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Objective: Knowledge about the frequency, severity, and risk factors of somatization (so-
matic manifestations of psychological distress) among immigrants is limited. The authors
examined somatic distress in an immigrant population in Israel, explored its relationship
with psychological distress symptoms and health-care-seeking behavior, and determined
its correlation with the length of residence in Israel. Method: Two reliable and validated
self-report questionnaires, the Brief Symptom Inventory and the Demographic Psychoso-
cial Inventory, were administered in a cross-sectional community survey of 966 Jewish im-
migrants from the former Soviet Union who had arrived in Israel within the previous 30
months. Results: The 6-month prevalence rate for somatization was 21.9% and for psy-
chological distress, 55.3%. The current rate of co-occurrence of somatization and psycho-
logical distress was 20.4%. The most common physical complaints were heart or chest
pain, feelings of weakness in different parts of the body, and nausea. Somatization was
positively correlated with the intensity of psychological distress and with help-seeking be-
havior during the 6 months preceding the survey. Women reported significantly more so-
matic and other distress symptoms than men. Older and divorced or widowed individuals
were more likely to meet the criteria for somatization. Within the first 30 months after reset-
tlement, longer length of residence was associated with higher levels of somatization
symptoms. Conclusions: Somatization is a prevalent problem among individuals in cross-
cultural transition and is associated with psychological distress; demographic characteris-
tics such as gender, age, marital status, and duration of immigration; self-reported health

problems; and immigrants’ help-seeking behavior.

(Am J Psychiatry 2000; 157:385-392)

I n the last decade, there has been increased interest in

the mental health of immigrants from the former So-
viet Union to the United States and Israel (1-6). De-
spite these studies, knowledge about the frequency, se-
verity, and risk factors of somatic manifestations of
psychological distress in this population is limited.
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People suffering from psychological distress, depres-
sion, anxiety, and personality disorders, as well as
those with DSM-IV somatization disorder, may exhibit
somatic symptoms. Somatization has been broadly de-
fined as the presentation of one or more medically un-
explained somatic symptoms that does not fulfill
DSM-IV criteria for somatization disorder or other so-
matoform disorders (7).

Epidemiological studies’ estimates of the prevalence
of somatization in the general population have ranged
from 4% to 20%, depending on the diagnostic criteria
used in the study (8, 9). DSM-1V somatization disorder
is a rare diagnosis in the general population (10) but
seems more frequent in primary care settings (11, 12).
Recently, a large international study that used data
from 15 primary care centers in 14 countries found
that the overall prevalence rate of ICD-10 somatiza-
tion disorder was 2.8% and that the overall prevalence
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rate for somatization, as measured by the Somatic
Symptom Index, was 19.7% (13).

There is strong evidence that somatization is related
to substantial emotional distress expressing underlying
anxiety, depression, and adjustment disorders (7, 10,
12). Using data from the Epidemiologic Catchment
Area study, a population-based survey of more than
18,000 residents of five U.S. communities, Simon and
Von Korff (14) found that current psychological symp-
toms were reported by 63% of individuals who also re-
ported five or more somatic symptoms, compared with
7% of those who reported no somatic symptoms.

Previous studies have suggested that the somatiza-
tion phenomenon is influenced by demographic vari-
ables, such as gender, age, marital status, low educa-
tional and economic levels, rural residence, and
minority ethnicity (10, 11, 15). Generally, women are
more likely to show evidence of somatization than
men, but these findings are inconsistent (16). Al-
though some researchers have not found gender dif-
ferences in somatization patterns (17), others have re-
ported a twofold increase in risk of somatization
among women compared with men (18). In one study
that used regression analysis, gender had no signifi-
cant effect on the level of somatic symptoms when the
analysis controlled for the effect of emotional distress
(19). Low social support has been demonstrated to in-
crease rates of somatization and utilization of medical
care among elderly and divorced or separated and
widowed persons (20).

Studies have shown that immigrants all over the
world experience significantly more stressful life events
and psychological distress than members of native pop-
ulations and therefore have a higher risk of somatiza-
tion. However, few researchers have examined the so-
matic presentation of distress among immigrants. Kohn
etal. (2) reported elevated levels of demoralization with
concomitant increases in depression and somatization
in 55 older Jewish-Soviet immigrants to Chicago. Pang
and Lee (21) estimated the current prevalence of soma-
tization disorder in elderly Korean immigrants in the
United States to be 7.3% and the co-occurrence of the
disorder with major depression to be 33.3%. Handel-
man and Yeo (22) evaluated the frequency of somatic
symptoms in 76 elderly Cambodian refugees and found
that headache and chest complaints were the most com-
mon symptoms (58% and 41%, respectively). More
than half of all respondents interpreted their symptoms
to be the result of sadness, grief, and anxiety. The small
clinically based sample and the older age of the partici-
pants compromised the results of these studies. Al-
though these studies and other studies (23, 24) have
found that immigrants are prone to communicate emo-
tional distress in terms of physical complaints, to our
knowledge, no studies have evaluated the prevalence
and risk factors of somatization in a large community
sample of recent immigrants.

The current mass immigration from the former So-
viet Union to Israel (nearly 800,000 immigrants be-
tween 1989 and 1999) has offered a unique research
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opportunity. In the study reported here, we investi-
gated 1) the prevalence of somatic symptoms in an im-
migrant population, 2) the effect of the length of resi-
dence in the new location on somatization, 3) the
relationship between somatic and psychological pre-
sentations of distress, 4) demographic correlates of
bodily symptoms, and 5) the effect of somatization on
health-care-seeking behavior.

We hypothesized that 1) somatization is more fre-
quent in distressed than in nondistressed immigrants,
2) bodily symptoms are presented more frequently in
women and in older and unmarried individuals than in
men and in younger and married subjects, and 3) som-
atizing immigrants are more likely to seek help for
their health problems from family doctors than from
mental health professionals.

METHOD

This study is part of the Immigrant Psychological Distress Project
initiated in 1991 in Israel. At the time this report was prepared, the
project’s database contained community survey data for 3,713 sub-
jects, age 11 years and older, who resettled in Israel from the former
Soviet Union between 1989 and 1997. The study design, sampling, so-
ciodemographic profile of subjects, background, and some clinical
findings from the diverse sections of the Immigrant Psychological Dis-
tress Project have been reported in detail elsewhere (3, 4, 6, 25, 26).

In the study reported here, data for 966 immigrants (397 men and
569 women) were drawn from the project’s database according to
two inclusion criteria: age 18 and older, and the availability of dis-
tress and somatization measures. These respondents, who consti-
tuted a convenience study group, had been recruited from typical im-
migrant gathering places, including professional retraining classes,
Hebrew language instruction classes, and temporary accommoda-
tions at hostels and social services. Data were obtained from approx-
imately 75% of the immigrants present at the time of data collection
at each setting. Overall, 10% of the immigrants approached refused
to participate. A comparison of participants with nonparticipants
showed no significant differences in any of the demographic charac-
teristics surveyed. Written informed consent was obtained from all
respondents.

For the 966 immigrants included in the analyses reported here, the
male-female ratio was 1:1.4. The mean age was 39.3 years (SD=
12.9; range=18-87). About 54% (N=521) had immigrated within
12 months of the study, 42% (N=406) within 1 to 2 years, and 4%
(N=39) within 25 to 30 months. The mean length of time in Israel
was 12.5 months (SD=7.8; range=3-30). A total of 67% (N=647)
were married, 13% (N=124) were single, 19% (N=186) were di-
vorced or widowed, and the marital status of 1% (N=10) was un-
known. About 79% (N=763) were university graduates, 13% (N=
129) had completed vocational training, 5% (N=48) had a high
school diploma, and 2% (N=21) had a grade school education.

All participants completed the Russian language versions of two
self-report questionnaires, the Brief Symptom Inventory and the De-
mographic Psychosocial Inventory. Participants were asked to con-
sider conditions over the preceding 6 months in responding to the
guestionnaires.

The Brief Symptom Inventory (27) is a 53-item version of the
well-known Hopkins Symptom Checklist-90. Responses are scored
on a 0-4-point scale, with higher mean scores indicating greater lev-
els of psychological distress (Global Severity Index) and of nine
symptom dimensions: somatization, obsessive-compulsive, interper-
sonal sensitivity, depression, anxiety, hostility, phobic anxiety, para-
noid ideation, and psychoticism. We determined cases of distress by
using Global Severity Index thresholds (27); Global Severity Index
values equal to or greater than 0.42 for men and 0.78 for women in-
dicated distress. For the study group (N=966), Cronbach’s alpha for
the Global Severity Index was 0.91.
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The Brief Symptom Inventory somatization scale reflects distress
arising from perceptions of bodily dysfunctions. Its seven items focus
on faintness or dizziness, heart or chest pain, nausea or upset stom-
ach, shortness of breath, hot or cold spells, numbness or tingling,
and feeling weakness in parts of the body. Cronbach’s alpha for the
somatization rate was 0.89 for the study group.

To compare our data with results of previous studies, we used
three diagnostic criteria for somatization. The overall Brief Symp-
tom Inventory somatization criterion yielded mean raw scores on the
somatization scale of 0.70 for men and 0.91 for women (corre-
sponding T score=63 or higher), exhibiting the presence of somatiza-
tion according to the thresholds elaborated by Derogatis and Spen-
cer (27). The two other criteria for somatization, adapted from
previous studies (11, 19, 28), were based on a simple count of the
overall number of somatic symptoms independent of modality or or-
gan system specificity. The first, the Somatic Symptom Index 4/6
(11), requires four somatic symptoms for male subjects and six such
symptoms for female subjects. The second, Somatic Symptom Index
5/5 (11), delineates somatization in terms of the number of somatic
symptoms with a threshold at five symptoms for subjects of both
sexes.

The Demographic Psychosocial Inventory was designed to pro-
vide a standardized measure of psychosocial variables among Rus-
sian immigrants to Israel (29). It consists of 84 self-report questions,
including 10 scales and three general indices. Responses are scored
on a 0-4-point scale, with higher mean scores indicating a greater
degree of addressed difficulties. Four health-related dimensions of
the Demographic Psychosocial Inventory were used in this study: 1)
current health problems (one item), 2) health-seeking intentions (15
items, Cronbach’s alpha=0.79), which asks if the respondent is in
need of help from any of 15 different health care professionals, 3)
help-seeking behavior (five items, Cronbach’s alpha=0.44), which
ask if the respondent applied for help from one of five different
health care specialists (family doctor, neurologist, psychologist, psy-
chiatrist, and social worker), and 4) the health index (21 items,
Cronbach’s alpha=0.81), which is the sum of the scores for the other
three dimensions divided by the number of scales. Reliability and va-
lidity tests of the Demographic Psychosocial Inventory had satisfac-
tory results.

All analyses were performed by using the Number Cruncher Sta-
tistical System (NCSS-2000) (NCSS Statistical Software, Kaysville,
Utah). Differences in means were tested with two-tailed t tests. For
comparisons of proportions, the chi-square test with Yates’s correc-
tion for continuity was calculated. Odds ratios with 95% confidence
intervals (Cls) were calculated for each of seven somatic symptoms
reported by immigrants versus the Brief Symptom Inventory norma-
tive nonpatient sample (27). Pearson product moment correlations
between the Brief Symptom Inventory symptoms and Demographic
Psychosocial Inventory health subscales were computed. Two-way
analysis of variance (ANOVA) was used for investigating the main
effects of gender, age, marital status, and length of residence in Israel
on the variation in the psychological distress and somatization
scores. For all analyses, the level of statistical significance was de-
fined as an alpha less than 0.05.

RESULTS

Prevalence of Somatization

Of 966 respondents, 212 met the Brief Symptom In-
ventory criterion for somatization and 754 did not.
Thus, the 6-month prevalence rate of somatization as
measured by the Brief Symptom Inventory for the en-
tire group was 21.9% (95% CI=19.3%-24.5%). The
corresponding rates as measured by the Somatic Symp-
tom Index were significantly lower: 14.9% (N=144)
for Somatic Symptom Index 5/5 (x?=15.4, df=1, p<
0.001) and 13.8% (N=133) for Somatic Symptom In-
dex 4/6 (x2=21.5, df=1, p<0.001). Use of the Brief
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Symptom Inventory somatization criterion showed no
significant gender differences in the somatization prev-
alence rate.

Somatization and Length of Residence

Two-way ANOVA was used to assess the main effect
of length of residence in Israel (by gender) on the Brief
Symptom Inventory psychological distress and somati-
zation scores. Length of residence was defined as the
time between the date of resettlement and the date of
participation in the study. The analyses were con-
ducted for four groups of subjects with different
lengths of residence: 6 months or less (N=209), 7-12
months (N=312), 13-18 months (N=288), and 19-30
months (N=157). Mean scores on the Brief Symptom
Inventory somatization dimension for the four sub-
groups according to gender were: 0.41 (SD=0.58),
0.28 (SD=0.35), 0.36 (SD=0.42), and 0.63 (SD=0.74),
respectively, for the men; and 0.57 (SD=0.63), 0.51
(SD=0.54), 0.48 (SD=0.48), and 1.13 (SD=1.11), re-
spectively, for the women. All three ANOVAs for som-
atization were significant: F=25.0, df=1, 963, p<
0.0001, for gender; F=19.9, df=3, 963, p<0.0001, for
length of residence; and F=2.9, df=3, 963, p=0.04, for
the gender-by-time interaction. With regard to the Glo-
bal Severity Index distress scores, main effects were re-
vealed for gender (F=7.9, df=1, 963, p<0.005) and
length of residence (F=11.6, df=3, 963, p<0.0001) but
not for their interaction (F=0.7, df=3, 963, p=0.55).
The results suggest that for the first 2.5 years after re-
settlement, the more time elapsed, the higher the levels
of psychological distress and somatization for both
male and female subjects.

Number of Somatic Symptoms

The distribution of the respondents and their Global
Severity Index mean scores according to the number of
reported somatic symptoms was computed. A total of
22.7% of respondents (N=219) reported no somatic
symptoms, although 3.3% (N=32) endorsed all seven
of the Brief Symptom Inventory somatic symptoms.
Concerning the overall number of physical symptoms,
the female-male ratio increased from 0.86 for those
with one symptom (N=101 for women and N=118 for
men) to 3.2 for those with five symptoms (N=45 for
women and N=14 for men). Most somatizing subjects
(83.5%; N=177 of 212) reported four or more somatic
symptoms. Somatizing women (N=124) tended to
have a greater mean number of somatic symptoms
(mean=5.32, SD=1.2) than somatizing men (N=88)
(mean=4.33, SD=1.5) (t=5.1, df=210, p<0.001).

Frequency of Somatic Symptoms

Table 1 compares the frequency of Brief Symptom
Inventory somatic symptoms among the immigrants
with the frequency in a normative sample studied by
Derogatis and Spencer (27). The immigrants endorsed
all somatic symptoms significantly more often than the

387



SOMATIZATION AMONG IMMIGRANTS

TABLE 1. Frequency of Somatic Symptoms Among Recent Immigrants to Israel From the Former Soviet Union and a Normative

Nonpatient Sample

Normative Chi-Square
Immigrant Nonpatient Analysis With Yates’s Risk of Symptom

Symptom, From Brief Symptom Inventory Group (N=966) Sample? (N=974) Correction (df=1) in Immigrants
Somatization Dimension N % N % X2 p Odds Ratio  95% ClI
Heart or chest pain 464 48.0 158 16.2 223.86 0.001 4.76 3.85-5.88
Feeling weakness in parts of the body 437 45.2 215 22.1 115.0 0.001 291 2.38-3.57
Nausea 362 375 221 22.7 49.73 0.001 2.04 1.66-2.50
Hot or cold spells 254 26.3 175 18.0 19.04 0.001 1.63 1.30-2.04
Numbness or tingling in parts of the body 303 31.4 230 23.6 14.24 0.001 1.48 1.20-1.82
Shortness of breath 175 18.1 135 13.9 6.23 0.01 1.37 1.07-1.77
Faintness or dizziness 211 21.8 168 17.2 5.95 0.01 1.33 1.06-1.66

2 Reported by Derogatis and Spencer (27).

FIGURE 1. Mean Scores on Psychological Symptom Scales of Somatizing and Nonsomatizing Subjects Recently Immigrated to

Israel From the Former Soviet Union
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a Significantly different from somatizing men in scores on the Global Severity Index and on all scales except the anxiety scale (t=4.8-15.5,

df=395, p<0.001).

b Significantly different from somatizing women in scores on the Global Severity Index and on all scales except the anxiety scale (t=3.8—

20.0, df=567, p<0.001).

nonpatient comparison subjects. The likelihood (odds
ratios) for immigrants to have the seven symptoms
ranged from 1.33 to 4.76, compared with the norma-
tive nonpatient sample. The most common symptoms
reported by the immigrant group were heart or chest
pain, feeling weakness in parts of the body, and nau-
sea. Numbness in parts of the body, nausea, and feel-
ings of weakness were the most common symptoms in
the comparison subjects.

Distress and Somatization

As expected, immigrants with psychological distress
scored 10.5 times higher on the Brief Symptom Inven-
tory somatization rate (N=197 of 534; 36.9%) than
nondistressed immigrants (N=15 of 432; 3.5%) (x2=
153.8, df=1, p<0.0001). The correlation between lev-
els of distress and somatization was similar for women
and men (r=0.6), but distressed women endorsed all
somatic complaints significantly more often than dis-
tressed men (N=113 of 261, 43.3%; and N=84 of 273,
30.8%, respectively) (x?=8.5, df=1, p<0.005). No sig-
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nificant gender differences in the Brief Symptom Inven-
tory somatization rate were found among nondis-
tressed subjects (3.2% for male subjects and 3.6% for
female subjects).

The Brief Symptom Inventory psychological symp-
tom profiles of somatizing and nonsomatizing respon-
dents were compared for each gender separately
(figure 1). The overall profiles of somatizing subjects
were significantly higher than those of nonsomatizing
subjects (p<0.001). Patterns of psychological symp-
toms and symptom severity differed for men and
women. In both groups, women had significantly
higher mean scores than men on the Global Severity
Index and on the somatization and phobic anxiety
scales (t=3.5, df=964, p<0.001; t=4.8, df=964, p<
0.001; and t=3.7, df=964, p<0.001, respectively). In
the somatizing group, somatization (t=3.6, df=210, p<
0.001), interpersonal sensitivity (t=3.9, df=210, p<
0.001), and depression (t=3.2, df=210, p<0.01) scale
scores were significantly higher for women than men.
In the nonsomatizing group, somatization (t=9.1, df=
752, p<0.001), obsessive-compulsive (t=2.8, df=752,
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TABLE 2. Association of Somatic Symptoms Scores With Age and Marital Status Among Recent Immigrants to Israel From the

Former Soviet Union, by Gender

Score on Brief Symptom Inventory Somatization Dimension

Men (N=397) Women (N=569) Total (N=966) Somatization Frequency (%)
Variable Mean SD Mean SD Mean SD Men Women Total
Age (years)?
18-30 0.37 0.5 0.48 0.5 0.44 0.6 19.6 15.4 17.1
31-44 0.35 0.5 0.54 0.5 0.47 0.5 16.8 17.0 17.0
45-60 0.51 0.6 0.84 0.7 0.70 0.7 26.4 33.3 30.5
61-87 0.89 0.9 1.17 1.0 1.03 1.0 46.2 48.7 47.4
Marital status?
Married 0.41 0.5 0.56 0.6 0.49 0.6 21.4 18.2 19.7
Single 0.54 0.8 0.61 0.8 0.57 0.8 23.3 21.9 22.6
Unmarried® 0.48 0.6 0.77 0.8 0.70 0.7 25.6 29.9 29.9

a Significant main effects for gender (F=26.4, df=1, 933, p<0.001) and age (F=25.8, df=4, 933, p<0.001) but nonsignificant interaction of
gender and age (F=0.9, df=4, 933, p=0.91). Significant group differences in somatization frequency by age among men (x2=17.1, df=3,
p<0.001) and women (x2=32.0, df=3, p<0.001) and in the total group (x2=42.7, df=3, p<0.001).

b Significant main effect for gender (F=8.2, df=1, 932, p <0.005) but nonsignificant main effect for marital status (F=2.3, df=2, 932, p=0.10)
and interaction of gender and marital status (F=1.00, df=2, 932, p=0.37). Significant group differences in somatization frequency by mar-
ital status among women (x2=8.8, df=3, p<0.01) and in the total group (x?=7.8, df=3, p<0.05).

¢ Divorced and widowed individuals.

p<0.01), anxiety (t=2.0, df=752, p<0.05), and phobic
anxiety (t=2.9, df=752, p<0.01) scale scores were sig-
nificantly higher for women than men. Anxiety was
the only symptom for which a gender difference was
found in the nonsomatizing group but not in the som-
atizing group; the women in the nonsomatizing group
had significantly higher anxiety scale scores than the
men (t=5.2, df=395, p<0.001).

Demographic Risk Factors

Association between mean somatization scores, pro-
portions of somatizing subjects, and demographic
characteristics were examined (table 2). Overall, som-
atizing immigrants were older than their nonsomatiz-
ing counterparts (mean=44.6 years, SD=15.5, versus
37.8 years, SD=11.7) (t=5.9, df=964, p<0.001).

Post hoc multiple comparison tests showed that the
mean somatization score for subjects aged 31-44 years
did not significantly differ from the mean score for the
immediately younger cohort (aged 18-30). In contrast,
mean somatization severity scores gradually and sig-
nificantly increased with age: mean=0.47, SD=0.51 for
the 31-44 year age group, mean=0.70, SD=0.68 for
the 45-60 year age group (two-tailed t test=4.19, df=
641, p<0.0001), and mean=1.03, SD=1.04 for the 61-
87 year age group (t=2.5, df=253, p=0.01). Corre-
spondingly, respondents who were 45 years and older
tended to have a higher risk of somatization than those
aged 18-44 (see frequency section, table 2).

ANOVA confirmed a significant relationship be-
tween somatization and female gender (F=21.6, df=1,
966, p<0.0001) and marital status (F=8.4, df=2, 966,
p<0.001). Overall, women, compared with men, and
divorced and widowed respondents, compared with
married and single respondents, exhibited higher levels
of somatization as well as greater proportions of som-
atizing cases.

Am J Psychiatry 157:3, March 2000

Somatization and Health-Care-Seeking Behavior

To examine the effects of somatization on self-re-
ported health status and health-care-seeking behavior,
correlations between ratings of these variables were
computed. Both self-reported poor health and health-
care-seeking intention/behavior correlated positively
with the Brief Symptom Inventory somatization scores
(r=0.34-0.38), but not with the depression and anxiety
scores. Somatizing and nonsomatizing subjects were
compared on health-care-seeking intentions and actual
appointments with four medical specialists (family
doctor, neurologist, psychologist, and psychiatrist) in
the 6 months preceding the survey. Figure 2 illustrates
the significant differences in these variables between
the two groups. As expected, somatizing immigrants
were more likely than nonsomatizing immigrants to
have both health-care-seeking intentions and actual
contacts with all health care providers. Among soma-
tizing subjects, a disproportionately higher proportion
(60.4%; N=128) sought help from family doctors,
compared with the proportions who turned to mental
health specialists, such as neurologists (10.4%; N=22),
psychologists (9.0%; N=19), and psychiatrists
(10.4%; N=22). Although 34.9% of the somatizing
subjects (N=74) reported a desire seek the help of men-
tal health professionals, only 10% (N=21) actually ap-
proached a neurologist, psychologist, or psychiatrist
during the 6 months preceding the survey.

DISCUSSION

Although psychological distress has been observed
to be higher among immigrants than among native
populations, little is known about the prevalence,
number, and severity of somatic symptoms associated
with psychological distress in the immigrant popula-
tion. The findings presented here, based on a unique
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FIGURE 2. Frequency of Health-Care-Seeking Behavior and In-
tention in the Past 6 Months Among Somatizing and Nonsom-
atizing Subjects Recently Immigrated to Israel From the
Former Soviet Union?
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@ Comparisons of somatizing and nonsomatizing subjects used chi-
square tests with Yates'’s correction for continuity, df=1.

b Significant group differences for health-care-seeking behavior
(x?=16.2, p<0.001; odds ratio=1.92) and intention (x2=9.8, p<
0.005; odds ratio=1.71).

¢ Significant group differences for health-care-seeking behavior
(x2=17.8, p<0.001; odds ratio=3.61) and intention (x2=60.4, p<
0.0001; odds ratio=4.00).

d Significant group differences for health-care-seeking behavior
(x?=6.1, p<0.05; odds ratio=2.20) and intention (x2=16.5, p<
0.001; odds ratio=2.15).

€ Significant group differences for health-care-seeking behavior
(x2=23.9, p<0.001; odds ratio=4.61) and intention (x2=60.2, p<
0.0001; odds ratio=4.93).

large database representing Russian-born Jewish im-
migrants to Israel, extend our knowledge in the field.
All hypotheses of the study relating somatization to
sociodemographic and psychosocial factors were con-
firmed. First, somatization was more frequent in dis-
tressed than in nondistressed immigrants. Second,
physical symptoms appeared more frequently in
women and in older and unmarried individuals than in
men and in younger and married subjects. Finally, so-
matizing immigrants more frequently sought help from
family doctors than from mental health professionals.
The prevalence rate of somatization in this study was
higher than rates previously reported in the general
population. Comparisons are difficult, however, be-
cause different diagnostic criteria and instruments
were used in previous studies. Nevertheless, the preva-
lence rate of somatization based on the Brief Symptom
Inventory criterion in our study (21.9%0) is very similar
to the rates of 19.7% reported in a WHO study in pri-
mary care settings in 14 countries (15) and of 22% re-
ported in a large-scale U.S. study in primary care by
Escobar et al. (30). The previous rates were obtained
by using the Somatic Symptom Index, based on a sim-
ple count of somatic symptoms. In our study, use of an
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abridged version of the same somatization criterion
(Somatic Symptom Index 4/6) yielded a prevalence rate
of 13.8%, lower than the Brief Symptom Inventory so-
matization rate. We conclude that if the Brief Symptom
Inventory criterion is reliable, our study population ex-
hibited a somatization rate higher than in the general
population but comparable to the level in primary care
settings.

Heart or chest pain was the most common somatic
presentation (48%o) in this study. “Heart distress” was
reported by the immigrants three times as often as in
the Brief Symptom Inventory normative nonpatient
sample. One explanation could be a culture-related so-
matic idiom of distress shared by Jewish immigrants to
Israel. Throughout the Middle East, references to the
heart are commonly understood not just as potential
signs of illness but as natural metaphors for a range of
emotions expressing personal and social concerns pri-
marily related to loss and grief (31, 32). Alternatively,
heart/chest complaints among Russian Israelis could
be explained as a reflection of concern about actual
heart disease. An elevated rate of ischemic heart dis-
ease in a study of 397 Russian immigrants in primary
care clinics in Israel during 1990-1991 indirectly con-
firmed this assumption (33). That study found heart
disease rates of 18.8% for male and 9.5% for female
immigrants, compared with 5.8% and 4.0%, respec-
tively, for the nonimmigrant population. It should be
taken into account, however, that in the general popu-
lation as few as 10% of primary care patients present-
ing with heart or chest pain were found to have an or-
ganic diagnosis (34, 35). A careful analysis of this type
of somatic presentation requires more specific investi-
gation in the future.

Our findings that somatization highly correlates
with psychological distress confirm previous reports
(2, 36). The proportion of somatizing subjects among
distressed immigrants was 10.5 times greater than that
among nondistressed immigrants. Our data also
showed that an increase in the number of somatic
symptoms actually reflects greater severity of both psy-
chological and somatic distress.

Overall, the profile of psychological symptoms was
markedly higher among somatizing than nonsomatiz-
ing subjects, but the profiles of both groups converged
in level of anxiety (figure 1). In our study group, so-
matic symptoms seemed to substitute for anxiety, as de-
scribed in psychodynamic theories concerning conver-
sion disorder. This finding contradicts previous clinical
studies that suggested a high comorbidity of anxiety
and somatization disorders (13, 36). The finding that
general anxiety is not associated with somatic distress
suggests the need for a more differentiated approach to-
ward clinical assessment of the potential for somatiza-
tion among patients with a variety of anxiety disorders.

The role of depressive symptoms in the occurrence of
somatization was evaluated differently in previous
studies. Although many authors have related somatiza-
tion to depressive complaints (19, 36, 37), others have
not found a specific association (18). Our findings sup-
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port Fink’s conclusion (38) that somatization is associ-
ated with a broad spectrum of heterogeneous psycho-
logical symptoms, not only with depressive symptoms.
In particular, obsessive-compulsive symptoms and
phobic anxiety were highly correlated with somatiza-
tion. Thus, our results confirm the view (39) that som-
atization should be regarded as a basic mechanism by
which individuals respond to stress rather than as an
idiopathic disease in its own right.

Our finding that female gender is a factor predispos-
ing the development of somatization is consistent with
previous research (2, 40, 41). It should be kept in mind
that in most studies findings of higher levels of almost
all symptoms of psychological distress in women were
independent of the symptom measure, response for-
mat, time frame, and the population under study (40).
The Brief Symptom Inventory somatization measure is
not an exception to this trend.

Our finding of substantially increased somatization
scores for older individuals and immigrants without
spouses is consistent with previous studies. Factors re-
flecting social isolation have been shown to be associ-
ated with somatization and increased rates of medical
utilization. A possible explanation is that these persons
turn to health care providers as an auxiliary social sup-
port system in times of stress (15, 38).

The relationship between increased levels of distress
and help-seeking behavior was established in previous
studies of immigrants (2, 3). Our findings, however,
demonstrate that significantly more somatizing immi-
grants intended to seek medical care than actually did.
This predominance of intention over actual behavior
existed in relation to all health care providers but more
so in relation to psychiatrists and psychologists than to
family doctors. This finding clearly demonstrates ap-
prehension related to the stigma of psychiatric illness.
Of all dimensions of psychological distress, only som-
atization exhibited a significant positive correlation
with self-reported health problems and health-care-
seeking intentions and behaviors. Thus, there is evi-
dence that the somatic component of psychological
distress (not depression or anxiety symptoms) actually
motivates help-seeking behavior. This finding confirms
a common pattern of increased use of health care ser-
vices by somatizing patients (42, 43).

Certain limitations of this study should be noted.
Some immigrants we considered to be somatizing sub-
jects may or may not have had some degree of associ-
ated physical disease. Unfortunately, we were not able
to verify these assumptions at this stage of the study.
Future investigations designed to overcome these limi-
tations are needed to further understand the contribu-
tion of somatic symptoms to psychological distress.
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