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Introduction
A key issue in research in the area of mental health of migrants/ethnic minorities is to understand
the interplay of ethnicity, migration and cultural background with somatization. While it is difficult
to study somatization in general, it is even more challenging among migrants or persons from
different cultural backgrounds, due to methodological limitations and obstacles. This is
nonetheless the great strength of the field, as Engel himself originally noticed, while establishing a
link between Consultation Liaison Psychiatry (CLP) and cross-cultural psychiatry (1).
A large WHO study of the mid 90s analysed the incidence and prevalence of somatization in 15
centres in four continents (2). The results showed 1) a high variability in the occurrence of
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somatoform disorders across the different sites; that 2) “neither differences nor similarities in the
rates of occurrence of somatization nor their correlates are easily explainable on the basis of
cultural or developmental differences alone”; and that 3) differences appeared to be closely
related to the doctor-patient relationship and organization of care (3). Somatization is ubiquitous,
and presents universally across very different cultural backgrounds.

Migration, on the other hand, does contribute to the incidence of somatization, suggesting that
the study of somatization among migrants may support our understanding of somatization itself.
Globalization and migratory phenomena are increasingly considered to have brought back
illnesses or disorders that were rarely seen in Europe and North America (4), not only tuberculosis
and tropical infectious diseases, but also relational and behavioural styles that may be described
as the former conversion and dissociative disorders, or “hysteria”. A question remains, however,
as to the veracity of this impression.

The clinical questions
The central clinical question is whether migrants and/or persons from specific cultural
backgrounds are more susceptible to somatization. Available research in this area is inconclusive
and methodologically problematic (5, 6).
A further question concerns the notion of cultural distinction in our era of globalization.
Chaturvedi & Buhgra (7) stated that “because of globalization and urbanization, idioms of distress
and explanatory models of Common Mental Disorders (CMD) will change from culturally
influenced to perhaps more universally accepted explanations”. But, as we wait for this possibly
inexorable process, we have to refer to the analysis by Laurence Kirmayer of the cultural meaning
of somatization (8): “psychological theories of somatization focused on individual characteristics
must be expanded to recognize the fundamental social meanings of bodily distress”. In cultures
where “the harmony of the family and group is more important than individual anatomy”,
somatization might be a refined superior way to “have one’s cake and eat it too”, a legitimate and
codified pattern of expressing suffering. This anthropological perspective may contribute to the
understanding of somatization: a recent study (9) found that somatic idioms of distress was the
main psychopathological dimension underlying psychotic disorders in a sample of migrants
attending the transcultural psychiatric service in Bologna, Italy.
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The incidence of somatization among people of different ethnic or cultural background is one of
the leading reasons for under-recognition and under-treatment of mental disorders among
immigrants at primary and secondary level of care. Some primary care studies showed that CMD
are less recognized and treated in ethnic minorities than in native born populations, even when
rates of consultations are higher among migrants (6, 10-12). Poor levels of detection and
treatment of CMD among migrants in primary care have been related to difficulty in recognizing
somatically presented CMD (13-16). Moreover, GPs show lower rates of referral of CMD patients
to Mental Health Services (17, 18), and of drug therapy initiation on members of certain ethnic
minority groups (19-21), especially when mental disorders are presented somatically. Migrants
tend to under-utilize mental health services and to over-utilize emergency services (22, 23).
Developing cultural competent CLP interventions aimed at overcoming barriers to effective mental
health treatment for migrants and ethnic minorities is therefore a key issue of public health.

Since 2007, a group of clinicians and researchers within the scientific network of the EAPM (former
EACLPP) started sharing their common interest and curiosity about the subject of mental health of
migrants, under the specific perspective of somatic expression of psychic distress. Common ideas
and experiences as well as specificities and differences deriving from different socio-cultural
contexts and organizations of health care provision were discussed, also by means of scientific
symposia offered during the EACLPP meetings. The group progressively acquired a more stable
structure culminating in the formal institution of the Cultural CLP Special Interest Group (SIG), in
2010. Ilaria Tarricone from the University of Bologna, Italy and Ronald Burian from the KEH in
Berlin, Germany, co-lead the SIG. Various members of the SIG have been involved in research
projects addressing different sub-items and presentations of mental health of migrants (24-31).
These previous experiences were relevant as they suggested what the best further objectives for
the SIG should be.

Conclusions and implication for CLP
The Cultural CLP SIG currently constitutes a forum within the EAPM where to exchange clinical and
research experiences with migrants and ethnic minorities. The main aim of the SIG is to promote
and disseminate the translation of research findings and excellent clinical experience into standard
of care, by the way of three main actions: 1) discussion of cultural issues of interest in establishing
mental health services for migrant patients in different European countries; 2) advice on training
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in cultural competence; 3) promotion, organization, development of research on cultural
effectiveness of care and care of mental health needs of migrants.
A multi-disciplinary and international approach, as allowed within the EAPM SIG, may promote
cross-cultural effectiveness in detecting and managing symptoms of somatization among migrants.
As a SIG, we often experience the difficulty of putting together our heterogeneous backgrounds,
but also enjoy and value this opportunity.
The EAPM SIG on Cultural CLP welcomes colleagues interested in this field of research and clinical
practice, who share our common perspective that a bio-psycho-social-cultural approach to mental
disorders is pivotal in the understanding of their complexity.
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