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Abstract

Objective: Given sparse research on the issue, this
study sought to shed light upon the interactions of
alexithymia, emotion processing, and social anxiety in
adults with attention-deficit hyperactivity disorder
(ADHD).

Subjects and methods: 73 German adults with ADHD
according to DSM-IV diagnostic criteria participated.
We used the Toronto Alexithymia Scale (T'AS-20) to
assess alexithymia, the Social Phobia Scale (SPS) and
the Social Interaction Anxiety Scale (SIAS) to assess
different features of social anxiety, and we applied the
German ‘Experience of Emotions Scale’ (SEE) to
measure emotion processing.

Results: 40% of the sample were found to meet the
DSM-1V criteria of social anxiety disorder, and about
22% were highly alexithymic according to a TAS-20
total score = 61; however, the mean TAS-20 total
score of 50.94 £ 9.3 was not much higher than in
community samples. Alexithymic traits emerged to be
closely linked to emotion processing problems, partic-
ularly ‘difficulty accepting own emotions’, and to so-
cial anxiety features.

Discussion/ conciusion: Our findings suggest interac-
tions of alexithymia, emotion processing dysfunction,
and social anxiety in adults with ADHD, which may
entail the therapeutic implication to thoroughly in-
struct these patients to identify, accept, communicate,
and regulate their emotions to aid reducing interaction
anxiety.
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INTRODUCTION

DSM-1V criteria for ADHD comprise symptoms of
hyperactivity/restlessness, impulsivity, and inattentive-
ness (APA, 1994). However, Wender et al. [30] sug-
gested four additional diagnostic categories (‘disorga-
nization’, ‘temper’, ‘affective lability’, and ‘emotional
overreactivity’), of which three imply emotional dys-
regulation [21]. Dysfunctional emotion processing in
adult ADHD, however, may at least in part result from
alexithymia [10]. Alexithymia, literally the “inability to
read emotions”, is characterized by difficulties identi-
fying and describing own feelings, and an externally

oriented cognitive style, related to concrete non-intro-
spective thinking [11, 20]. Initially being delineated in
psychosomatic patients [24], the construct was used
increasingly interdisciplinary in the last decades in psy-
chological, neurobehavioral, and clinical research on
general population samples [9, 18] and in diverse psy-
chiatric conditions [5], particularly depressive [14, 10]
and anxiety disorders [17]. More recent investigations
focused a connection between alexithymic traits and
social anxiety [28], lending support to the idea that dif-
ficulties identifying and communicating own emotions
may present a major obstacle to social interaction [29].
To close the circle, social anxiety disorder emerged
to be a frequent comorbid disorder in adults with
ADHD [8]. However, the interaction of alexithymia,
emotion processing, and social competence in hyper-
active adults has been investigated sparsely [10, 20],
and there are no studies on the implications of ‘low
emotion identification skill’ [27] with respect to emo-
tion processing and social anxiety in adult ADHD.
Hence, our aim was to assess these features, hypothe-
sizing close associations between the perception and
processing of emotions, and social anxiety disorder in

adults with ADHD.

SUBJECTS AND METHODS
PARTICIPANTS

142 German adults from the ADHD outpatient unit
of the Dept. of Psychiatry, Ruhr University, Bochum,
with the full DSM-1V criteria [1] of ADHD were con-
tacted by mail and requested to participate in the
study. 73 patients (51.4%) sent back complete ques-
tionnaires and gave full informed consent.

The sample comprised 34 female (46.6%) and 39
male (53.4%) individuals with a mean age of 40 £ 9.7
years (range 18-60); there were no significant age dif-
ferences between females and males (# = 0.33; df =
61.07; P = 0.74). Less than one third (30.5%) of the
subjects had a higher education entrance qualification
or an university degree; no significant gender differ-
ence emerged with respect to graduation levels (Mann-
Whitney U = 551; P = 0.26). 40 of the subjects
(54.8%) had been diagnosed ADHD combined type,
33 (45.2%) had been given the diagnosis of ADHD
predominantly inattentive type according to DSM-1V
criteria; with ADHD subtypes we did not find any
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gender differences, either (x> = 1.24; df = 1; P = 0.27).
21 subjects (28.8%) of the sample were unmedicated,
15 (20.5%) were on antidepressants with catechol-
aminergic properties only, 23 (31.5%) were treated with
methylphenidate alone, and 14 (19.2%) rececived a
combination of methylphenidate with an antidepres-
sant. Antidepressants were reboxetine 2—-6 mg/d, ven-
lafaxine 37,5-150 mg, duloxetine 30-90 mg/d, and
bupropion 150-300 mg/d; methylphenidate dosage
was 24.42 + 10.94 mg/d.

Gender differences were found neither regarding
norepinephrine reuptake inhibitors (x2 = 2.07; df = 1;
P = 0.15) nor regarding methylphenidate (2 = 1.22;
df = 1; P = 0.27), but there was a trend for patients
with ADHD combined type having been treated more
frequently with methylphenidate solely than subjects
with ADHD predominantly inattentive type (x2 =
5.31; df = 1; P=0.021). No significant differences be-
tween ADHD subtypes emerged regarding age (7 =
0.77; df = 63.80; P = 0.44), education (# = 1.18; 4f =
69.63; P = 0.24), or gender (x2 = 1.25; df = 1; P =
0.26). The mean number of comorbid axis-1 disorders
was 1.57 £ 1.04 (range 0-4), the mean number of co-
morbid axis-II disorders was 1.60 = 1.18 (range 0-3);
no gender differences emerged as to the frequencies
of additional axis-I1 or axis-II comorbidity (# = -0.85;
df = 68; P =0.39; = 0.04; df = 68; P = 0.97). Main
axis-1 disorders were anxiety disorders, and, to a lesser
extent affective disorders and substance misuse; Clus-
ter C personality disorders, mainly obsessive compul-
sive and avoidant personality disorder, were more fre-
quent than Cluster B disorders.

ASSESSMENT OF ALEXITHYMIA AND EMOTION
PROCESSING

Alexithymia was assessed using the Toronto Alexi-
thymia Scale (TAS-20), a self-report questionnaire con-
taining 20 items rated on a 5-point scale, yielding pos-
sible total scores ranging from 20 to 100. TAS-20 in-
cludes three components: [1] difficulty identifying feel-
ings (“I am often confused about what emotion I am
feeling”; “when I am upset, I don’t know if I am sad,
frightened or angry”), [2] difficulty communicating
feelings to others (“I find it hard to describe how I
feel about people”; “I am able to describe my feelings
casily”), and [3] externally oriented thinking (“I find
examination of my feelings useful in solving personal
problems”; “I prefer to watch ‘light’ entertainment
shows rather than psychological dramas”). The mea-
sure has shown high internal consistency, good test-
retest reliability, and convergent, discriminant and con-
current validity [2, 3]. Bagby and Taylor [4] preliminary
suggested a TAS-20 total score of = 61 to indicate
high alexithymia. According to this we divided the
sample into a higher alexithymia group and a lower
alexithymia group. Furthermore, we used the German
SEE (“Skala zum Erleben von Emotionen”, best
translated “Experience of Emotions Scale”), a self-re-
port instrument which allows the registration of a
subject’s attitude towards his or her own emotions,
and the assessment of several emotion processing
manners. That questionnaire comprises 42 items and 7
subscales: 1. ‘acceptance of own emotions’; 2. ‘experi-
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ence of being flooded with emotions’; 3. ‘experience
of lack of emotions’; 4. ‘physical symbolization of
emotions’; 5. ‘imaginative symbolization of emotions’;
6. ‘experience of emotion regulation’; 7. ‘experience of
self-control’. SEE has shown good internal consisten-
cy, very good test-retest reliability, and entirely satis-
factory convergent, discriminant and concurrent valid-

ity [7].

ASSESSMENT OF ADHD, SOCIAL PHOBIA AND
OTHER AXIS-I DISORDERS

Diagnoses of ADHD were established while patients
were drug-naive, using the Wender Utah Rating Scale
(German WURS-k) [22] to retrospectively assess child-
hood ADHD symptoms, and an interviewer-rating in-
strument to assess DSM-IV criteria for an ADHD in
adulthood [23]. To measure ADHD symptom extent
we summarized DSM-1IV A-criterion ADHD symp-
toms [scale 0-10] within each of the ADHD symptom
domains (i.e., inattentiveness=symptom 1-9; hyperac-
tivity=symptom 10-15; impulsivity=symptom 16-18).

The diagnosis of social phobia was made using the
International Diagnostic  Checklist for DSM-IV
(IDCL) [12]. For all other axis-I diagnoses, and for
axis-11 diagnoses, we used the German version of the
SCID-I/II [31]. To measure two distinct features of
social anxiety, we applied the German version [25] of
the Social Phobia Scale (SPS) [15] and the German
version [25] of the Social Interaction Anxiety Scale
(SIAS) [15] during treatment process. SPS is a self-rat-
ing instrument with 20 dimensional items [0 = strong-
ly disagree; 1 = disagree; 2 = neither agree nor dis-
agree; 3 = agree; 4 = strongly agree| which records
fears of an individual to be in the focus of attention
of other persons who might negatively appraise the
individual’s social performance such as public speak-
ing, eating or writing (e.g, “I can get tense when I
speak in front of other people”). The internal validity
(Cronbach’s 0=0.94) of the SPS in patients with social
phobia and its test-retest reliability (r=0.96 after three
weeks) were high [25]. Mean SPS score within a larger
group of sociophobic subjects was 28.6 versus 6.8 in
healthy controls (mean SPS score in patients with de-
pressive and anxiety disorders was 19.1; with pure de-
pressive disorder: 15.9; with sole anxiety disorder:
13.6). Stangier et al. [25] suggested a cut-off of 22 to
separate individuals with social phobia from patients
with other disorders within a clinical collective. In ad-
dition, SIAS, also consisting of 20 dimensional items
(see above), and also yielding high internal validity
(Cronbach’s o = 0.94) and test-retest reliability (r =
0.92 after three weeks), was used to assess anxiety in
situations of social interaction, in which conversations
with friends, strangers or possible partners have to be
initiated and maintained (e.g, “I am tense mixing in a
group”). Mean SIAS score within a larger group of in-
dividuals with social phobia was 48.8 versus 12.5 in
healthy controls (mean SIAS score in patients with de-
pressive and anxiety disorders was 30.2; with sole de-
pressive disorder: 28.0; with sole anxiety disorder:
21.6). Stangier et al. [25] suggested a cut-off of 33 to
separate individuals with social phobia from patients
with other disorders within a clinical collective.
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STATISTICAL ANALYSES

Statistical analyses were carried out using SPSS ver-
sion 12.0 for Windows. We applied t-tests for equality
of means (independent samples tests) to analyze gen-
der differences regarding TAS-20, SEE, SPS and
SIAS. A MANCOVA was conducted in order to com-
pare subjects with ADHD plus social phobia and pure
ADHD regarding SEE scales while eliminating con-
founding effects of methylphenidate and antidepres-
sive medication. Differences in TAS-20, SPS and
SIAS between these two groups were analyzed with
an ANCOVA. One-sample Kolmogorov-Smirnov test
yielded normal distribution of all residuals except for
SPS. To parallel non-metric data (education) resp. to
confirm the results of an ANOVA with not normaly
distributed errors (SPS) we used the Mann-Whitney
U-test. Furthermore, Pearson’s correlations were
computed for metric data. Chi-square test was applied
to examine the frequency distribution of dichotomic
variables (i.e., gender, occurrence of social phobia,
and ADHD subgroup). Because of multiple testing
only results with a significance level at P<0.01 were
interpreted. Two-tailed significance tests were con-
ducted because no a-priori hypothesis was stated re-
garding the direction of differences.

RESULTS

GENDER DIFFERENCES REGARDING TAS-20, SEE,
SPS, AND SIAS

A trend for greater ‘experience of lack of emotions’
(as measured using the SEE) was found in the male
participants (13.63 * 4.39 vs. 11.12 £ 3.94; 7 = 2.55; df
= 70; P = 0.013); no gender differences emerged con-
cerning any other scale.

TAS-20 SCORES

The mean ‘difficulty identifying feelings’ scale score
was 18.06 £ 6.31, the mean ‘difficulty communicating
feelings’ scale score was 13.32 £ 4.56, the mean ‘exter-
nally oriented thinking’ scale score was 19.57 * 4.61,
and the mean TAS-20 total score was 50.94 = 11.77.
16 of 72 subjects (22.2%), 8 women and 8 men,

Table 1. Correlations between TAS-20 and SEE scales.
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showed a TAS-20 total score = 61 indicating high
alexithymia.

SEE SCORES

Mean SEE subscores (with standard deviations) were:
20.44 (£ 4.01) for the ‘acceptance of own emotions’
scale, 23.06 (£ 0.85) for the ‘experience of being
flooded with emotions’ scale, 12.44 (+ 4.34) for the
‘experience of lack of emotions’ scale, 25.67 (£ 6.50)
for the ‘physical symbolization of emotions’ scale,
15.47 (* 6.05) for the ‘imaginative symbolization of
emotions’ scale, 11.67 (£ 3.18) for the ‘experience of
emotion regulation’ scale, and 17.21 (£ 4.21) for the
‘experience of self-control’ scale.

PREVALENCE OF SOCIAL ANXIETY DISORDER, AND SPS
AND STAS IN THE TOTAL SAMPLE

27 (15 women, 12 men) of 68 adult ADHD patients
had comorbid social phobia (39.7%). Mean SPS score
was 19.90 (£ 16.36), and mean SIAS score was 27.51
(* 16.84).

CORRELATIONS BETWEEN TAS-20 AND SEE SCALES

The ‘difficulty identifying feelings’ scale (TAS-20) cor-
related positively (r = 0.64) with the ‘experience of be-
ing flooded with emotions’ scale (SEE), positively (r =
0.44) with the ‘experience of lack of emotions’ (SEE),
negatively (r = -0.62) with the ‘acceptance of own
emotions’ scale (SEE), and negatively (r = -0.33) with
the ‘experience of self-control’ scale (SEE). The ‘diffi-
culty communicating feelings’ scale (TAS-20) correlat-
ed positively (r = 0.38) with the ‘experience of being
flooded with emotions’ scale (SEE), positively (r =
0.64) with the ‘experience of lack of emotions’ scale
(SEE), and negatively (r = -0.61) with the ‘acceptance
of own emotions’ scale (SEE). The TAS-20 total
scores correlated positively (r = 0.45) with the ‘experi-
ence of being flooded with emotions’ scale (SEE),
positively (r = 0.60) with the ‘experience of lack of
emotions’ scale (SEE), and negatively (r = -0.63)
with the ‘acceptance of own emotions’ scale (SEE)
(Table 1).

Acceptance of own
emotions (SEE)

Experience of being
flooded with emotions

Experience of lack
of emotions (SEE)

Experience of
self-control (SEE)

(SEE)
Difficulty identifying
feelings -0.62%* 0.64%+* 0.44%* -0.33%%
(TAS-20)
Difficulty communicating
feelings -0.61%* 0.38** 0.64** n.s.
(TAS-20)
TAS-20 total score -0.63%* 0.45%* 0.60%* n.s.

** p<0.01; n.s.= not significant; TAS = Toronto Alexithymia Scale; SEE = Skala zum Erleben von Emotionen (Experience of

Emotions Scale).
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Table 2. Correlations between SPS/STIAS and TAS-20/SEE scales.
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Difficulty Difficulty TAS-20 Acceptance Experience Experience
identifying communicating total score of own of being of lack of
feelings feelings emotions flooded by emotions
(TAS-20) (TAS-20) (SEE) emotions (SEE) (SEE)
SPS 0.59%* n.s. 0.38%** -0.43%* 0.43%* 0.32%*
SIAS 0.60%* 0.50%* 0.56%* -0.48** 0.36%* 0.46%*

** p<0.01; n.s.= not significant; TAS = Toronto Alexithymia Scale; SEE = Skala zum Erleben von Emotionen (Experience of
Emotions Scale), SPS = Social Phobia Scale; SIAS = Social Interaction Anxiety Scale.

CORRELATIONS BETWEEN SPS/SIAS AND TAS-
20/SEE SCALES

SPS correlated positively (r=0.59) with the ‘difficulty
identifying feelings’ scale (T'AS-20), positively (r =
0.38) with the TAS-20 total scale score, positively
(r = 0.43) with the ‘experience of being flooded by
emotions’ scale (SEE), positively (r = 0.32) with the
‘experience of lack of emotions’ scale (SEE),
nd negatively (r = -0.43) with the ‘acceptance of own
emotions’ scale (SEE). SIAS correlated positively
(r = 0.60) with the ‘difficulty identifying feelings’ scale
(TAS-20), positively (r = 0.50) with the ‘difficulty
communicating feelings’ scale (TAS-20), positively (r
= 0.36) with the ‘experience of being flooded by
emotions’ scale (SEE), positively (r = 0.46) with the
‘experience of lack of emotions’scale (SEE), and neg-
atively (r = -0.48) with the ‘acceptance of own emo-
tions’ scale (SEE) (Table 2).

ADHD Prus SociAL PHOBIA vs. ADHD oNLY
REGARDING TAS-20 AND SEE SCORES

When controlling for methylphenidate and antidepres-
sive medication, no statistically significant differences
emerged regarding TAS-20 and SEE scores between
subjects with comorbid social anxiety and those with
pure ADHD. However, there was a trend for a higher
‘difficulty identifying feelings’ scale score in the co-
morbid patients (20.37 £ 6.41 vs. 16.95 £ 6.11; F1, 63
=5.1,P =0.03).
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GROUP DIFFERENCES REGARDING NON-SCALE
VARIABLES

Individuals in the group with higher alexithymia (= 61)
did not show any statistical differences with respect to
ADHD symptom extent (as to inattentiveness, hyper-
activity, and impulsivity), number of axis-I other than
social phobia, and axis-1I disorders, and age, compared
to the lower alexithymia group (TAS-20 total score <
61). The diagnosis of social anxiety disorder was not
found to be overrepresented in the high alexithymia
group (x2 = 0.822, df = 1, P = 0.365) and the level of
education was comparable in both groups (Mann-
Whitney-U = 396.5, P = 0.52). The ADHD subtype
(x% = 0.96; df = 1; P =0.757) and gender ratios were
also equivalent between groups (2 = 0.064, df = 1, P
= 0.801).

GROUP DIFFERENCES (T'AS-20 TOTAL SCORE < 61 Vs.
2> 61) REGARDING SEE, SPS, AND SIAS SCORES

The scores of subjects with high and low alexithymia
are shown in Table 3 and also depicted in Fig. 1. When
controlled for methylphenidate and antidepressive
medication by means of a MANCOVA the SEE scales
differed significantly between subjects with high and
low alexithymia (F,,, = 3.77, P <0.01). The differenti-
ation between high and low alexithymia accounted for
30% of the variance of the SEE scales. An ANCOVA
revealed that the high alexithymia group displayed sig-
nificantly less ‘acceptance of own emotions’ (SEE;

16.56 +4.76 vs. 21.55 + 3.94; F, ., = 18.69, P <0.01),

o

-

Fig. 1. Group differ-
ences (TAS-20 total
score < 61 vs. = 61)
regarding SEE, SPS,
and SIAS scores. Er-
ror bars represent the
standard error of the
mean. TAS = Toronto
Alexithymia Scale,
SEE = Skala zum Er-
leben von Emotionen

0 TAS<61
B TAS>61

‘.é 2 & 2 (Experience of Emo-
2 § @ 2 tions Scale); SPS =
ii).% Social Phobia Scale;
[ SIAS = Social Interac-
E S tion Anxiety Scale,

%) * p<0.01; * p<0.05.
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Table 3. Group differences (TAS-20 total score < 61 vs. = 61) regarding SEE, SPS, and SIAS scores.

Test dimension TAS-20 total score  TAS-20 total score MANCOVA/ P n2

<61 (n=56)1 2 61(n =106)1 ANCOVA?

F

SEE 3.77 <0.01 0.30
acceptance of own 21.55 (3.98) 16.56 (4.76) 18.69 <0.01 0.22
emotions
experience of being 21.82 (6.66) 27.75 (5.48) 10.33 <0.01 0.13
flooded with emotions
experience of lack of 11.75 (4.2) 15.13 (3.86) 7.9 <0.01 0.11
emotions
physical 25.35 (6.87) 26.94 (5.28) 0.8 0.37 0.01
symbolization of
emotions
imaginative 14.47 (6.02) 18.88 (5.14) 8.05 <0.01 0.11
symbolization
of emotions
experience of 11.95 (2.87) 10.63 (4.06) 1.97 0.16 0.03
emotion regulation
experience of self- 17.78 (4.01) 15.31 (4.54) 4.48 0.04 0.06
control
SPS 18.35 (15.52) 26.19 (18.14) 2.71 0.11 0.04
SIAS 24.48 (15.19) 38.81 (17.80) 8.82 <0.01 0.13

1Values are expressed as mean (SD); 2with methylphenidate and antidepressive medication as covariate; TAS = Toronto Alex-
ithymia Scale; MANCOVA = multivariate analysis of covariance; ANCOVA = analysis of covariance; SEE = Skala zum Er-
leben von Emotionen (Experience of Emotions Scale); SPS = Social Phobia Scale; STAS = Social Interaction Anxiety Scale.

significantly more ‘experience of being flooded with
emotions’ (SEE; 27.75 £ 5.48 vs. 21.71 + 6.64; F, ,, =
10.33, P <0.01), significantly more ‘experience of lack
of emotions’ (SEE; 15.12 + 3.86 vs. 11.68 £ 4.19; F
= 7.9, P <0.01), significantly more ‘imaginative sym-
bolization of emotions’ (SEE; 18.87 £ 5.14 vs. 14.50
T 5.97; F, 4, = 8.05, P <0.01), significantly less ‘experi-
ence of self-control’ (SEE; 15.31 + 4.54 vs. 17.78 +
4.01; F,,, = 4.48, P <0.05) and a significantly higher
SIAS score (38.81 + 17.86 vs. 24.22 £ 15.18; F, =
9.82, P <0.01) than the non-alexithymia group. A par-
tial eta squared of 0.22 indicated that the group differ-
ences with acceptance of own emotions were the most
important one.

DiscussioN

A considerable rate of highly alexithymic adults
(22.2% with a T'AS-20 total score = 61) was identified
in the sample of this study and the mean TAS-20 total
score was 50.94 (£ 11.77). For comparison, Franz et
al. [9] reported a mean TAS-20 total score of 49.5 (£
9.3) in men and 48.2 (£ 9.3) in women within a repre-
sentative random sample of the German general pop-
ulation comprising 1859 subjects. These findings do
not differ grossly from the mean TAS-20 total value in
our clinical sample. However, compared to our results,

Franz et al. detected only about half the portion of
highly alexithymic individuals, 99 men (5.3%) and 86
women (4.6%). Within a large community sample (n =
1933) Parker et al. [18] found mean TAS-20 values of
45.57 £ 11.35 (total score), 14.38 £ 5.21 (‘difficulty
identifying feelings’), 12.50 £ 4.20 (‘difficulty describ-
ing feelings’), and 18.70 * 4.72 (‘externally oriented
thinking’). Our results contrast these findings with re-
spect to a moderately higher TAS-20 total score (see
above) and a moderately higher ‘difficulty identifying
feelings’ score (18.06 = 6.31) in adults with ADHD
which may indicate a specific emotion processing diffi-
culty in these individuals. The TAS-20 total score of
our subjects was of comparable magnitude as Fried-
man et al. [10] found in 21 adults with ADHD (50.5 £
11.9).

Compared to a German random community sample
[7], mean SEE values in this study were in a medium
range as to ‘experience of being flooded with emo-
tions’, ‘physical symbolization of emotions’, ‘imagina-
tive symbolization of emotions’, and ‘experience of
emotion regulation’. In contrast, ‘acceptance of own
emotions’ and ‘experience of self-control’ values were
in a low range, and mean ‘experience of being flooded
with emotions’ score was in a high range. These find-
ings are in accordance with the results of Rapport et
al. [20] who reported ADHD adults to experience a
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greater intensity of emotions than normal controls.
Moreover, ‘low experience of self-control’ may reflect
general inhibitory deficits in adults with ADHD [06].
To our knowledge, the issue of low ‘acceptance of
own emotions’ in adult patients with ADHD has not
yet been reported explicitly. However, mindful accep-
tance of own emotions is one of the crucial aims of
Dialectical Behavioral Therapy (DBT) developed by
M. Linehan [13], a structured skills training program,
combining cognitive behavioral approaches with medi-
tation techniques to enhance mindfulness. This con-
cept has been adapted to the treatment of adults with
ADHD [11, 19]. Lack of ‘acceptance of own emo-
tions” was associated with alexithymia, due to higher
correlations with ‘difficulty identifying feelings” and
‘difficulty describing feelings’, but not due to ‘external-
ly oriented thinking’. However, ‘difficulty identifying
feelings’ was rather associated with ‘experience of be-
ing flooded with emotions’, and ‘difficulty communi-
cating feelings’ was rather linked to ‘experience of lack
of emotions’, relations that ought to be studied fur-
ther in order to comprehend the complexity of affect
recognition, emotion processing and social behavior in
adults with ADHD; for instance, it remains to be clari-
fied whether the experience of being flooded with
emotions is rather a consequence of an alexithymic
trait indicating difficulties in identifying own feelings,
or provoke difficulties in identifying feelings as an
alexithymic state. Analogously, the causality between
difficulties describing or communicating feelings and
the experience of lack of emotions ought to be inves-
tigated.

The prevalence of social anxiety was about 40% in
our sample. Mean SPS and SAIS values were in about
the ranges of those patients with combined depres-
sion and anxiety according to Stangier et al. [25]. Both
social anxiety scales were associated with several items
of TAS-20 and SEE scales, indicating close ties be-
tween social anxiety on the one hand, and alexithymia
(particularly ‘difficulty identifying feelings’) and other
emotion processing features (particularly ‘acceptance
of own emotions’) on the other hand.

The highly alexithymic subjects in our sample dis-
played significantly fewer ‘acceptance of emotions’,
fewer ‘experience of self-control’ and more ‘experience
of being flooded with emotions’, more ‘experience of
lack of emotions’, more ‘imaginative symbolization of
emotions’, and more social interaction anxiety.

CONCLUSION

These findings confirm our proposition of an interac-
tion of alexithymia, acceptance of own emotions, the
strain of a distorted emotionality (i.e., too intensive or
too sparse feelings, respectively), and social anxiety in
adults with ADHD. We particularly suggest that alex-
ithymia may be a major risk factor for emotion regula-
tion deficits in adult ADHD, and social anxiety disot-
der be a possible sequela of such emotion processing
dysfunction. Diagnostic procedures in adults with
ADHD should therefore consider the respective rela-
tionship of emotion processing and social interaction,
especially since ADHD is not simply a matter of cog-
nitive deficits.
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Therapeutic implications may be to thoroughly in-
struct adults with ADHD to identify, accept, regulate,
and communicate own emotions to limit the risk of in-
teraction anxiety. Particularly the mindfulness-based
structured skills training for adult ADHD constructed
by colleagues in Freiburg [11,19] may encourage patients
to accept own feelings in order to handle and commu-
nicate them adequately. As a result social interaction
problems including social anxiety could be reduced.

To address the limitations of our study, we used a
retrospective design and data assessment was mainly
based on self-rating instruments.
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