
thymia Scale.

Supported, in part, by the Department of the Army
(Cooperative Agreement Number DAMD17-97-2-7016).
The content of this paper does not necessarily reflect the
position or the policy of the government or the National
Medical Technology Testbed. No official endorsement
should be inferred.
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