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Abstract

This study explores the prevalence of, and relationships among, somatic symptoms, 
depressive symptoms, anxiety symptoms, and general help-seeking behaviors in 
the Albanian context. A cross-sectional quantitative design was employed using 
convenience and snowball sampling, involving 181 adult participants (116 women 
and 65 men). Data were collected through the standardized instruments PHQ-15, 
PHQ-9, GAD-7, and GHSQ. The results revealed significant associations between 
psychological and somatic symptoms, no significant differences across gender and 
age groups, and a strong orientation towards informal sources of help-seeking. 
Depressive and anxiety symptoms emerged as stronger predictors of help-seeking 
behavior than somatic symptoms or demographic factors such as gender and age. 
These findings highlight the need for a stronger integration of mental health services 
into primary healthcare in Albania.

Introduction

To the present day, the integration of psychological well-being into primary 
healthcare has remained limited, particularly in the Albanian context, where the 
Semashko model has historically predominated, focusing primarily on physical 
illnesses. The transition of the 1990s toward a less centralized system, combined 
with economic difficulties, led to the prioritization of emergency services and the 
neglect of the psychological dimension [38,20]. However, the literature emphasizes 
that quality care requires the integration of the health triad—physical, social, 
and psychological—reflecting the close link between physical symptoms and 
psychological disorders12; 13. Within this framework, somatic symptoms represent 
one of the most common ways in which psychological distress presents in primary 
care, characterized by physical complaints that often cannot be fully explained and 
are associated with biological, psychological, and sociocultural factors32; 7; 30.

In contemporary diagnostics, somatization is included within the category of 
Somatic Symptom Disorder (SSD), which emphasizes cognitive, emotional, and 
behavioral reactions to bodily symptoms and their impact on everyday functioning. 
Epidemiological studies indicate a considerable prevalence of these disorders 
(approximately 4.6%), with higher rates among women1; 6; 19. The literature also 
highlights the prevalence of somatic symptoms among younger age groups and in 
high-stress contexts, where such symptoms often serve as a means of expressing 
emotional distress, particularly in cultures that discourage the direct expression of 
emotions30, 35. In primary care, patients with depression or anxiety often initially 
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present with physical complaints, whereas somatization may function as a defense 
mechanism and is associated with increased use of healthcare services and delayed 
diagnosis30; 41.

The significance of this study lies in its contribution to a deeper understanding of 
the conjunction between somatic symptoms, depression, and anxiety, particularly 
in primary healthcare settings, where patients most commonly present with 
physical complaints. As somatic symptoms often conceal underlying psychological 
disorders, this study highlights the role that depressive and anxiety symptoms play 
in how somatization is experienced and intensified, thereby helping reduce the 
risk of misdiagnosis and fragmented care.

The goal of this study is to explore the relationship between somatic symptoms, 
depressive symptoms, and anxiety symptoms among the Albanian population, 
taking into consideration the impact of these symptoms on daily functioning 
and health-related help-seeking behavior. The study aims to provide a deeper 
understanding of somatization as a biopsychosocial phenomenon by analyzing 
the interconnection between bodily symptomatology and affective and emotional 
components, as well as the role that demographic and sociocultural factors may 
play in the presentation and subjective experience of somatic symptoms.

Somatization as a psychological phenomenon

Somatic symptoms do not constitute a specific disease but rather a mode of 
presentation of an underlying pathology, often one that cannot be fully explained 
through traditional physiological assessments. It was not until the late 17th 
century that psychological factors began to be considered a possible cause of 
somatization42. These symptoms are closely linked to brain functioning and 
unprocessed emotional states and are interpreted as a means through which the 
body expresses psychological distress. Within this framework, somatization is 
defined as the tendency to experience and communicate psychological distress 
through physical symptoms and to seek medical help for those symptoms32, while 
diagnostically it is characterized by an excessive focus on physical symptoms and 
disproportionate cognitive, emotional, and behavioral responses to them2. The 
literature distinguishes between two main forms of somatization: presentational 
somatization, in which symptoms serve as an expression of emotional concerns, 
and functional somatization, in which symptoms remain medically unexplained 
and persist over time14.

Somatization is prevalent across many psychological disorders, particularly 
depression and anxiety, and is associated with reduced functioning, disability, and 
high healthcare costs. It is strongly linked to depressive and anxiety symptoms, 
moderately linked to other disorders, and more weakly linked to substance use28, 
while factors such as childhood trauma and lack of family support contribute to its 
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development8. Other contributors are biological and psychosocial factors, while 
the symptoms are associated with negative affect, irrational health-related beliefs, 
and an increased focus on the body.

The relationship between somatization and depression

Depression is one of the most prevalent mental disorders worldwide, affecting 
approximately 332 million people, and is characterized by low mood and cognitive 
and somatic disturbances that impair daily functioning42; 3; 11. In primary care 
settings, it often presents through somatization, with individuals reporting physical 
symptoms such as fatigue, sleep disturbances, and bodily pain15; 22. This relationship 
is associated with biological mechanisms, including alterations in serotonin and 
dopamine, as well as changes in the prefrontal cortex, amygdala, and hippocampus, 
which are involved in emotional processing and stress regulation39; 22.

From a clinical and cultural perspective, individuals often present with physical 
complaints while avoiding emotional expression, which is associated with stigma 
and increases the risk of misdiagnosis30; 40. Studies show that a large proportion 
of individuals report only physical symptoms during initial visits (69%), with 
considerable cross-cultural variation12; 30, while in cultures where emotional 
expression is limited, somatization becomes a dominant form of articulating 
stress26. This highlights the need for a biopsychosocial assessment, as focusing 
solely on physical symptoms may mask underlying disorders, whereas professional 
awareness improves their identification6; 17;31.

The relationship between somatization and anxiety

Anxiety is defined as a physiological and psychological response to stress, 
mediated by the sympathetic nervous system and the “fight-or-flight” mechanism, 
which activates the release of adrenaline and cortisol and increases heart rate 
and breathing. Although this response is adaptive in the short term, prolonged 
activation may lead to anxiety disorders and functional impairment2; 36. In this 
context, somatization represents the expression of psychological distress through 
physical symptoms that are not fully explained, such as pain and fatigue23; 32; 37, 
while the relationship between anxiety and somatization is explained by the 
activation of stress systems and increased sensitivity to bodily sensations28; 5.

From a clinical and epidemiological perspective, anxiety often co-occurs 
with somatization and depression, with a high prevalence of bodily symptoms 
and positive correlations among them16. In primary care settings, patients 
mainly present with physical complaints, while emotional symptoms remain 
underreported, leading to an underestimation of psychological causes27; 35. The co-
occurrence of these disorders is associated with lower quality of life and increased 
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disability33, while cultural factors influence how symptoms are expressed. This 
evidence emphasizes that somatic symptoms are part of an interconnected 
psychological network and require integrated biopsychosocial approaches to 
treatment21; 18.

Methodology

This study employed a cross-sectional quantitative design, aiming to explore 
the relationships between somatic symptoms, depressive symptoms, anxiety 
symptoms, and general help-seeking behaviors among the Albanian adult 
population. This study used non-probability convenience and snowball sampling, 
whereby a Google Forms questionnaire was distributed online through social 
media for data collection. Before completing the questionnaire, participants 
were clearly informed about the purpose of the study and were assured that all 
information would remain confidential. Participants were required to be over 18 
years old and to have no diagnosis of chronic pain. These exclusion criteria were 
clearly stated in the form, and all personal information was handled with full 
respect for participants’ privacy.

Assessment instruments

The instruments used in this study were translated into Albanian and adapted 
for the purposes of the study. Before their administration in the main sample, the 
translated versions were piloted in order to assess clarity and suitability for the 
Albanian context. After data collection, internal consistency was examined using 
Cronbach’s Alpha coefficients.

Somatic symptoms were assessed using the PHQ-15, an instrument derived 
from the Patient Health Questionnaire, which includes 15 items related to common 
somatic complaints. Participants reported symptoms experienced during the past 
four weeks on a 3-point Likert scale ranging from 0 to 2. The PHQ-15 showed 
very high internal consistency in the present study, with Cronbach’s Alpha α = 
0.944. Depressive symptoms were measured using the PHQ-9, anxiety symptoms 
using the GAD-7, and help-seeking intentions using the General Help-Seeking 
Questionnaire. In the present study, the PHQ-9 demonstrated acceptable internal 
consistency, α = 0.785, while the GHSQ also showed good reliability, α = 0.821. 
The GAD-7 showed moderate internal consistency, α = 0.673, which should be 
interpreted with some caution but was considered acceptable for exploratory use 
in this sample.
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Overall, although the Albanian versions of the instruments were not previously 
validated, in this specific study population they were translated, adapted, and 
piloted before use. Their internal consistency values supported their use in the 
present study.

TABLE 1: Shapiro–Wilk test of normality for the main study variables

Variables W df p
Somatic symptoms (PHQ-15) .977 181 .005
Depressive symptoms (PHQ-9) .955 181 < .001
Anxiety symptoms (GAD-7) .913 181 < .001
Help-seeking behaviors (GHSQ) .990 181 .246

Note. The Shapiro–Wilk test was used to assess the normality of the distribution of the 
variables. A p-value of < .05 indicates a statistically significant deviation from normality.

TABLE 2: Correlations –PHQ15, PHQ9, GAD7 AND GHSQ

PHQ-15 PHQ-9 GAD-7 GHSQ
PHQ-15 1 .668** -.569** -.171*
PHQ-9 .668** 1 .768** -.279**
GAD-7 -.596** .768** 1 -.117
GHSQ -.171* -.279** -.117 1

**. Correlation is significant at the 0.01 level (2-tailed), p < .01.
*. Correlation is significant at the 0.05 level (2-tailed), p < .05.

TABLE 3: Multiple linear regression predicting general help-seeking behaviors (GHSQ)

Predictor B SE β t p
Konstante 29.19 1.95 - 14.99 <.001
Anxiety (GAD-7) 0.44 0.21 .24 2.10 0.037
Depression (PHQ-9) -0.73 0.20 -.46 -3.74 <.001
Somatic symptoms (PHQ-15) -0.01 0.18 -.01 -0.08 .938

Note. Dependent Variable: General Help-Seeking Behaviors (GHSQ) 

TABLE 4: ANOVA: Gender differences in general help-seeking behaviors (GHSQ)

Variance source SS df Ms F P
Between groups 3.71 1 3.71 0.04 .840
Within groups 16268.52 179 90.98 - -
Total 16272.23 180 - - -
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TABLE 5: ANOVA: Differences in general help-seeking Behaviors (GHSQ) across age groups

Variance source SS df Ms F P
Between groups 111.56 2 55.78 0.61 .542
Within groups 16160.67 179 90.79 - -
Total 16272.23 180 - - -

Note. Dependent Variable: General Help-Seeking Questionnaire (GHSQ). 
The assumption of homogeneity of variances was met (Levene’s test, p = .604).

Statistical analysis

The statistical analyses used in this study included descriptive analyses, Pearson 
correlation analyses, ANOVA, and linear regression. First, descriptive analysis was 
conducted to describe the sociodemographic characteristics of the participants 
and the distribution of the main study variables. Normality was tested using the 
Shapiro–Wilk test and visual inspection, and although some deviations were 
statistically significant, the distributions were considered suitable for parametric 
analyses due to the sample size34.

The analyses were conducted in IBM SPSS on a sample of 181 participants 
(64.1% female; mean age = 25.5 years), with the level of statistical significance set 
at p < .05. The descriptive results showed consistent symptom levels in line with 
the literature on non-clinical populations. Using standard cut-off scores, 41.6% 
(n = 77) of participants had clinically significant depressive symptoms (PHQ-9 ≥ 
10), while 65.9% (n = 122) had anxiety symptoms (GAD-7 ≥ 10), indicating a high 
prevalence of psychological distress in the sample.

Pearson correlation analysis showed strong and statistically significant 
associations between somatic, depressive, and anxiety symptoms. Somatic 
symptoms were strongly associated with depression (r = .668, p < .01) and anxiety 
(r = .596, p < .01), while the strongest association was found between depression 
and anxiety (r = .768, p < .01), reflecting high comorbidity. In contrast, help-
seeking behaviors showed weak negative correlations with symptoms, particularly 
depression, suggesting that higher symptom intensity may hinder help-seeking.

ANOVA analyses showed no statistically significant differences in help-seeking 
behaviors by gender (F(1, 179) = 0.041, p = .840) or age group (F(2, 178) = 0.61, 
p = .542), while the statistical assumptions were met according to Levene’s test. 
This suggests that demographic factors are not significant determinants of these 
behaviors, highlighting the importance of psychological and sociocultural factors.

Multiple linear regression analysis showed that the model was statistically 
significant (F(3, 177) = 6.59, p < .001), explaining approximately 10% of the 
variance in help-seeking behaviors. Anxiety symptoms emerged as a positive 
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predictor, whereas depressive symptoms emerged as a negative predictor, while 
somatic symptoms did not contribute independently when emotional variables 
were controlled for. These findings indicate that emotional dimensions play a 
greater role in determining help-seeking behaviors.

GHSQ analysis showed that individuals have a greater tendency to seek help 
from informal sources, such as partners, family members, and friends, while 
formal sources, such as mental health professionals, are used less frequently. 
Some participants reported that they would not seek help from anyone, reflecting 
stigma, lack of trust, or the normalization of psychological suffering. Additionally, 
most participants had not consulted a family doctor, and only a small percentage 
had received a referral for professional help.

Overall, the findings indicate that help-seeking is primarily supported by 
informal social networks, while the use of professional services remains limited. 
This underscores the need to increase awareness, reduce stigma, and strengthen 
the role of primary care in the early identification and referral of mental health 
problems, thereby supporting a biopsychosocial approach to treatment.

Discussion

This study aimed to explore the interactions among somatic, depressive, anxiety 
symptoms, and general help-seeking behaviors in a population of Albanian adults, 
providing empirical evidence on how psychological distress is manifested and 
addressed within the context of primary healthcare. The findings contribute to the 
existing literature by shedding light on the cultural and structural specificities that 
influence the trajectory of help-seeking in Albania. The results revealed significant 
associations among somatic, depressive, and anxiety symptoms, confirming the 
interconnected nature of these experiences. This finding is particularly meaningful 
for Albanian primary care, where bodily complaints often constitute the primary 
reason for presenting to a family physician.

In the absence of systematic identification of the psychological component, these 
symptoms risk being treated only at the somatic level, leading to the underdiagnosis 
of depression and anxiety. The fact that depressive and anxiety symptoms emerged 
as stronger predictors of help-seeking behaviors than somatic symptoms suggests 
that, although distress is often expressed bodily, subjective awareness of emotional 
suffering may be the key factor that encourages individuals to seek support. This 
has direct implications for assessment practices in primary care. A central finding 
of the study is the dominance of informal sources of help-seeking, such as intimate 
partners, friends, and family, compared to formal sources. This pattern reflects a 
familiar reality in societies with strong family ties, but it also signals limitations in 
the access to, and perception of, professional mental health services. Particularly 
meaningful is the relatively low use of the GP as a source of help for emotional 
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concerns. In the Albanian context, where the GP represents the first point of 
contact with the healthcare system, this finding suggests a discrepancy between 
the theoretical role of primary care and actual practice.

This may be related to a lack of specialized training, time constraints during 
consultations, or individuals’ own expectations, as they may not consider mental 
health to fall within the competence of the general practitioner. The presence of 
a considerable percentage of individuals who state that they would not seek help 
from anyone reinforces concerns about structural and cultural barriers. These 
barriers have direct consequences for the efficiency of the healthcare system and for 
the early detection of cases in primary care. The absence of statistically significant 
differences in general help-seeking behaviors by gender and age group suggests 
that the patterns described are relatively consistent across the adult sample. 

This finding may reflect a homogenization of help-seeking experiences in the 
online context, but it also underscores the need for systemic interventions that 
address the entire adult population, rather than only specific groups. The findings 
of this study highlight the need for stronger integration of mental health into 
Albanian primary care. Improving assessment for depression and anxiety during 
GP consultations, training primary care professionals, and developing clear 
referral pathways to specialized services are essential steps toward increasing the 
efficiency of the healthcare system. 

This study should be interpreted in light of several limitations. First, the cross-
sectional design does not allow conclusions about causal relationships between 
the symptoms and behaviors examined in this study. Secondly, the use of self-
report instruments may have introduced response bias, as participants may have 
underreported or overreported symptoms based on personal perception, stigma, 
or social desirability. Third, the online convenience and snowball sampling 
method may have limited the representativeness of the sample, as participation 
was more accessible to individuals who use social media and are more willing to 
complete online questionnaires. In addition, the relatively young mean age of the 
sample may limit the generalizability of the findings to the wider Albanian adult 
population, particularly older adults, who may experience somatic symptoms 
and help-seeking behaviors differently. Nevertheless, despite these limitations, 
the study provides valuable exploratory evidence on the relationship between 
psychological distress, somatic presentation, and help-seeking patterns in the 
Albanian context.

As a methodological recommendation for future research, the inclusion of 
qualitative interviews with general practitioners is strongly suggested, with the aim 
of collecting direct information on their experience in identifying, managing, and 
referring patients with somatic and psychological symptoms. Such an approach 
would enable an assessment of the actual efficiency of the healthcare system from 
the perspective of primary care professionals and would help identify structural 
and organizational gaps.
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In conclusion, this study provides important evidence on the interconnection 
between psychological and somatic symptoms and help-seeking patterns in the 
Albanian context. The findings emphasize the need for a more integrated and 
mental health-sensitive approach in primary care, laying the groundwork for 
evidence-informed interventions and further multidisciplinary research.
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