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Abstract: Although social withdrawal is becoming increasingly common among adolescents, there
is still no consensus on its definition from the diagnostic and psychopathological standpoints.
So far, research has focused mainly on social withdrawal as a symptom of specific diagnostic
categories, such as depression, social phobia, or anxiety disorders, or in the setting of dependence
or personality disorders. Few studies have dealt with social withdrawal in terms of its syndromic
significance, also considering aspects of emotion control, such as alexithymia. The present case-
control study aimed to further investigate the issue of social withdrawal, and try to clarify the part
played by alexithymia in a sample of Italian adolescents diagnosed with psychological disorders
(n = 80; Average Ageg = 15.2 years, SD = 1.49). Our patients with social withdrawal (cases) scored
significantly higher than those without this type of behavior (controls) in every domain of alexithymia
investigated, using the Toronto Alexithymia Scale (TAS-20) and with the scales in the Youth Self-
Report (YSR) regarding internalizing problems, anxiety–depression, social problems, and total
problems. Internalizing problems and total levels of alexithymia also emerged as predictors of social
withdrawal. These variables may therefore precede and predispose adolescents to social withdrawal,
while social problems may develop as a consequence of the latter.

Keywords: social withdrawal; alexithymia; adolescence; psychological disorders; anxiety; depression;
social problems

1. Introduction

Extreme social withdrawal, also known as “hikikomori syndrome”, was first system-
atically conceptualized at the end of the 1990s by the Japanese psychiatrist Saito [1]. The
term was used to refer to individuals who withdraw completely from society for at least
six months, refusing to engage in any activities and social relationships. Their circadian
rhythm is disrupted, and they may become violent with members of their own family. Such
behavior cannot be attributed to other disorders [2].

Hikikomori was initially considered a culture-bound syndrome associated with the fea-
tures of Japanese society [3,4]. However, when the experiences of these socially-withdrawn
young people in Japan attracted more interest, similar cases emerged in other parts of the
world too, and it became clear that the phenomenon is not only associated with eastern
cultural factors. There are currently no precise data available on the prevalence of social
withdrawal in the world’s population.

In Italy, the topic of social withdrawal in adolescence is relatively new, and not enough
studies have been conducted to ascertain its statistical prevalence. As reported by the
Agenzia Nazionale Stampa Associata (ANSA), in 2018 it was estimated that approximately
100,000 young people in Italy between 13 and 20 years old were socially withdrawn [5].
A study conducted in the same year by the regional school board for Emilia-Romagna on
687 schools found that 21% of them reported cases of pupils who had stopped attending
school. In all, 346 cases had been reported to the territorial services, and the majority (59%)
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of them involved adolescents between 13 and 16 years old [6]. An epidemiological study
conducted by a mental health service for children and adolescents run by a local public
health unit in Arezzo, central Italy, found that—leaving aside those who were ill—the
number of students failing to attend school for more than 40 days accounted for 1% of the
school population, with a slight prevalence of males [7].

Generally speaking, several authors have emphasized how difficult it is to conduct
cross-cultural studies on social withdrawal, because of the variety of ways in which it
can become manifest and be interpreted in different cultures [8–10]. For this reason, it is
hard to find an unequivocal and shared definition of it in the literature. Some consider it
synonymous with hikikomori syndrome, while others use it as an umbrella term covering
a vast array of emotions, motives, and behavior associated with the rejection of social inter-
actions [11,12]. According to Asendorpf [13,14], social withdrawal is a multidimensional
construct, since it can derive from three different motivations: shyness, peer avoidance, and
unsociability. Shyness is a temperamental trait that prevents children and adolescents from
interfacing with peers. Shy individuals experience an approach-avoidance conflict because
their underlying desire for interaction is inhibited by fear and anxiety. Peer avoidance is the
result of need of solitude and avoidance of all the social situations due to fear of judgment.
Unsociability, instead, is a characteristic of children and adolescents who are happy alone
and are not interested in interacting with peers.

1.1. Social Withdrawal in Adolescence: Risk Factor, Symptom, or Clinical Syndrome?

There is currently no consensus on how social withdrawal should be clinically diag-
nosed. Many psychologists and psychiatrists would agree that the condition of extreme
social withdrawal represents a genuine syndrome [7], though it is hard to classify noso-
graphically as a separate entity. In fact, the Diagnostic and Statistical Manual of Mental
Disorders fourth edition (DSM-IV-TR) [15] included hikikomori among the cultural syn-
dromes, but then the fifth edition of the Manual (DSM-5) [16] omitted it. The International
Classification of Diseases eleventh edition (ICD-11) [17] includes social withdrawal among
the “symptoms or signs involving appearance or behavior” in the category of “symp-
toms, signs or clinical findings not elsewhere classified”, whereas this entity had not been
envisaged in the ICD-10 [18].

In the literature on developmental age, social withdrawal has been alternately con-
ceived as a risk factor for the onset of psychological disorders, or as a symptom thereof.
Because social withdrawal is reportedly persistent during periods of transition, in the
various stages of childhood and in the passage from childhood to adolescence [19], it
has been interpreted as an early risk factor for the onset of full-blown psychopatholog-
ical conditions. Some researchers have found that social withdrawal in developmental
age often precedes the onset of various affective–relational problems, including rejection
by peers, poor social competence, internalizing problems like anxiety and depression,
and loneliness [20–23]. Rubin and Mills proposed a theoretical model that connects an
individual’s social withdrawal (intended as a tendency to remain on the margins of their
group) with difficult experiences with their peers, as well as the onset of internalizing
problems [24]. These authors suggest that withdrawal behavior at school exposes adoles-
cents to a greater risk of problems with their classmates (rejection, exclusion, victimization).
This in turn exacerbates their internalizing symptoms (anxiety, depression, loneliness),
further increasing their propensity to become socially withdrawn, and generating a vicious
circle. Nevertheless, the relationship between social withdrawal and social problems is still
discussed in the literature, because it seems to be unclear whether the former represents a
risk factor for the latter or vice versa. For example, according to a research by Oh et al. [25],
negative peer relationships (including victimization and rejection) and friendlessness may
exacerbate social withdrawal trajectories during childhood and adolescence. Moreover,
Spiniello et al. [26] considered social problems as distinctive of the stage before social
withdrawal in adolescence. In fact, relational difficulties and lack of interest in interacting
with others are typical behaviors that anticipate social withdrawal itself.
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Regarding social withdrawal as a symptom of psychiatric disorders, various studies
have shown that the diagnoses most often presenting in comorbidity or confused with it
are autism, selective mutism, psychotic disorders, personality disorders, mood disorders,
anxiety, social phobia, and internet dependence [11,27–29]. That said, there have been
reports of socially-withdrawn adolescents not meeting any of the criteria for these known
psychopathological conditions [8]. Teo and Gaw have consequently recommended includ-
ing severe social withdrawal as a mental disorder in the DSM [30]. They say it has particular
clinical characteristics that distinguish it from the psychiatric problems with which it is
often associated (i.e., internalizing disorders, internet dependence, psychotic disorders),
but do not enable it to be unequivocally and conclusively defined as a separate disorder.

Suwa and Suzuki have offered a possible solution in the debate over whether social
withdrawal is a symptom or a syndrome by distinguishing between primary and secondary
social withdrawal [31]. In addition to the inability to be part of and adapt to society, primary
social withdrawal also involves a weak self-image that adolescents try to protect with their
avoidance behavior. Secondary social withdrawal would instead be one of the symptoms
of a known psychopathological condition [32].

1.2. Social Withdrawal and Alexithymia in Adolescence

Alexithymia is characterized by the inability to identify and communicate one’s
own emotions [33]. Several studies have shown that it is not a condition secondary to
situations of stress, but a personality trait that frequently lies behind the onset of psychiatric
disorders [34–36]. Failure to develop an adequate capacity for emotion control in childhood
prevents people from dealing adequately with difficult situations, prompting the emergence
of negative feelings that can then impair their mental health.

Referring more specifically to psychological disorders in adolescence, alexithymia has
been associated particularly with internalizing disorders [36–39], eating disorders [40,41],
social problems [42], self-harming [43,44], internet dependence [45], borderline person-
ality disorder [46], substance dependence [47], and primary headache [48,49]. In short,
studies have placed alexithymia in relation to disorders frequently found in comorbidity
with social withdrawal, such as internet dependence, internalizing disorders, and social
problems. There is still a severe shortage of published research directly investigating the
possible association between social withdrawal and alexithymia, however. One such study
was conducted by Frankova, starting from an analysis of the various psychological and
psychopathological characteristics of primary and secondary social withdrawal, includ-
ing alexithymia, comparing groups with the two conditions, and with a healthy control
group [29]. Although both the socially-withdrawn groups were less able to identify and
verbalize their emotions than the controls, the group with primary social withdrawal
showed higher levels of alexithymia than the group with secondary social withdrawal.

Hattori focused instead on the presence of general emotional problems in socially-
withdrawn adolescents [2]. The author suggested that these individuals tend to repress
their authentic emotions and personality in an effort to adapt to emotionally dysfunctional
parents. They create a false identity to protect themselves against other people’s negative
opinions of them.

Honkalampi et al. [42] analyzed the correlations between scores obtained on the
Toronto Alexithymia Scale-20 (TAS-20) [50] and the Youth Self-Report (YSR) 11–18 [51]
scales in a sample of adolescents from the general population. They found the difficulty
describing feelings (DDF) factor on the TAS-20 to be more strongly associated with the
internalizing problems and withdrawal scales on the YSR. Nevertheless, this study was
not specifically focused on the relationship between social withdrawal and emotional
difficulties, since it aimed to underline the different psychopathological outcomes linked
to alexithymia.

Difficulty describing feelings was also identified in socially-withdrawn adolescents
in the clinical experience reported by Piotti, who found these patients unable to find the
words to express their experiences of suffering [52].
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Other published studies have not associated alexithymia directly with social with-
drawal, but have investigated the possible link between difficulties with managing emo-
tions and certain phenomena often encountered in situations of self-isolation, such as
interpersonal problems [53], loneliness [54], and shyness [55]. It therefore seems interest-
ing, from both the clinical and the research standpoints, to examine the potential direct
association between adolescent social withdrawal and alexithymia, with a view to further
clarifying their features, and thereby obtaining more information on the most appropriate
types of intervention for the adolescents affected.

1.3. The Study: Aims and Hypotheses

Based on the above premises, the main aim of this work was to further analyze the
role of alexithymia in adolescent social withdrawal, and the clinical characteristics of the
latter. There is still not enough literature on this latter phenomenon, which is becoming
increasingly common among teenagers. Despite its growing importance worldwide, there is
still no consensus on how to define, diagnose, and manage social withdrawal in adolescence,
partly because of the different ways in which it can become manifest and be interpreted
in different cultures [8–10]. Research conducted to date has focused on social withdrawal
mainly as a symptom of a specific diagnostic category, such as depression, social phobia,
anxiety disorders, internet dependence, or personality disorders [20,28,29]. There is clearly
still a shortage of studies on social withdrawal in its syndromic sense, also considering the
issue of managing emotions, i.e., alexithymia. In fact, most studies have analyzed just the
behavioral component of this phenomenon, without considering how socially-withdrawn
teenagers feel their emotions and their suffering. Currently, due to the lack of research in this
field, little is known about the characteristics of socially-withdrawn adolescents, especially
from the emotional standpoint. Thus, we decided to better investigate the alexithymic traits
of these youths, in order to contribute to the overall understanding of this phenomenon,
considering not only its behavioral manifestations, but also the emotional experience.

The first objective of our study was therefore to analyze the link between alexithymia
and social withdrawal, also seeking to identify which factor of alexithymia is most impaired
in socially withdrawn adolescents. In a sample of adolescents with clinically-diagnosed
psychological disorders, we expected to see higher levels of alexithymia in those who were
socially withdrawn than in those who were not [29].

As a second objective, we wanted to further examine the adaptability and psycho-
behavioral profile of socially-withdrawn adolescents. We predicted that they would be less
able to adapt. In terms of the link between social withdrawal and psychopathology, we
also expected them to be impaired not only in global functioning, but also and especially
in terms of internalizing and social problems [21,22,25–27].

In conclusion, the innovative contribution of our work is that it was specifically
focused on social withdrawal and its emotional aspects. In addition, it aimed to better
investigate the clinical profile of socially-withdrawn adolescents, with the ultimate purpose
of developing new trajectories for prevention and treatment programs.

2. Methods
2.1. Participants and Procedure

The individuals in our study included patients referred between January 2009 and
March 2019 to a semi-residential service for psychopathological disorders in a territorial
Neuropsychiatry for Children and Adolescents Unit provided by a local public health
service in Padova, Italy. This service offers multidisciplinary intervention for adoles-
cents in situations of psychological, behavioral, and environmental stress, in the form
of pedagogical–educational activities, psychotherapy sessions, and pharmacological treat-
ments. When patients first come to the service, the protocol requires that parents sign to
give their informed consent to the administration of test materials, and to their use for
clinical and research purposes. The present study was part of a broader research project
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on developmental psychopathologies, conducted in accordance with the Declaration of
Helsinki and approved by the local ethical committee (CESC, May 2017, prot.95006).

Questionnaires were completed by the adolescent patients and the educators on the
former’s first visit to the semi-residential service. The data used in the present study were
collected retrospectively from the patients’ clinical records.

The sample as a whole consisted of 80 patients, including 39 males (48.8%) and
41 females (51.2%). At the time of their referral to the semi-residential service, these
patients were from 12 to 17 years old (Average age = 15.2 years, SD = 1.49). As concerns
their schooling, they had stopped going to school in 12.5% of cases, while 27.5% and 60%
of them were attending lower and upper secondary schools, respectively. The reasons for
their neuropsychiatric assessment prior to their referral to the semi-residential program
included affective–relational problems (43.8%), behavioral problems (31.2%), and problems
at school (25%). Taking the ICD-10 classification system for reference [18], 66.2% of the
patients had been diagnosed with an affective–emotional disorder (F30–39, F40–48), while
33.8% had behavioral and personality disorders (F90–98, F60–69).

The power analysis, conducted by means of G*Power 3.1 software, showed that with
a sample of 80 participants, we had a power of 0.90 in reliably detecting an odds ratio of
0.31, with a type I error of 0.05 [56].

A case–control study design was chosen to investigate patients’ social withdrawal com-
ponent. The whole sample was therefore divided into two groups: a group of 40 patients
with social withdrawal (Average age = 15.3 years, SD = 1.62), and a group of 40 patients (Av-
erage age = 15.2 years, SD = 1.36) matched for age and psychiatric diagnoses with a group
without any signs of social withdrawal. For the case group, we first selected all patients
who had “withdrawal, isolation, refusal to make contact" among the symptoms recorded on
their arrival at the semi-residential service (n = 134). This is the format used by the service,
which records a patient’s main clinical details and history, obtained from an information
sheet completed by the clinician referring the patient to the service. Subsequently, from this
initial sample of socially-withdrawn adolescents, we excluded those who did not complete
the Toronto Alexithymia Scale-20 (TAS-20), Youth Self-Report 11–18 (YSR), and Global
Assessment of Functioning (GAF) on their first visit to the service, or had not a borderline
(65–69) or clinical (>69) score on the scale for withdrawal in the YSR (n = 94). According
to these inclusion and exclusion criteria, the total number of socially withdrawn patients
included in our study was 40. The patients excluded from this first step were not placed
in the pool to select matched controls. Then, for the control group, we started selecting
patients on the basis of their clinical records, in chronological order of their accessing
the service. The first inclusion criterion were not having “withdrawal, isolation, refusal
to make contact" among the symptoms recorded on their arrival at the semi-residential
service, so we automatically excluded all patients who were previously included in the
pool to select cases. After this first step, the total number of patients considered was 86.
Subsequently, we excluded patients who did not complete TAS-20, YSR, and GAF at the
arrival at the semi-residential service or had borderline or clinical scores on the scale for
withdrawal in the YSR. The resulting number of patients was 71, of which we selected
40 patients matched for age and psychiatric diagnosis with socially-withdrawn adolescents.
Table 1 shows the characteristics of the two groups.
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Table 1. Frequencies of the characteristics of the case and control groups.

Group
Cases
n (%)

Controls
n (%)

Sex
Males 23 (57.5%) 16 (40.0%)

Females 17 (42.5%) 24 (60.0%)

Age 12–14 years old 11 (27.5%) 13 (32.5%)
15–17 years old 29 (72.5%) 27 (67.5%)

Personality organization 1
Neurotic 11 (27.5%) 9 (22.5%)

Borderline 22 (55%) 25 (62.5%)
Psychotic 7 (17.5%) 6 (15.0%)

Diagnosis 2 F30–39, F40–48 25 (62.5%) 28 (70.0%)
F90–98, F60–69 15 (37.5%) 12 (30.0%)

Traumas
Yes 3 31 (77.5) 26 (65.0%)
No 9 (22.5%) 14 (35.0%)

Attendance at the
semi-residential service

Continuous 35 (87.5%) 31 (77.5%)
Discontinuous 5 (12.5%) 9 (22.5%)

Hours per week of attendance
at the semi-residential service

1–5 3 (7.5%) 2 (5.0%)
5–10 12(30.0%) 23 (57.5%)

10–15 14 (35.0%) 10 (25.0%)
>15 11 (27.5%) 5 (12.5%)

Parental couple Single parent 4 14 (35.0%) 16 (40.0%)
Intact 26 (65.0%) 24 (60.0%)

Parents’ education level 5
High 11 (27.5%) 6 (15.0%)

Average 20 (50.0%) 23 (57.5%)
Low 9 (22.5%) 9 (22.5%)

Not known 0 2 (5.0%)

Notes: 1 Personality organization as established from a structural interview based on Kernberg’s criteria [57]. 2 F30–39, F40–48 = affective—
emotional disorders; F90–98, F60–69 = behavioral and personality disorders. 3 In this category are included the following typologies of
trauma, reported in the format used by the semi-residential service: conflict/domestic violence, separation/deaths, psychiatric disorders,
changes/relocations. 4 Single parent due to separation or death of the other. 5 Parents’ education level: high = both parents have a
university degree, or one has a degree and the other a high school diploma; average = both parents have a high school diploma, or one has
a degree and the other completed middle school; low = both parents completed middle school, or one has a high school diploma and the
other completed middle school.

2.2. Tools

The validated Italian versions of the following standardized questionnaires were administered:

(a) Global Assessment of Functioning (GAF) [58]: this is a scale compiled by the op-
erators to assess a patient’s psychosocial functioning and activities (at school or
at work, interpersonal relations, hobbies, and leisure activities). It considers func-
tioning on a continuum from excellent (100) to severely impaired (1). Individuals
are scored and assigned to one of 10 levels, assessing both symptom severity and
functional impairment;

(b) Youth Self-Report 11–18 (YSR) [51,59]: this self-reported questionnaire consisting of
113 items that examine social competences and psychopathological behavior. The
latter is classified on eight syndrome scales: anxiety–depression; social withdrawal;
somatic complaints; social problems; thought disorders; attention disorders; deviant
behavior; and aggressive behavior. These subscales are then grouped to obtain three
global scales for internalizing problems, externalizing problems, and total prob-
lems. In our study, we considered the anxiety–depression, social withdrawal, social
problems, internalizing problems, and total problems scales. Items of the anxiety–
depression scale reflect symptoms of those syndromes (e.g., fears, worries, sleeping
problems, sadness, crying a lot). The social withdrawal scale is made up of items
referring to behaviors and individual characteristics (e.g., shyness, isolation, talking
difficulties). The social problems scale identifies relational difficulties (e.g., teasing,
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loneliness, exclusion, clumsiness). The internalizing problems scale is composed of
social withdrawal, somatic complaints, and anxiety–depression scales, while the total
problems scale is the sum of all the YSR items, reflecting the global level of disease.
The tool has a good reliability, with Cronbach’s alpha ranging from 0.71 to 0.95. Specif-
ically, in the present study, Cronbach’s alpha coefficients for each scale ranged from
0.66 to 0.91;

(c) Toronto Alexithymia Scale (TAS-20) [50,60]: this is a self-administered questionnaire
comprised of 20 items that respondents score on a five-point Likert scale from “strongly
disagree” to “strongly agree”. It consists of three subscales: difficulty describing feel-
ings (DDF; i.e., difficulties in communicating feelings to other people), difficulty
identifying feelings (DIF; i.e., problems in recognizing emotions and distinguishing
them from bodily sensations), and externally-oriented thinking (EOT; i.e., concrete
cognitive style oriented to external reality). Moreover, it has a total score that points
out the global level of alexithymia. Respondents obtaining a total score of 61 or more
are considered alexithymic, while those who score 50 or less are not alexithymic. A to-
tal score between 51 and 60 indicates the possible presence of alexithymia (borderline
level). The Italian version of the tool has a good reliability, with Cronbach’s alpha in
the range of 0.52 to 0.75 for normal samples, and between 0.54 and 0.82 for clinical
samples. In the present study, Cronbach’s alpha coefficients for each scale ranged
from 0.50 (for EOT) to 0.78 (for the total score).

2.3. Data Analysis

The data were analyzed using Jamovi statistical software, version 1.2 [61].
We first calculated the descriptive statistics and frequency tables to clarify the charac-

teristics of the sample as a whole (n = 80) and of the two groups (n = 40 each).
Then the chi-square test (χ2) for categorical variables was used to see whether the two

groups were comparable in terms of gender (two levels), age (two levels: 12–14 years and
15–17 years), diagnosis (two levels), and personality organization (three levels).

The t-test for independent samples was used to identify any statistically significant
differences between the two groups in relation to adaptability, level of alexithymia, and
presence of psychopathological features. Social withdrawal (two levels) was input as an
independent variable in the model, while the dependent variables were the total score
on the GAF, the TAS-20 scales (i.e., DDF, DIF, EOT, and the total score), and several YSR
scales, chosen on the basis of the psychopathological issues most often associated with
social withdrawal in the literature [21,22,27,28], i.e., anxiety–depression, social problems,
internalizing problems, and total problems.

Subsequently, two binomial logistic regressions were run after calculating Pearson’s r
correlations between the TAS-20 and YSR subscales used as predictors.

The first binomial logistic regression was run to identify the dimension of alexithymia
most impaired in socially-withdrawn adolescents. In fact, considering that the presence of
alexithymic traits is a characteristic of different psychopathological disorders [43,44,47],
we wanted to better investigate which specific aspect of alexithymia (i.e., difficulty in
recognizing emotions, difficulty in expressing them, or concrete and externally-oriented
thinking) was the most influential on social withdrawal. The presence or absence of social
withdrawal (two levels) was input in the model as the dependent variable, with the three
subscales of the TAS-20—difficulty describing feelings (DDF), difficulty identifying feelings
(DIF) and externally-oriented thinking (EOT)—as predictors.

As mentioned earlier, the literature identifies internalizing problems and social prob-
lems as being particularly linked to social withdrawal, so another logistic binomial regres-
sion was run to test the direction of this relationship and whether alexithymia influenced it.
To be more specific, we were interested in observing whether internalizing problems, social
problems, and the global level of alexithymia could significantly predict social withdrawal.
Consequently, the presence or absence of social withdrawal was input in the model as the
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dependent variable, with the scales for internalizing problems and social problems on the
YSR, and the total score on the TAS-20 as predictors.

In both binomial logistic regressions, gender, age, diagnosis, and personality organiza-
tion were input as factors to control for their effects.

Finally, we calculated Pearson’s r correlations—considering both the whole sample
and cases and controls separately—between the social withdrawal scale of the YSR and
(i) the GAF; (ii) the scales for anxiety–depression, social problems, internalizing problems,
and total problems in the YSR; and (iii) the scales in the TAS-20.

The level of statistical significance was set at p < 0.05.

3. Results
3.1. Comparability between the Two Groups

No statistically significant association emerged from the χ2 test between the two
groups (with versus without social withdrawal) and gender (χ2 (1, n = 80) = 2.45, p = 0.117);
age (χ2 (1, n = 80) = 0.238, p = 0.626); diagnosis (χ2 (1, n = 80) = 0.503, p = 0.478); or
personality organization (χ2 (2, n = 80) = 0.468, p = 0.791). This means that the variables
considered were not influential in defining the groups, which could therefore be compared
in terms of the presence or absence of social withdrawal alone.

3.2. Social Withdrawal and Alexithymia

The t-test for independent samples, with scores on the TAS-20 scales as the dependent
variables, identified a statistically significant difference between the two groups on all
the scales, with the group of adolescents with social withdrawal always obtaining higher
scores (Table 2).

Table 2. Means and results of the t-tests, with scores in the Toronto Alexithymia Scale (TAS-20) as the dependent variables
and group (with vs without social withdrawal) as the independent variable.

TAS-20 Scales Group M (SE) t df p

DDF
with social withdrawal (n = 40) 18.0 (0.59)

5.43 78 <0.001without social withdrawal (n = 40) 13.3 (0.65)

DIF
with social withdrawal (n = 40) 23.0 (1.03)

4.00 78 <0.001without social withdrawal (n = 40) 16.9 (1.13)

EOT
with social withdrawal (n = 40) 23.6 (0.69)

2.36 78 0.021without social withdrawal (n = 40) 21.4 (0.63)

TOT
with social withdrawal (n = 40) 64.7 (1.57)

5.65 78 <0.001without social withdrawal (n = 40) 51.6 (1.69)

Notes: DDF = difficulty describing feelings; DIF = difficulty identifying feelings; EOT = externally-oriented thinking; TOT = total score;
M = mean; SE = standard error.

Pearson’s r correlations between the TAS-20 scales, calculated before running the
binomial logistic regression, are shown in Table 3. They were all positive; more specifically,
the correlations between DDF and the other TAS-20 subscales were all moderate, while the
correlation between DIF and EOT was small.

Table 3. Pearson’s r correlations between the TAS-20 values and the social withdrawal scale of the
Youth Self-Report 11–18 (YSR), considering the sample as a whole.

DDF DIF EOT TOT

DDF - 0.47 0.36 0.79
DIF 0.47 - 0.13 0.83
EOT 0.36 0.13 - 0.57

Withdrawal 0.59 0.40 0.38 0.60
Notes: DDF = difficulty describing feelings; DIF = difficulty identifying feelings; EOT = externally-oriented
thinking; TOT = total score of the TAS-20; Withdrawal = social withdrawal scale of the YSR.



Children 2021, 8, 165 9 of 14

Then, from the binomial logistic regression, conducted to see which specific factor
of alexithymia was most impaired in the group of socially-withdrawn adolescents, the
significant predictor emerged as just the TAS-20 scale for DDF (β = 0.26, z = 2.84, p = 0.005,
OR = 1.279, 95% CI: 1.08–1.55). Variables input in the model as factors (i.e., gender, age,
diagnosis, and personality organization) did not show any statistically significant effect.
McFadden’s R2 for the model overall was 0.36.

Lastly, Pearson’s r correlations, calculated considering the whole sample, showed that
the scale for withdrawal in the YSR correlated significantly and positively with all the
TAS-20 scales. Specifically, its strongest associations were with DDF and the TAS-20 total
score, while the lowest was with EOT (Table 3). These correlations did not significantly
differ considering cases and controls separately (see Appendix A, Table A1).

3.3. Social Withdrawal, Adaptability, and Psychological Disorders

When the t-test for independent samples was run with the scores on the YSR scales as
the dependent variables, statistically significant differences emerged between the groups
with and without social withdrawal on all the scales considered (the group with social
withdrawal is indicated with the subscript “yes”, while the group without social with-
drawal is indicated with the subscript “no”): anxiety–depression (t78 = 1.45, p < 0.001;
Myes = 73.7, SE = 1.76; Mno = 61.9, SE = 1.88); social problems (t78 = 3.51, p < 0.001;
Myes = 66.3, SE = 1.46; Mno = 59.9, SE = 1.11); internalizing problems (t78 = 6.63, p < 0.001;
Myes = 72.8, SE = 1.11; Mno = 58.9, SE = 1.79); and total problems (t78 = 4.21, p < 0.001,
Myes = 67.8, SE = 1.21; Mno = 58.8, SE = 1.77). The group with social withdrawal always
scored higher. No significant differences emerged for the GAF.

Finally, Pearson’s r correlations, calculated considering the whole sample, showed statis-
tically significant associations between the scale for social withdrawal and all the other scales
considered in the YSR (Table 4). The correlations were all positive and strong, ranging from
0.52 (with social problems) to 0.74 (with internalizing problems). The correlation with the score
in the GAF was also significant, but low and negative. These correlations did not significantly
differ when considering cases and controls separately (see Appendix A, Table A1).

Table 4. Pearson’s r correlations between the social withdrawal scale of the YSR, the other YSR scales,
and the Global Assessment of Functioning (GAF), considering the sample as a whole.

Anx-Dep Int. Prob Soc. Prob YSR TOT GAF

Withdrawal 0.62 0.74 0.52 0.56 –0.21
Notes: Withdrawal = social withdrawal scale; Anx-Dep = anxiety–depression scale; Int. Prob = internalizing
problems scale; Soc. Prob = social problems scale; YSR TOT = total problems scale.

3.4. Predictors of Social Withdrawal in Adolescents

Pearson’s r correlations between the predictors included in the binomial logistic
regression (i.e., the TAS-20 total score, as well as the social problems and internalizing
problems scales of the YSR) were all statistically significant, positive, and strong (Table 5).

Subsequently, from the binomial logistic regression, it emerged that the predictors
of social withdrawal in the model were the scores for internalizing problems on the YSR
(β = 0.16, z = 2.89, p = 0.004, OR = 1.18, 95% CI: 1.05–1.32) and the total scores on the TAS-20
(β = 0.11, z = 2.42, p = 0.015, OR = 1.12, 95% CI: 1.02–1.23), while social problems were
not significant. Moreover, gender was also a significant factor in the model (β = −2.17,
z = −2.41, p = 0.016, OR = 0.11, 95% CI: 0.02–0.67), with a higher probability (Pr) for males
(Pr = 0.04) of being in the group of socially-withdrawn adolescents compared to females
(Pr = 0.006). The McFadden R2 for the overall model was 0.48.
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Table 5. Pearson’s r correlations between the TAS-20 total score and the social problems and internal-
izing problems scales of the YSR.

Soc. Prob Int. Prob TAS TOT

Soc. Prob - 0.66 0.46
Int. Prob 0.66 - 0.63

Notes: Soc. Prob = social problems scale; Int. Prob = internalizing problems scale; TAS TOT = total score of
the TAS-20.

4. Discussion

Our first aim in this study was to investigate the direct relationship between social
withdrawal and alexithymia. Significant differences emerged between our two groups
with and without social withdrawal in every dimension of alexithymia, with socially-
withdrawn adolescents scoring higher on all the scales. Our findings thus confirm that
socially-withdrawn adolescents are more impaired in terms of emotional competence,
expanding on what emerged from the study by Hattori [2] on emotional problems in
socially-withdrawn individuals. Our data also show that difficulty describing feelings
(DDF) is the only alexithymia factor influential on social withdrawal. Moreover, DDF is the
TAS-20 subscale most correlated to the social withdrawal scale on the YSR. In other words,
socially-withdrawn adolescents have a general difficulty with managing their emotions,
and are specifically poor at communicating their feelings. This finding confirms Piotti’s
report, based on clinical experience, that socially-withdrawn adolescents find it difficult to
put their feelings and experiences of suffering into words [52].

Some published studies regarding adolescents have associated alexithymia with various
psychopathological conditions [43,44,47], because it has been found to be related to an emo-
tional dysregulation acquired already in infancy, and transmissible from one generation
to the next [34–36]. The adolescents in the present study had a psychiatric diagnosis with
which alexithymia may be associated. Judging from the mean total scores in the TAS-20,
the individuals in our group with social withdrawal were alexithymic, while those in the
group without social withdrawal were borderline for alexithymia. This would indicate that
our whole sample had emotional problems, but what distinguished the socially withdrawn
was a greater difficulty in verbalizing their suffering. The inability to ask for help may
induce these adolescents to identify withdrawal within their own private worlds and
self-exclusion from any form of social interaction as the only strategies able to alleviate
their underlying discomfort.

As for the second aim of this study, to establish the psycho-behavioral profile of
socially-withdrawn adolescents, our data confirm the reports of an association between
social withdrawal and internalizing problems, including anxiety–depression and social
problems [22]. In fact, our group with social withdrawal scored significantly higher on
the YSR scales measuring these constructs, as well as for total problems. In other words,
they showed a greater degree of psycho-emotional suffering, even though there was no
significant difference between the two groups with regard to global functioning (GAF).
This would suggest that social withdrawal does not compound the contribution of other
psychopathological elements to an individual’s social, occupational, and psychological
functioning in response to the various problems encountered in life.

Since several published studies have considered the relationship between internalizing
problems, social problems, and social withdrawal, we tried to examine the direction of this
relationship, and to investigate the role of alexithymia. Our data indicate that internalizing
problems and alexithymia have a bearing on social withdrawal, while social problems did
not emerge as a significant predictor of this type of behavior. We surmise that difficulties
with managing emotions (and particularly with communicating them), and internalizing
symptoms may be antecedents of social withdrawal, and risk factors for its onset. Social
problems, on the other hand, could develop as a consequence of social withdrawal, further
trapping the adolescent in a vicious cycle of exclusion from relationships. Another possible
explanation is that social problems are not directly linked to social withdrawal, but they
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may precede internalizing problems. These in turn, along with the presence of alexithymic
traits, may encourage withdrawal behaviors.

Moreover, gender also has a significant effect in the model, with a higher probability
for males to be in the group of socially-withdrawn adolescents. This would indicate that
males with internalizing problems and alexithymia are more at risk of developing social
withdrawal compared to females with the same difficulties. Previous studies have shown a
higher prevalence of socially-withdrawn adolescents among males [2,3,28]. Our findings
thus are in line with those in the literature, and add information about the individual
characteristics of boys at risk for withdrawal. Nevertheless, the relationship between
gender and social withdrawal should be better investigated in future research.

Although the findings of this study are intriguing, there are some limitations that need
to be mentioned, which could also serve as a starting point for future studies. First of all,
there is the relatively small size of our sample, and the fact that it only included adolescents
in northern Italy. Moreover, another limitation is linked to the retrospective nature of the
investigation, which did not allow us to obtain all the information of interest for some
participants. Then there is the fact that we used self-report questionnaires: although they
have demonstrated their clinical value and are quick to administer, they can suffer from
a bias relating to social desirability. Subsequently, the EOT scale of the TAS-20 showed
a low reliability in our sample (α = 0.50). This result is consistent with previous studies
with adolescents (e.g., [46,62–65]), which have reported low Cronbach’s alpha values for
such scales, ranging from 0.29 to 0.56. Consequently, the EOT scale seems problematic in
the adolescent population in general, and not just in our sample. A possible explanation
is that externally-oriented thinking does not represent a core feature of alexithymia in
adolescents, but it may be more suitable just for adults. La Ferlita et al. [64] stated that this
difference between adults and adolescents might be linked to the different strategies used
to face emotional difficulties, according to the specific developmental age. Nevertheless,
considering that the TAS-20 is widely used, further studies are needed to better investigate
the factorial structure of the overall measure and the reliability of the EOT scale in com-
munity and clinical adolescent samples. Another shortcoming of the present study is that
we considered social withdrawal as a unidimensional construct, so we did not analyze the
different components of the phenomenon. This certainly is a limitation of the present study,
but it may also be a starting point for future research. In fact, it would be useful to better
investigate such a construct on the basis of Asendorpf’s model [13,14]. Furthermore, future
studies should include other individual and social variables that may constitute risk factors
for adolescent social withdrawal (e.g., attachment, relationships with peers and family,
specific traumas, social support). Lastly, since the association between social problems and
social withdrawal is still not clear, it would be interesting to deepen the knowledge of both
this relationship and the role that variables involved play in it.

In conclusion, even with these limitations, our research adds a novel contribution to
the still-limited literature on social withdrawal in adolescence. Our focus on the alexithymic
traits of socially-withdrawn adolescents could be particularly helpful for the purposes of
treatment and prevention. Intervention to improve these teenagers’ emotional competence
could be a useful way to help them verbalize their psycho-emotional unease, and find
more functional ways to deal with it. Understanding the features of social withdrawal in
adolescence may be important in the scholastic context, too. In fact, one of the early signs
of possible withdrawal is dropping out of school, which represents a risk for adolescents’
mental health. Therefore, teachers should be able to recognize adolescents at risk in advance,
in order to avoid negative outcomes. Knowledge about the alexithymic traits of socially-
withdrawn adolescents could be relevant for both teachers and clinicians. In fact, they could
cooperate in the implementation of prevention programs at school, with activities based on
students’ emotions, dialing in on the best strategies to turn those emotions into words.

Given the increasing frequency with which we are seeing social withdrawal in ado-
lescence, it is hugely important to develop ways to prevent it in order to reduce the risks
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inherent both in social withdrawal per se, and in the psychopathological conditions that
may be associated with it.
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Appendix A

Table A1. Pearson’s r correlations between the social withdrawal scale of the YSR and the other
scales of the YSR, the TAS-20, and the GAF, considering cases and controls separately.

Group
Cases

Withdrawal Scale
Controls

Withdrawal Scale

DDF 0.33 0.31
DIF 0.07 0.15
EOT 0.33 0.22

TAS TOT 0.31 0.30
Anx-Dep 0.47 0.55
Soc. Prob 0.33 0.50
Int. Prob 0.57 0.66
YSR TOT 0.36 0.55

GAF −0.20 −0.19
Notes: Withdrawal = social withdrawal scale; Anx-Dep = anxiety-depression scale; Soc. Prob = social problems
scale; Int. Prob = internalizing problems scale; YSR TOT = total problems scale of the YSR; GAF = Global Assess-
ment of Functioning; DDF = difficulty describing feelings; DIF = difficulty identifying feelings; EOT = externally-
oriented thinking; TAS TOT = total score of the TAS-20.

References
1. Saito, T. Hikikomori. Adolescence without End; Angles, J., Translator; University of Minnesota Press: Minneapolis, MN, USA, 2013.
2. Hattori, Y. Social withdrawal in Japanese youth: A case study of thirty-five hikikomori clients. J. Trauma Pract. 2005, 4, 181–201.

[CrossRef]
3. Aguglia, E.; Signorelli, M.S.; Pollicino, C.; Arcidiacono, E.; Petralia, A. Il fenomeno dell’hikikomori: Cultural bound o quadro

psicopatologico emergente? Petralia Giorn. Ital. Psicopat 2010, 16, 157–164.
4. Toivonen, T.; Norasakkunkit, V.; Uchida, Y. Unable to conform, unwilling to rebel? Youth, culture, and motivation in globalizing

Japan. Front. Psychol. 2011, 2, 207. [CrossRef]
5. ANSA Lifestyle Società e Diritti. Available online: https://www.ansa.it/canale_lifestyle/notizie/societa_diritti/2018/0

5/24/hikikomori-giovani-in-ritiro-sociale.-la-rete-dei-genitori-per-aiutarli_472b714d-c9c4-47b2-bdae-e83c9403e59d.html
(accessed on 24 September 2020).

6. Ministero dell’Istruzione Ufficio Scolastico Regionale per l’Emilia-Romagna. Available online: http://istruzioneer.gov.it/2018/1
1/06/adolescenti-eremiti-sociali-esiti-e-prime-valutazioni/ (accessed on 1 October 2020).

7. Ranieri, F. Adolescenti tra abbandono scolastico e ritiro sociale: Il fenomeno degli “hikikomori”. Psicol. Clin. Svilupp. 2016, 2, 319–326.
[CrossRef]

8. Li, T.M.; Wong, P.W. Editorial Perspective. Pathological social withdrawal during adolescence: A culture-specific or a global
phenomenon? J. Child Psychol. Psychiatry 2015, 56, 1039–1041. [CrossRef]

http://doi.org/10.1300/J189v04n03_01
http://doi.org/10.3389/fpsyg.2011.00207
https://www.ansa.it/canale_lifestyle/notizie/societa_diritti/2018/05/24/hikikomori-giovani-in-ritiro-sociale.-la-rete-dei-genitori-per-aiutarli_472b714d-c9c4-47b2-bdae-e83c9403e59d.html
https://www.ansa.it/canale_lifestyle/notizie/societa_diritti/2018/05/24/hikikomori-giovani-in-ritiro-sociale.-la-rete-dei-genitori-per-aiutarli_472b714d-c9c4-47b2-bdae-e83c9403e59d.html
http://istruzioneer.gov.it/2018/11/06/adolescenti-eremiti-sociali-esiti-e-prime-valutazioni/
http://istruzioneer.gov.it/2018/11/06/adolescenti-eremiti-sociali-esiti-e-prime-valutazioni/
http://doi.org/10.1449/84137
http://doi.org/10.1111/jcpp.12440


Children 2021, 8, 165 13 of 14

9. Li, T.M.; Wong, P.W. Youth social withdrawal behavior (hikikomori): A systematic review of qualitative and quantitative studies.
Aust. N. Z. J. Psychiatry 2015, 49, 595–609. [CrossRef] [PubMed]

10. Chan, G.H.Y.; Lo, T.W. Hidden youth services: What Hong Kong can learn from Japan. Child Youth Serv. Rev. 2014, 42, 118–126.
[CrossRef]

11. Procacci, M.; Semerari, A. Ritiro Sociale. Psicologia e Clinica; Edizioni Centro Studi Erickson: Trento, Italy, 2019.
12. Rubin, K.H.; Coplan, R.J.; Bowker, J.C. Social withdrawal in childhood. Annu. Rev. Psychol. 2009, 60, 141–171. [CrossRef]

[PubMed]
13. Asendorpf, J.B. Beyond social withdrawal: Shyness, unsociability and peer avoidance. Hum. Dev. 1990, 34, 259–269. [CrossRef]
14. Asendorpf, J.B. Abnormal shyness in children. J. Child Psychol. Psychiatry 1993, 34, 1069–1083. [CrossRef]
15. American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders, 4th ed.; American Psychiatric Association:

Washington, DC, USA, 2000.
16. American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders (DSM-5); American Psychiatric Association:

Arlington, VA, USA, 2013.
17. World Health Organization. The ICD-11 Classification of Mental Disorders and Behavioral Disorders: Clinical Descriptions and

Diagnostic Guidelines; WHO: Geneva, Switzerland, 2018; Available online: https://icd.who.int/browse11/l-m/en. (accessed on
15 October 2020).

18. World Health Organization. The ICD-10 Classification of Mental Disorders and Behavioral Disorders: Clinical Descriptions and Diagnostic
Guidelines; WHO: Geneva, Switzerland, 1992.

19. Schneider, B.H.; Younger, A.J.; Smith, T.; Freeman, P.A. Longitudinal exploration of the cross-contextual stability of social
withdrawal in early adolescence. J. Early Adolesc. 1998, 18, 374–396. [CrossRef]

20. Koyoama, A.; Miyake, Y.; Kawakami, N.; Tsuchiya, M.; Tachimori, H.; Takeshima, T.; World Mental Health Japan Survey Group.
Lifetime prevalence, psychiatry comorbidity and demographic correlates of hikikomori in a community population in Japan.
Psychiatry Res. 2010, 176, 69–74. [CrossRef]

21. Burgess, K.B.; Younger, A.J. Self-schemas, anxiety, somatic and depressive symptoms in socially withdrawn children and
adolescents. J. Res. Child Educ. 2006, 20, 175–187. [CrossRef]

22. Coplan, R.J.; Rose-Krasnor, L.; Weeks, M.; Kingsbury, A.; Kingsbury, M.; Bullock, A. Alone is a crowd: Social motivations, social
withdrawal, and socioemotional functioning in later childhood. Dev. Psychol. 2013, 49, 861. [CrossRef] [PubMed]

23. Katz, S.J.; Conway, C.C.; Hammen, C.L.; Brennan, P.A.; Najman, J.M. Childhood social withdrawal, interpersonal impairment,
and young adult depression: A mediational model. J. Abnorm. Child Psychol. 2011, 39, 1227–1238. [CrossRef]

24. Rubin, K.H.; Mills, R.S. Conceptualizing developmental pathways to internalizing disorders in childhood. Can. J. Behav. 1991,
23, 300–317. [CrossRef]

25. Oh, W.; Rubin, K.H.; Bowker, J.C.; Booth-LaForce, C.; Rose-Krasnor, L.; Laursen, B. Trajectories of social withdrawal from middle
childhood to early adolescence. J. Abnorm. Child Psychol. 2008, 36, 553–566. [CrossRef] [PubMed]

26. Spiniello, R.; Piotti, A.; Comazzi, C. Il Corpo in una Stanza. Adolescenti Ritirati che Vivono di Computer; Franco Angeli: Milano,
Italy, 2015.

27. Rubin, K.H.; Burgess, K.B. Social withdrawal and anxiety. In The Developmental Psychopathology of Anxiety; Vasey, M.W., Dadds,
M.R., Eds.; Oxford University Press: New York, NY, USA, 2001; pp. 407–434.

28. Malagón-Amor, A.; Martin-López, L.M.; Córcoles, D.; González, A.; Bellsolà, M.; Teo, A.R.; Bulbena, A.; Pérez, V.; Bergé, D. A
12-mounth study of the hikikomori syndrome of social withdrawal: Clinical characterization and different subtypes proposal.
Psychiatry Res. 2018, 270, 1039–1046. [CrossRef]

29. Frankova, I. Similar but different: Psychological and psychopathological features of primary and secondary hikikomori. Front.
Psychiatry 2019, 10, 558. [CrossRef]

30. Teo, A.R.; Gaw, A.C. Hikikomori, a Japanese culture-bound syndrome of social withdrawal? A proposal for DSM-5. J. Nerv. Ment.
Dis. 2010, 198, 444–449. [CrossRef]

31. Suwa, M.; Suzuki, K. The phenomenon of “hikikomori” (social withdrawal) and the socio-cultural situation in Japan today. J.
Psychopathol. 2013, 19, 191–198.

32. Lancini, M. Il Ritiro Sociale NEGLI adolescenti. La Solitudine di una Generazione Iperconnessa; Raffaello Cortina Editore: Milano,
Italy, 2019.

33. Sifneos, P.E. The prevalence of ‘alexithymic’ characteristics in psychosomatic patients. Psychother. Psychosom. 1973, 22, 255–262.
[CrossRef]

34. Taylor, G.J.; Bagby, R.M.; Parker, J.D.A. Disorder of Affect Regulation. Alexithymia in Medical and Psychiatric Illness; Cambridge
University Press: Cambridge, UK, 1997.

35. Mannarini, S.; Balottin, L.; Toldo, I.; Gatta, M. Alexithymia and psychosocial problems among Italian preadolescents. A latent
class analysis approach. Scand. J. Psychol. 2016, 57, 473–481. [CrossRef]

36. Gatta, M.; Balottin, L.; Mannarini, S.; Chesani, G.; Del Col, L.; Spoto, A.; Battistella, P.A. Familial factors relating to alexithymic
traits in adolescents with psychiatric disorders. Clin. Psychol. 2017, 21, 252–262. [CrossRef]

37. Manninen, M.; Therman, S.; Suvisaari, J.; Ebeling, H.; Moilanen, I.; Huttunen, M.; Joukamaa, M. Alexithymia is common among
adolescents with severe disruptive behaviour. J. Nerv. Ment. Dis. 2011, 199, 506–509. [CrossRef]

http://doi.org/10.1177/0004867415581179
http://www.ncbi.nlm.nih.gov/pubmed/25861794
http://doi.org/10.1016/j.childyouth.2014.03.021
http://doi.org/10.1146/annurev.psych.60.110707.163642
http://www.ncbi.nlm.nih.gov/pubmed/18851686
http://doi.org/10.1159/000276522
http://doi.org/10.1111/j.1469-7610.1993.tb01774.x
https://icd.who.int/browse11/l-m/en.
http://doi.org/10.1177/0272431698018004003
http://doi.org/10.1016/j.psychres.2008.10.019
http://doi.org/10.1080/02568540609594560
http://doi.org/10.1037/a0028861
http://www.ncbi.nlm.nih.gov/pubmed/22686178
http://doi.org/10.1007/s10802-011-9537-z
http://doi.org/10.1037/h0079019
http://doi.org/10.1007/s10802-007-9199-z
http://www.ncbi.nlm.nih.gov/pubmed/18193479
http://doi.org/10.1016/j.psychres.2018.03.060
http://doi.org/10.3389/fpsyt.2019.00558
http://doi.org/10.1097/NMD.0b013e3181e086b1
http://doi.org/10.1159/000286529
http://doi.org/10.1111/sjop.12300
http://doi.org/10.1111/cp.12098
http://doi.org/10.1097/NMD.0b013e3182214281


Children 2021, 8, 165 14 of 14

38. Karukivi, M.; Vahlberg, T.; Polonen, T.; Filppu, T.; Saarijarvi, S. Does alexithymia expose to mental disorder symptoms in late
adolescence? A 4-year follow-up study. Gen. Hosp. Psychiatry 2014, 36, 748–752. [CrossRef] [PubMed]

39. Muzi, S.; Pace, C.S. Relazioni tra sintomi internalizzanti ed esternalizzanti, attaccamento, regolazione emotiva e alessitimia in
adolescenti in comunità residenziale. Psic. Clin. Svilupp. 2020, 1, 117–126. [CrossRef]

40. Balottin, L.; Nacinovich, R.; Bomba, M.; Mannarini, S. Alexithymia in parents and adolescent anorexic daughters: Comparing the
responses to TSIA and TAS-20 scales. Neuropsychiatr. Dis. Treat. 2014, 10, 1941–1951. [CrossRef]

41. Berger, S.; Elliott, C.; Ranzenhofer, L.M.; Shomaker, L.B.; Hannallah, L.; Field, S.E.; Young, J.F.; Sbrocco, T.; Wilfley, D.E.; Yanovski,
J.A.; et al. Interpersonal problem areas and alexithymia in adolescent girls with loss of control eating. Compr. Psychiatry 2014,
55, 170–178. [CrossRef] [PubMed]

42. Honkalampi, K.; Tolmunen, T.; Hintikka, J.; Rissanen, M.L.; Kylmä, J.; Laukkanen, E. The prevalence of alexithymia and its
relationship with Youth Self-Report problem scales among Finnish adolescents. Compr. Psychiatry 2009, 50, 263–268. [CrossRef]

43. Gatta, M.; Dal Santo, F.; Rago, A.; Spoto, A.; Battistella, P.A. Alexithymia, impulsiveness and psychopathology in non-suicidal
self-injured adolescents. Neuropsychiatr. Dis. Treat. 2016, 12, 2307–2317. [CrossRef] [PubMed]

44. Raffagnato, A.; Angelico, C.; Valentini, P.; Miscioscia, M.; Gatta, M. Using the body when there are no words for feelings:
Alexithymia and somatization in self-harming adolescents. Front. Psychiatry 2020, 11, 262. [CrossRef]

45. Scimeca, G.; Bruno, A.; Cava, L.; Pandolfo, G.; Muscatello, M.R.A.; Zoccali, R. The relationship between alexithymia, anxiety,
depression, and internet addiction severity in a sample of Italian high school students. Sci. World J. 2014, 2014, 1–8. [CrossRef]

46. Loas, G.; Speranza, M.; Pham-Scottez, A.; Perez-Diaz, F.; Corcos, M. Alexithymia in adolescents with borderline personality
disorder. J. Psychosom. Res. 2012, 72, 147–152. [CrossRef]

47. Parolin, M.; Miscioscia, M.; De Carli, P.; Cristofalo, P.; Gatta, M.; Simonelli, A. Alexithymia in young adults with substance use
disorders: Critical issues about specificity and treatment predictivity. Front. Psychol. 2018, 9, 645. [CrossRef]

48. Gatta, M.; Canetta, E.; Zordan, M.; Spoto, A.; Ferruzza, E.; Manco, I.; Addis, A.; Dal Zotto, L.; Toldo, I.; Sartori, S.; et al.
Alexithymia in juvenile primary headache sufferers: A pilot study. J. Headache Pain 2011, 12, 71–80. [CrossRef] [PubMed]

49. Gatta, M.; Spitaleri, C.; Balottin, U.; Spoto, A.; Balottin, L.; Manganoand, S.; Battistella, P.A. Alexithymic characteristics in
pediatric patients with primary headache: A comparison between migraine and tension-type headache. J. Headache Pain 2015,
16, 1–7. [CrossRef] [PubMed]

50. Bagby, R.M.; Parker, J.D.; Taylor, G.J. The twenty-item Toronto Alexithymia Scale—I. Item selection and cross-validation of the
factor structure. J. Psychosom. Res. 1994, 38, 23–32. [CrossRef]

51. Achenbach, T.M.; Rescorla, L.A. Manual for the ASEBA School-Age Forms and Profiles; Research Center for Children, University of
Vermont: Burlington, NJ, USA, 2001.

52. Piotti, A. Il Banco Vuoto. Diario di un Adolescente in Estrema Reclusione; Franco Angeli: Milano, Italy, 2012.
53. Vanheule, S.; Desmet, M.; Meganck, R.; Bogaerts, S. Alexithymia and interpersonal problems. J. Clin. Psychol. 2007, 63, 109–117.

[CrossRef]
54. Qualter, P.; Wagner, H.; Quinton, S.J.; Brown, S. Loneliness, interpersonal distrust, and alexithymia in university students. J. Appl.

Soc. Psychol. 2009, 39, 1461–1479. [CrossRef]
55. Sette, S.; Baumgartner, E.; Laghi, F.; Coplan, R.J. The role of emotion knowledge in the links between shyness and children’s

socio-emotional functioning at preschool. Br. J. Dev. Psychol. 2016, 34, 471–488. [CrossRef] [PubMed]
56. Erdfelder, E.; Faul, F.; Buchner, A. GPOWER: A general power analysis program. Behav. Res. Methods Instrum. Comput. 1996,

28, 1–11. [CrossRef]
57. Kernberg, O.F. Disturbi Gravi della Personalità; Bollati Boringhieri: Torino, Italy, 1987.
58. Startup, M.; Jackson, M.C.; Bedix, S. The concurrent validity of the Global Assessment of Functioning (GAF). Br. J. Clin. Psychol.

2002, 41, 417–422. [CrossRef] [PubMed]
59. Frigerio, A.; Vanzin, L.; Pastore, V. The Italian preadolescent mental health project (PrISMA): Rationale and methods. Int. J.

Methods Psychiatr. Res. 2006, 15, 22–35. [CrossRef] [PubMed]
60. Bressi, C.; Taylor, G.; Parker, J.; Bressi, S.; Brambilla, V.; Aguglia, E.; Allegranti, I.; Buongiorno, A.; Giberti, F.; Bucca, M.; et al.

Cross validation of the factor structure of the Twenty-item Toronto Alexithymia Scale: An Italian multicenter study. J. Psychosom.
Res. 1996, 41, 551–559. [CrossRef]

61. The Jamovi Project Jamovi. (Version 1.2) [Computer Software]. 2020. Available online: https://www.jamovi.org.
62. Craparo, G.; Faraci, P.; Gori, A. Psychometric properties of the 20-Item Toronto Alexithymia Scale in a group of Italian Younger

Adolescents. Psychiatry Investig. 2015, 12, 500–507. [CrossRef]
63. Loas, G.; Braun, S.; Delhaye, M.; Linkowski, P. The measurement of alexithymia in children and adolescents: Psychometric

properties of the Alexithymia Questionnaire for Children and the twenty-item Toronto Alexithymia Scale in different non-clinical
and clinical samples of children and adolescents. PLoS ONE 2017, 12, e0177982. [CrossRef]

64. La Ferlita, V.; Bonadies, M.; Solano, L.; De Gennaro, L.; Gonini, P. Alessitimia e adolescenza: Studio preliminare di validazione
della TAS-20 su un campione di 360 adolescenti italiani. Infanz. Adolesc. 2007, 6, 131–144.

65. Muzi, S. A narrative review on alexithymia in adolescents with previous adverse experiences placed for adoption, in foster care,
or institutions. Prevalence, gender differences, and relations with internalizing and externalizing symptoms. Mediterr. J. Clin.
Psychol. 2020, 8. [CrossRef]

http://doi.org/10.1016/j.genhosppsych.2014.09.012
http://www.ncbi.nlm.nih.gov/pubmed/25307513
http://doi.org/10.1449/95801
http://doi.org/10.2147/NDT.S67642
http://doi.org/10.1016/j.comppsych.2013.08.005
http://www.ncbi.nlm.nih.gov/pubmed/24139852
http://doi.org/10.1016/j.comppsych.2008.08.007
http://doi.org/10.2147/NDT.S106433
http://www.ncbi.nlm.nih.gov/pubmed/27672324
http://doi.org/10.3389/fpsyt.2020.00262
http://doi.org/10.1155/2014/504376
http://doi.org/10.1016/j.jpsychores.2011.11.006
http://doi.org/10.3389/fpsyg.2018.00645
http://doi.org/10.1007/s10194-010-0248-6
http://www.ncbi.nlm.nih.gov/pubmed/20730593
http://doi.org/10.1186/s10194-015-0572-y
http://www.ncbi.nlm.nih.gov/pubmed/26607363
http://doi.org/10.1016/0022-3999(94)90005-1
http://doi.org/10.1002/jclp.20324
http://doi.org/10.1111/j.1559-1816.2009.00491.x
http://doi.org/10.1111/bjdp.12144
http://www.ncbi.nlm.nih.gov/pubmed/27111863
http://doi.org/10.3758/BF03203630
http://doi.org/10.1348/014466502760387533
http://www.ncbi.nlm.nih.gov/pubmed/12437796
http://doi.org/10.1002/mpr.25
http://www.ncbi.nlm.nih.gov/pubmed/16676683
http://doi.org/10.1016/S0022-3999(96)00228-0
https://www.jamovi.org
http://doi.org/10.4306/pi.2015.12.4.500
http://doi.org/10.1371/journal.pone.0177982
http://doi.org/10.6092/2282-1619/mjcp-2449

	Introduction 
	Social Withdrawal in Adolescence: Risk Factor, Symptom, or Clinical Syndrome? 
	Social Withdrawal and Alexithymia in Adolescence 
	The Study: Aims and Hypotheses 

	Methods 
	Participants and Procedure 
	Tools 
	Data Analysis 

	Results 
	Comparability between the Two Groups 
	Social Withdrawal and Alexithymia 
	Social Withdrawal, Adaptability, and Psychological Disorders 
	Predictors of Social Withdrawal in Adolescents 

	Discussion 
	
	References

