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SUMMARY
Objectives
Individuals who experienced a forced migration, such as asylum seekers and refugees, are at 
elevated risk of trauma-related psychological and somatic distress as compared to non-migrat-
ed counterparts. The relationship between traumatic events and somatization is poorly explored 
in this population. We aimed to assess the impact of traumatic events on somatization and the 
possible link with stress-related vulnerability in a sample of asylum seekers and refugees.

Methods
Asylum seekers and refugees referring to the Day Service of Migration Medicine of the Um-
berto I Hospital for routine screening of infectious diseases were consecutively recruited. The 
following instruments were administered: ad hoc questionnaire for the collection of socio-de-
mographic and migratory variables, Somatic Symptom Scale 8 (SSS-8), Life Events Check 
List (LEC-5), Stress-related Vulnerability Scale (SVS). 

Results
Eighty-five subjects were included (males = 80, 94%; mean age = 28.3; SD = 7.4). The mean 
score of SSS-8 was 5.3 (SD = 5.9), with 68% of participants reporting at least one clinically 
significant somatic symptom. The mean LEC-5 total score was very high (9.8; SD 3.2). Bivar-
iate correlations among SSS-8 total score, LEC-5 total score and SVS Lack of Social Support 
subscale score were, respectively: r= 0.347 (p = 0.002), r = 0.539 (p < 0.001). Multivariate 
analyses confirmed the correlation between SSS-8 total score, LEC-5 total score (β = 0.491; 
p = 0.01) and SVS Lack of Social Support subscale (β = 1.236; p < 0.001) to be significant 
over and above sociodemographic and migration-related confounders. 

Conclusions
Medically unexplained somatic symptoms were associated with the number of lifetime traumatic 
events and with post-migratory perceived lack of social support in asylum seekers and refugees.
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Introduction
In the last two decades, an increasing number of people are forcedly 
displaced worldwide. In 2019, Europe hosted the largest number of in-
ternational migrants. Forced migration has grown noticeably faster than 
voluntary migration 1.
Forced migration is an important risk factor for the development of trauma-
related psychological distress and a wide range of mental disorders 2,3. 
Somatization is the presentation of physical symptoms or complaints 
which are not based on a medical condition and are considered as a 
response to psychosocial stress 4. Medically unexplained somatic symp-
toms are the rule rather than the exception in primary and secondary care 
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and they are associated with considerable disability 
and costs 5, independently of psychiatric and medical 
comorbidity  6. Somatization among immigrants often 
leads to under-diagnosis and misdiagnosis of mental 
disorders in medical settings, increasing the barriers to 
the already underutilized mental health services 7. Un-
recognized and untreated mental disorders can lead 
to increased symptom severity and consequent emer-
gency referrals with harmful coercive interventions and 
worse outcomes 8.
Several studies suggest that immigrants from low- and 
middle-income countries tend to express emotional dis-
tress with somatic symptoms  9. Ethnicity, geographic 
origins and cultural models can shape the tendency to 
experience somatic distress 10. Language and cultural 
differences between health care providers and migrant 
patients affect clinical assessment and management 11, 
worsening the impact of somatization. 
High levels of medically unexplained somatic symp-
toms were found in immigrants in primary care  12,13. 
Somatization scores were found higher in immigrants 
referred to general medicine services as compared to 
native patients 14. 
Only a limited number of studies have been performed 
so far, which showed high rates of somatic complaints 
in refugees, ranging from 27 to 84% 11. Lifetime expo-
sure to traumatic events is very high in asylum seekers 
and refugees. 
Non-immigrated patients with somatization disorders re-
port more traumatic events with respect to non somatiz-
ers 15. Hence, high levels of somatization following forced  
might be explained by trauma. Strong associations among 
somatization symptoms, Posttraumatic Stress Disorder 16 
and complex Posttraumatic Stress Disorder 17 were shown 
in asylum seekers and refugees. Victims of torture and 
inter-human violence have a high risk of both somatization 
and post-traumatic symptoms 18. However, mediating and 
moderating variables of the relationship between trauma 
and somatization are scarcely investigated. 
A study on both voluntary and forced immigrants in 
primary care showed that patients with somatization 
reported more stress due to post-migratory living dif-
ficulties 19. Post-migratory perceived stress and lack of 
social support might play a role in the relationship be-
tween pre-migratory traumatic events and somatization 
in the host country. 
To date, the relationship between traumatic events and 
somatic symptoms, and the possible role of post-migra-
tory stress in refugees in the general population remains 
unclear. There is also a lack of research on the impact 
of traumatic events in African refugees despite an over-
representation in Europe 20.
The aim of this cross-sectional study was to assess the 
impact of traumatic events on somatic symptoms and 

the possible association with post-migratory stress-
related vulnerability in a non-clinical sample of asylum 
seekers and refugees.

Methods

Participants
Asylum seekers or refugees referring for the first time 
to the Day Service of Migration Medicine of the Umber-
to I University Hospital in Rome for routine screening 
of infectious diseases were recruited from November 
2017 to February 2019. Inclusion criteria were written 
informed consent and age 18 or older. Individuals with 
clinical signs of mental disorder during the assess-
ment were referred to the Migration Psychiatry Service 
of our Hospital. Cultural mediators were involved when 
needed. This study is part of a larger epidemiological 
investigation which was approved by the Local Ethical 
Committee. 

Measures
An ad hoc questionnaire was administered for the col-
lection of socio-demographic and migratory variables. 
The Somatic Symptom Scale 8 (SSS-8)  21 was devel-
oped as an abbreviated 8-item version of the Patient 
Health Questionnaire 15, to assess the presence and 
severity of common somatic symptoms. Somatic symp-
toms assessed include stomach or bowel problems, 
back pain, headache, chest pain, asthenia and others. 
Each item is scored 0 to 4, with higher scores indicat-
ing greater presence and subjective impact of somatic 
symptoms. 
The Life Events Checklist (LEC-5) 22 assesses the life-
time presence of an individual’s exposure to 16 serious 
traumatic life events (e.g. fire or explosion, transpor-
tation accident, physical assault, sexual assault, life-
threatening illness or injury). It has been widely used in 
cross-cultural settings and it is strongly associated with 
psychopathology. 
The Stress-related Vulnerability Scale (SVS) 23 is a 9-item 
self-administered rating scale, scored on a 4-point Lik-
ert scale. It yields scores on three subscales, named 
‘Tension’, ‘Demoralization’, and ‘Reduced Social Sup-
port’, respectively. Higher scores indicate greater sub-
jective stress-related vulnerability. The SVS was used in 
both clinical 24 and non-clinical 25 samples.

Statistical analysis
Bivariate analyses were conducted for continuous vari-
ables in order to demonstrate the correlations between 
LEC-5 and SSS-8, SVS Lack of Social Support Sub-
scale, sociodemographic and migration related vari-
ables. In order to test these correlations, we first ana-
lyzed the multivariate correlations between SSS-8 total 
score as a dependent variable and LEC-5 total score, 
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SVS total score, SVS Lack of Social Support subscale 
and possible confounders as independent variables in 
a stepwise multivariate regression model. Secondly, a 
multivariate regression model was built including SSS-
8 total score as a dependent variable and LEC-5 total 
score, SVS Lack of Social Support subscale and pos-
sible confounders as independent variables. The alpha 
value was set to.05; all tests were two tailed. Data were 
analyzed with the Statistical Package for Social Scienc-
es (SPSS), version 17.0.

Results
Eighty-five subjects were included in the study. Two sub-
jects denied the consent to participate. The mean age 
was 28.3 (SD = 7.4) (range 18-49 years); 80 (94.1%) 
were males. Participants had a mean education level of 
8.5 years of study (SD = 4.1). The mean length of stay 
in Italy was 19 months (SD = 18 months). Participants 
were asylum seekers or refugees coming from Sub-Sa-
haran African countries (80%), North African countries 
(7%) and Asia (13%). The most represented countries 
of origin were Nigeria (21%) and Eritrea (16%). Sixty-
five immigrants (77%) arrived in Italy trough the Central 
Mediterranean route and 37 (44%) of them were de-
tained for migration-related reasons.
All samples reported at least one lifetime traumatic 
event, with 13% reporting 5 or less traumatic events, 
55% between 6 and 9 and 32% more than 9. The most 
common traumatic events were “combat or exposure 
to war-zone” (80%), followed by “witnessing sudden 
violent death” (79%), “physical assault” (78%) and “as-

sault with a weapon” (77%). The mean LEC-5 total score 
was 9.8 (SD 3.2). 
The mean score of SSS-8 was 5.3 (SD = 5.9), with 68% 
of participants reporting at least one clinically signifi-
cant somatic symptom. 
SVS mean score was 8.88 (SD  = 5.44; min  =  1.0; 
max  =  22.0) with the highest score in the SVS Lack 
of Social Support subscale (mean=4.73; SD= 2.14; 
min = 1.0; max = 9.0) followed by SVS Demoralization 
subscale (mean =2.25; SD = 2.16; min = 0; max = 9.0).
As shown in Table I, the bivariate model showed signifi-
cant correlations between SSS-8 and LEC-5 (β = 0.539; 
p < 0.001), SVS total scores (β = 0.778; p < 0.001), SVS 
Lack of Social Support subscale (β = 0.539; p < 0.001) 
and age (β = 0.264; p = 0.015). 
The stepwise multivariate linear regression model 
showed SVS Lack of Social Support subscale to repre-
sent the second most predictive variable in the model af-
ter the SVS total score (β = 1.092; SE = 0.352; p = 0.003; 
tables available upon request). Further multivariate anal-
yses were carried out including only this subscale. The fi-
nal multivariate model predicting SSS total score (Tab. II) 
shows a significant predicting role for age (β =  0.244; 
SE  =  0.083; p  =  0.005), LEC total score (β  =  0.491; 
SE = 0.184; p = 0.010) and SVS Lack of Social Support 
subscale (β = 1.236; SE = 0.270; p < 0.001).

Discussion
This cross-sectional observational study on young im-
migrated asylum seekers and refugees in Italy shows a 
significant association among pre-migratory traumatic 

TABLE I. Bivariate associations.

1 2 3 4 5 6 7 8 9 10 11 12

Age 1

Sex -0.11 1

N children 0.40** 0.08 1

N siblings -0.01 0.18 -0.13 1

Route 0.16 0.07 0.15 -0.10 1

Prison -0.09 -0.22* 0-.27* 0.06 -0.21 1

Friends in Italy -0.14 0.04 -0.06 -0.01 0.09 -0.24* 1

Connationals in Italy 0.339** -0.22* 0.10 -0.13 0.08 0.11 -42** 1

SSS total 0.26* -0.07 -0.13 -0.07 -0.06 0.10 -0.025 0.24* 1

SVS total 0.24* 0.09 -0.14 -0.07 -0.02 0.01 0-.09 0.20 0.78** 1

SVS supp 0.15 -0.02 -0.11 -0.12 -0.05 0.14 -0.17 0.23 0.54** 0.82** 1

LEC total -0.07 -0.15 -23* -0.09 -0.13 0.31** 0.12 0.04 0.35** -25* -18 1

SSS = Somatic Symptom Scale 8; SVS = Stress-related Vulnerability Scale; S Lack of Social Support S supp = SVS Lack of Social Support Subscale; LEC = Life Events Checklist; * 
= p < 0.05; ** = p < 0.013.



L. Tarsitani et al.

44

events, post-migratory reduced social support and so-
matic symptoms. To our knowledge, this is the first study 
to assess the role of both traumatic events before migra-
tion and post-migratory perceived vulnerability on somat-
ic symptoms in forced immigrants in Europe. 
A very high exposure to serious traumatic events (a 
mean of 9.8) was reported by our sample, which mainly 
consisted of young men immigrated from Sub-Saharan 
Africa trough the Central Mediterranean route. Another 
study that assessed the number of serious traumatic ex-
periences in Africans migrated to Europe found a com-
parable mean of 9 events with a higher SD 20. The several 
on-going conflicts in various African countries might ex-
plain these figures. Moreover, the Central Mediterranean 
route of migration is per se a complex and severe trau-
matic event with high risk of human rights violations and 
death 26. The same study by Steel and collegues 20 found 
a greater number of traumatic events in men, which is in 
line with the prevalence of men in our sample. 
The high levels of reported somatic complaints in our 
non-clinical and non-help seeking sample confirm the 
high rates of somatization found in refugees world-

wide 11,16,18. Age was found as an independent predictor 
of somatic symptoms, which may originate from somat-
ic diseases instead of unexplained symptoms in older 
subjects 27. However, no serious clinical condition was 
found on clinical assessment in our sample. 
The role of traumatic events as predictors of somatic 
symptom levels is in line with all the studies showing the 
relationship between trauma and psychopathology 11,15, 
being somatization a response to psychological stress 
by definition 4. 
According to the new insight on the relevance of post-mi-
gratory living difficulties in mental health of refugees 19,20, 
the role of SVS Lack of Social Support subscale as an 
independent predictor of levels of somatic symptoms 
presence and impact suggests that post-migratory living 
difficulties might mediate the impact of trauma on somati-
zation. A bulk of data demonstrated that perceived social 
support reduces the noxious effects of stress on health in 
the general population 28. Post-migratory living difficulties, 
such as social isolation and loneliness, are associated with 
the onset of post-traumatic stress disorder in refugees 19. 
Social-related support in the host country might buffer the 
effect of pre-migratory traumatic events on somatization. 
A note of caution about the generalizability of our find-
ings is warranted. First, the representativeness of our 
sample, which consisted of young, mainly male refu-
gees was likely limited. Also, as we studied subjects 
mainly immigrated from Africa, our findings might not 
generalize to other cultures and this issue needs to be 
addressed in future investigations. Also, SVS measures 
general perceived stress-related vulnerability, including 
reduced social support. A more specific assessment 
of post-migratory living difficulties is needed in future 
investigations on their role in somatization in refugees 
exposed to traumatic events.
In conclusion, we found that medically unexplained so-
matic symptoms were predicted by the number of life-
time traumatic events and by post-migratory perceived 
lack of social support in asylum seekers and refugees. 
Somatization is associated with considerable disability 
and it often leads to under-diagnosis of mental disor-
ders and inadequate treatment. Somatic symptoms 
should be detected and treated early in traumatized 
forced migrants.

TABLE II. Multivariate model predicting SSS total score

B SE p

Nationality -0.162 0.077 0.039

Age 0.244 0.083 0.005

Gender 0.568 2.282 0.804

Marital Status -0.451 0.775 0.563

N children -1.174 0.641 0.072

N siblings -0.025 0.171 0.885

Prison -1.490 1.244 0.235

Friends in Italy 0.535 1.352 0.694

Route -0.243 0.556 0.664

Connationals in Italy 0.198 0.560 0.724

SVS supp 1.236 0.270 0.000

LEC total 0.491 0.184 0.010

SVS supp = SVS Lack of Social Support Subscale; LEC = Life Events Checklist. Signifi-
cant p values are highlighted in bold.
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