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Introduction

Health disparities are defined as unequal health status and 
service utilization usually favouring members of advan-
taged over disadvantaged groups in society. Social advan-
tage or disadvantage refers to the relatively favourable or 
unfavourable social, economic or political conditions that 
some groups systematically experience based on their rela-
tive position in social hierarchies (Braveman, 2006; 
Braveman, Egerter, & Mockenhaupt, 2011; Braveman, 
Egerter, & Williams, 2011; Institute of Medicine, 2002). 
Studies in many western countries have documented differ-
ences in health between advantaged and disadvantaged eth-
nic groups (Braveman, Egerter, & Williams, 2011; Marmot, 
2010; National Center for Health Statistics, 2004). For 
example, in the USA, ethnically advantaged groups (non- 
Hispanic whites) have shown lesser rates of coronary heart 
disease than ethnically disadvantaged groups (e.g. non- 
Hispanic blacks), even when variables such as income, 

education, geographic location and insurance status were 
controlled for (Ferdinand & Armani, 2009).

Research on ethnic-based mental health disparities doc-
umented mixed results. For example, in the USA, although 
disadvantaged ethnic groups (Hispanics and non-Hispanic 
blacks) have lower risk for mood and anxiety disorders and 
for substance use disorders relative to advantaged ethnic 
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groups (non-Hispanic whites), they show higher persis-
tence of these disorders (Breslau, Kendler, Su, Gaxiola-
Aguilar, & Kessler, 2005).

Consistent evidence for mental health disparities 
between ethnic groups was also documented in countries 
with national health care insurance systems, such as 
England and Israel (Epstein & Horev, 2007; Levav, 2009; 
McManus, Meltzer, Brugha, Bebbington, & Jenkins, 
2009). For example, studies showed higher rates of depres-
sion and emotional distress, and lower rates of mental 
health service utilization among Israeli-Arabs than among 
their Jewish counterparts. Those findings, at least in part, 
have been imputed to social causation factors, for example 
adversity and stress (Dohrenwend, 1998), arising from the 
disadvantaged social status of the Arab minority (Kaplan 
et al., 2010; Levav et al., 2007). Evidence for differential 
risk for psychiatric morbidity could also be found within 
ethnic groups. For example, in the USA, second-generation 
disadvantaged Mexican-Americans evidence more psy-
chopathology than the immigrant generation (Alegria  
et al., 2008; Vega et al., 1998). In Israel, mental health dis-
parities within second-generation Jews have been identi-
fied as well (Dohrenwend et al., 1992), as reviewed in the 
next section.

Ethnic disparities among Israeli Jews

Israeli Jews, who constitute approximately 75% of the coun-
try’s total population, are ethnically diverse. Approximately, 
9% of them are immigrants from North Africa and Asia, 
while 8% came from Europe and America (this proportion 
does not include the relative recent immigrants from the for-
mer Soviet Union) (Israel Central Bureau of Statistics, 
2010). According to census data, 19% of the Jewish popula-
tion are second generation whose father was born in North 
Africa or Asia, and 15% are second generation whose father 
was born in Europe or America (Israel Central Bureau of 
Statistics, 2010).

The Jews of European/American origin constitute the 
dominant social group among Israelis. Their dominance 
dates back to before the establishment of the State 
(1948), when they constituted approximately 80% of the 
Jewish population. During the first decade of the State, 
massive immigration came from European (mostly 
Holocaust survivors) and Arab countries, at similar pro-
portions. Although both groups struggled to become 
absorbed, the European/Americans moved upwards 
more rapidly than the North African/Asians. The social 
mobility was attributed, among other factors, to their 
strong social and political connections with the old-stock 
immigrant and native European/Americans, and their 
positive public image as pioneers (represented by the 
kibbutz, the communist societies, largely settled by 
European/Americans). Later, German compensation 

payments for the Nazi persecution helped them finan-
cially at a time of general scarcity. In contrast, the North 
African/Asians, who were often stereotyped as ‘primi-
tive’ due to the lower formal educational level and 
Middle Eastern appearance, were subjected to discrimi-
nation and oppression (Shalom-Chetrit, 2010; Smooha, 
2003). Negative attitudes and policies were generally 
met with weak resistance by this group due, among other 
reasons, to their limited experience in political organiza-
tion, low formal education and limited financial resources 
(most had to flee their country of origin, leaving their 
possessions behind) (Ben-Rafael & Peres, 2005; Hever, 
Shenhav, & Motzafi-Haller, 2003; Shenhav, 2003; 
Shohat, 2006).

However, the North African/Asian group has made some 
social and economic gains over the years, particularly men, 
in the political arena and the army ranks. Yet, the social gap 
has remained, with documented socio-economic disparities 
in levels of education and average income (Israel Central 
Bureau of Statistics, 2010). For example, European/
Americans have three additional years of education on 
average compared with their North African/Asian counter-
parts. This ethnic gap in education accounts for 50% of 
European/Americans working as professionals while only 
18% of North African/Asians are in higher-status positions 
(Smooha, 2003). Similar gaps are observed in income: on 
average, North African/Asian families earn 85% of the 
income of their counterparts. The majority of the low and 
working classes are North African/Asian whereas the 
middle-upper class is disproportionally European/
American (Smooha, 2003).

Some evidence suggests that these socio-economic 
inequalities have even widened among the second gen-
eration. For example, the gap in the successful comple-
tion of the high school matriculation exams – the entry 
ticket into higher education – was 18% among the immi-
grant generation, while among the second generation, 
the gap increased to 25% in favour of European/
Americans (Cohen, 2006; Kashti, 1997; Shai, Olitzki, 
Ben Shetrit, & Mironitzev, 2005). North African/Asian 
women, compared with the men, show even greater ine-
qualities and are at the lowest social stratum in terms of 
income (Efroni, 1997). Some authors have attributed the 
increased gap to their double-minority status, and to the 
patriarchal society that characterizes the traditional Arab 
culture in which they were raised (Dahan-Kalev, 1999; 
Shohat, 2006).

Although limited, some research has documented impor-
tant ethnic differences in morbidity and mortality. For 
example, studies have documented differences in psychiat-
ric morbidity showing higher prevalence of affective disor-
ders among second-generation North African/Asians 
compared with their counterparts (Levav et al., 1993). A 
cohort-based study among second-generation ethnic groups 
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documented that North African/Asians compared with 
European/Americans had higher rates of major depression 
in women and antisocial personality and substance use dis-
orders in men (Dohrenwend et al., 1992).

Objective

The current study investigated selected aspects of mental 
health disparities, including common mental health disor-
ders (CMD-12 months) and emotional distress, between 
immigrant and second-generation Israeli Jews of disadvan-
taged (North African/Asian origin) and advantaged 
(European/American origin) ethnic groups.

Consistent with a social causation hypothesis, we pre-
dicted that in both generations the disadvantaged ethnic 
group members will have higher prevalence rates of CMD-
12 months and higher emotional distress mean scores com-
pared with the advantaged ethnic group members.

Methods

Survey design

The study data were based on the Israeli component of the 
World Mental Health Survey of non-institutionalized adults 
(Kessler & Ustun, 2004). The sample population was 
extracted from the National Population Register (NPR) and 
comprised non-institutionalized de jure residents aged 21 
and older. The sample was designed to reflect the distribu-
tion in the general population of selected gender-age-ethnic-
ity groups (Israeli-Arabs, post-1990 immigrants from the 
former Soviet Union, other Israel-born Jews, and Jews born 
elsewhere). The interview sample was weighted back to the 
total population to compensate for unequal selection proba-
bilities resulting from disproportionate stratification, clus-
tering effects and non-response. The weights were adjusted 
to make weighted sample totals conform to known popula-
tion totals taken from reliable Central Bureau Statistics 
(CBS) sources. Face-to-face interviews at the respondents’ 
homes were conducted from May 2003 to April 2004, in 
Hebrew, Arabic and Russian. The survey was administered 
using laptop computer-assisted personal interview (CAPI) 
methods by professional survey interviewers trained and 
supervised by the CBS. Interviews lasted on average 60 
minutes. The overall response rate was 73% (71% among 
Jewish respondents), totalling 4,859 completed interviews. 
A Human Subjects Committee approved the study 
(Levinson, Paltiel, Nir, & Makovki, 2007).

In this study we included only North African/Asian and 
European/American Jewish respondents of immigrant (n = 
1,255) and second (n = 1,245) generations. For the immi-
grant group, the classification was based on the interview-
ee’s country of birth, and for the second generation, 
according to both parents’ countries of birth. Immigrants 

and second generation originating in the former Soviet 
Union were omitted from the analysis due to their heteroge-
neous ethnic background (from both the European and 
Asian former Soviet republics).

We identified: 547 North African/Asian immigrants (n = 
274 men; n = 273 women); 708 European/American immi-
grants (n = 323 men; n = 385 women); 707 second-generation 
North African/Asian (n = 373 men; n = 334 women); and 
449 second-generation European/American (n = 235 men; 
n = 214 women).

Survey questionnaire

The survey instrument was a detailed computerized sched-
ule that included the following.

Socio-demographic information. A self-report question-
naire was used to collect information on age, gender, coun-
try of birth, years of education, marital status and religiosity 
(secular, traditional, religious, Orthodox). In addition, 
respondents were asked to report whether they had any 
chronic illnesses, including heart disease, asthma, diabetes, 
kidney disease, neurodegenerative disease, chronic obstruc-
tive pulmonary disease, tuberculosis and cancer.

Diagnostic assessment. The WHO-Composite 
International Diagnostic Interview (CIDI; Kessler & Ustun, 
2004) was used as the psychiatric diagnostic instrument. 
The CIDI is a structured diagnostic interview that assesses 
the preceding 12-month prevalence of selected psychiatric 
disorders according to both the ICD-10 and DSM-IV clas-
sification systems. For this study, the following disorders 
were grouped under the rubric of common mental disorders 
(CMD-12 months): anxiety disorders (generalized anxiety 
disorder, panic disorder, agoraphobia without panic disor-
der and post-traumatic stress disorder) and mood disorders 
(major depressive disorder and dysthymia). Although the 
CIDI provided discrete diagnoses, statistical power con-
straints led us to group them together. Importantly, there 
were no significant differences in the prevalence rates of 
any of the studied disorders between North African/Asian 
compared with European/American among both immi-
grants (χ² = 4.1, n.s.) and second-generation respondents  
(χ² = 5.4, n.s.). Also, there were no significant differences in 
the severity of the diagnoses according to the Sheehan 
Disability Scale (Sheehan, 1983) (F(4,195) = 1.586, n.s.).

Screening items for each disorder were administered to 
all respondents, while those who answered positively were 
asked the questions in the respective diagnostic section of 
the main questionnaire. Organic exclusion criteria were 
taken into account in determining DSM-IV diagnoses.

General Health Questionnaire (GHQ-12) (Goldberg, 
1978). This 12-item scale screens for common mental dis-
orders and measures emotional distress. Items are rated on 
a four-point Likert scale and scores range from 12 to 48, 
where higher scores indicate increased emotional distress.
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Table 1. The sample population by ethnicity, socio-demographic characteristics and immigrant generation.

Immigrant generation Second generation

 North African/
Asian

European/
American

p North African/
Asian

European/
American

p

 (n = 547) (n = 708) (n = 707) (n = 449)  

Age (years) 59.3 57.5 < .05 39.1 47.4 < .001
M (SE) (0.56) (0.69) (0.34) (0.69)  
Gender (%)
Male 48.6 45.7 .38 51.1 51.6 .88
Female 51.4 54.3 48.9 48.4  
Marital status (%)
Married 75.9 72.6 .18 72.6 73.0 < .01
Divorced 8.3 6.9 7.5 6.8  
Widowed 12.4 14.4 1.6 5.1  
Single 3.5 6.1 18.3 15.2  
Education (years) 10.1 13.6 < .001 12.8 14.8 < .001
M (SE) (0.23) (0.18) (0.12) (0.21)  
Religious observance (%)
Orthodox 2.8 6.7 < .001 4.1 5.2 < .001
Religious 33.4 14.9 19.1 6.5  
Traditional 54.7 39.6 60.2 27.6  
Secular 9.0 39.4 16.7 60.7  
Any chronic disease* 36.8 38.5 .61 18.3 28.1 < .001

*Any chronic disease: heart disease, asthma, diabetes, kidney disease, neurodegenerative disease, chronic obstructive pulmonary disease, tuberculosis, 
cancer

Statistical analysis

Prevalence estimates were derived using standard survey 
procedures that accounted for sampling probabilities and 
post-stratification adjustment to compensate for variation 
in survey non-response (Levinson et al., 2007). Prevalence 
rates of CMD-12 months were estimated by whether 
respondents’ psychopathology met diagnostic criteria for 
DSM-IV disorder in the preceding year.

Cross-tabulations were used to calculate bivariate odds 
ratios (OR), 95% confidence intervals (95% CI) or p-values 
to assess the strength of the associations. Logistic and linear 
regression modelling accounted for the potential confound-
ing effects of socio-demographic factors in binary variables 
(i.e. psychiatric diagnosis) and continuous variables (i.e. 
GHQ-12 mean scores), respectively. The regression coeffi-
cients were transformed into adjusted odds ratios (AOR) 
and their 95% CIs for ease of interpretation. We adjusted for 
confounding socio-demographic variables: age, gender, 
years of education, religiosity and marital status. In addi-
tion, we adjusted for chronic illness. These variables were 
included in the final models if their association with ethnic-
ity and the mental health measures (i.e. CMD-12 months 
and GHQ-12) met a significant level of p < .1. Analyses 
were conducted separately for immigrant and second-
generation ethnic groups. All analyses were performed 
using SPSS version 18.0 for windows (SPSS Inc., 2009).

Results

Socio-demographic description of the ethnic 
groups

Among the immigrant generation, North African/Asian 
respondents were older than their counterparts, while the 
direction was reversed in the second generation. Immigrant 
and second-generation European/Americans had higher 
mean years of formal education than their counterparts. 
European/American respondents tended to report a secular 
orientation, while among North African/Asian respondents, 
the traditional orientation was prominent. No differences 
were found in the self-report of chronic illness among the 
immigrant generation. In the second generation, European/
Americans reported more chronic illnesses than the North 
African/Asians. However, after adjusting for age, no signifi-
cant differences were noted (AOR = 1.3, 95% CI 1.0–1.8). A 
large majority of European/American immigrants were 
Holocaust survivors (59.5%, SE = 3.0), in contrast to a small 
minority among the North African/Asian immigrants (4.8%, 
SE = 1.5; χ² = 184.8, d.f. = 1, p < .001) (Table 1).

North African/Asian immigrant women had a lower 
mean years of education than their counterparts (t = -11.85, 
p < .001). A similar pattern was seen among men (t = -5.79, 
p < .001). The results repeated for second-generation women 
(t = -6.26, p < .001) and men (t = -5.44, p < .001) (Table 2).
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Psychiatric morbidity

The prevalence rate of common mental disorders in the pre-
ceding 12 months (CMD-12 months) was double for the 
North African/Asian immigrants compared with their coun-
terparts. The prevalence rate of CMD-12 months was lower 
in the second-generation groups, however the gap between 
the ethnic groups remained fairly stable (Table 2).

A significant statistical association was observed 
between ethnic group and CMD-12 months prevalence 
rates following adjustment for socio-demographic varia-
bles and chronic illness among both the immigrant (AOR = 
2.1, 95% CI 1.4–3.2) and the second generations (AOR = 
1.7, 95% CI 1.1–3.2) (Table 3).

Further analysis was conducted to identify gender dif-
ferences. In the immigrant generation, the AOR of the 
CMD-12 months prevalence rate among North African/
Asian men was higher than among their counterparts (AOR 
= 4.2%, 95% CI 1.8–9.5), while there were no significant 
differences among women (AOR = 1.4, 95% CI 0.8–2.4). 
This differential effect was supported by a significant gen-
der x ethnicity interaction (Wald F = 5.42, p < .01). A 
reversed finding was noted in the second generation, for 
example no difference in the AOR was noted among men 
(AOR = 1.7, 95% CI 0.8–3.5.), while in women the AOR of 
the CMD-12 months prevalence rates was higher for North 
African/Asians than for European/Americans (AOR = 1.8, 
95% CI 1.1–5.3). This differential effect was supported by 
a significant gender x ethnicity interaction (Wald F = 3.49, 
p < .05).

Emotional distress

The adjusted analysis indicated no statistically significant 
differences in GHQ-12 mean scores between North African/
Asian and European/American immigrants (Wald F = 0.43, 
n.s.) (Table 2). The GHQ-12 mean scores in the second 
generation were significantly higher for the North African/
Asians compared with European/Americans (Wald F = 
13.31, p < .001), among both men (Wald F = 9.1, p < .01) 
and women (Wald F = 4.37, p = .05).

Discussion and conclusion

This paper presents data on mental health disparities 
between the disadvantaged North African/Asian group and 
the advantaged European/American group of Israeli Jews 
among a representative sample of non-institutionalized 
adults. Our findings show a fairly consistent picture of men-
tal health disparities between those who immigrated as well 
as among the second-generation respondents. North African/
Asian respondents were approximately twice as likely to be 
diagnosed with common mental health disorders in the pre-
ceding 12 months, compared with their European/American 
counterparts in both generations. Importantly, the differ-
ences remained significant after adjusting for socio-
demographic variables, such as education, degree of 
religious observance and chronic illness. Our findings are 
consistent with other research conducted in Israel that docu-
mented ethnic differences in the prevalence rates of 
affective disorders and substance use disorders among 

Table 2. Prevalence rates of common mental disorders in the preceding 12 months (CMD-12 months), emotional distress mean 
score, and education by ethnicity, immigrant generation and gender.

Total Men Women

 Immigrant 
generation

Second 
generation

Immigrant 
generation

Second 
generation

Immigrant 
generation

Second 
generation

CMD-12 months % (SE)
European/
American

6.4 (1.0) (n = 46) 5.4 (1.1) (n = 23) 3.5 (1.0) (n = 12) 4.9 (1.5) (n = 11) 8.9 (1.5) (n = 34) 6.0 (1.7) (n = 12)

North 
African/Asian

12.4 (1.5) (n = 65) 10.1 (1.2) (n = 71) 12.0 (2.1) (n = 31) 7.9 (1.4) (n = 32) 12.8 (2.1) (n = 34) 12.3 (1.9) (n = 39)

GHQ-12 M (SE)
European/
American

19.0 (0.5) 17.4 (0.4) 18.9 (0.7) 16.4 (0.5) 19.7 (0.5) 18.6 (0.7)

North 
African/Asian

19.1 (0.4) 18.8 (0.5)** 19.1 (0.8) 17.8 (0.6)** 19.5 (0.6) 19.8 (0.7)*

Education M years (SE)
European/
American

13.6 (0.18) 14.8 (0.21) 13.9 (0.3) 14.9 (0.3) 13.3 (0.2) 14.7 (0.3)

North 
African/Asian

10.1 (0.23)** 12.8 (0.12)** 11.4 (0.3)** 12.9 (0.2)** 8.8 (0.3)** 12.8 (0.2)**

Note: CMD-12 months = Common Mental Disorders in the preceding 12 months; GHQ-12 = General Health Questionnaire
*p < .05, ** p < .001
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second-generation respondents in a cohort-based study 
(Levav et al., 1993). Our study further expands this litera-
ture to show that the ethnic gaps in common mental disor-
ders exist in both generations, albeit smaller in the second 
compared with the immigrant generation.

Our findings suggest that there are potentially additional 
factors contributing to ethnic mental health disparities 
between the two studied groups beyond socio-demographic 
variables. The US Institute of Medicine’s (2002) report 
highlighted the importance of deciphering these factors in 
light of mounting data showing that health disparities con-
tinue to exist even when education and socio-economic sta-
tus (SES) are controlled. The US report posited that 
processes related to prejudice and stereotyping play a key 
role in the development of these disparities.

Notably, our findings show that although the Israel-born 
respondents of both Jewish ethnic groups showed some 
gains in mental health status compared with the immigrant 
generation, the ethnic-based mental health disparities 
remained. These findings are consistent with other socio-
logical research that shows lingering gaps in education and 
income among the second-generation ethnic groups 
(Cohen, 2006; Smooha, 2003).

Interestingly, our findings show significant higher emo-
tional distress mean scores between the second-generation 
ethnic groups, but not between the immigrant groups. It is 
possible that the differences in the emotional distress scores 
between North African/Asian and European/American 
respondents are attenuated by the increased emotional dis-
tress scores of the Holocaust survivors, which comprised 
the majority of the European/American immigrant group 
(Sharon, Levav, Brodsky, Shemesh, & Kohn, 2009).

Social causation models of mental illness, which attrib-
ute the inverse relationship between SES and mental illness 
to adversity and stress, may illuminate our findings 
(Aneshensel, 2009; Dohrenwend, 1998; Dohrenwend et al., 
1992). Israeli Jews of North African/Asian origin continue 
to experience prejudice and negative stereotyping albeit in 
a form that is more implicit rather than explicit and direct 
(Saguy, Dovidio, & Pratto, 2008; Schwartz et al., 1991; 
Smooha, 2003). Social psychology research highlights the 
detrimental effect of aversive racism and ethnic micro-
aggressions, which are characterized by subtle, uncon-
scious and unacknowledged daily experiences of ethnic 
bias, on mental health (Dovidio, Gaertner, Kawakami, & 
Hodson, 2002; Sue et al., 2007; Williams & Mohammed, 
2009; Williams, Neighbors, & Jackson, 2003).

It is plausible that the unacknowledged gap between the 
explicit public discourse, which advocates the irrelevance 
of these ethnic-based social gaps and promotes unfounded 
expectations about equal social standing in society, in con-
trast with implicit everyday experiences of micro-aggressions 
against individuals from North African/Asian origin, con-
tribute to the continued feeling of adversity and stress expe-
rienced by the second generation of such origin. Their 
hopes and expectations of upward social mobility are 
undermined by social barriers that create an even greater 
sense of distress compared with their parents’ generation. 
Kessler, Mickelson, and Williams (1999) further provided 
support for the role of perceived discrimination as a signifi-
cant stressor that mediates the association between disad-
vantaged social groups and mental ill health. Indeed, some 
time ago Schwartz et al. (1991) found that Israeli Jews of 
North African/Asian origin were the object of prejudicial 

Table 3. Adjusted odds ratios (95% confidence interval) of common mental disorders in the preceding 12 months (CMD-12 
months) by ethnicity and immigrant generation 

CMD-12 months

 Immigrant generation Second generation

Variables OR 95% CI AOR 95% CI OR 95% CI AOR 95% CI

Marital status
Single/Divorced/Widowed/ Reference  
Married 0.5 0.4–0.8 0.5 0.3–0.8 0.4 0.2–0.6 0.3 0.2–0.5
Education
0–9 Reference  
10–12 1.0 0.6–1.6 1.2 0.7–2.0 0.9 0.4–2.1 1.1 0.4–2.7
13–15 0.9 0.5–1.7 1.2 0.6–2.4 0.7 0.3–1.6 0.8 0.3–2.1
16+ 0.6 0.3–1.0 0.9 0.5–1.8 0.4 0.2–1.0 0.5 0.2–1.5
Chronic illness 1.1 0.8–1.4 1.3 0.8–2.0 1.3 1.1–1.4 2.1 1.3–3.5
Ethnicity
European/American Reference  
North African/Asian 2.0 1.3–3.0 2.1 1.4–3.4 2.0 1.2–3.2 1.7 1.1–3.2

Note: OR = odds ratio (unadjusted);  AOR = adjusted odds ratio for age, gender, years of education, religiosity, marital status and chronic illness in 
logistic regression models. Only significant variables are presented.
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attitudes manifested in the desire for social distance even 
when SES was controlled.

Interestingly, when examining gender differences in the 
prevalence rates of CMD-12 months within the genera-
tions different trends emerged. Particularly noticeable is 
the persistent high prevalence rate of CMD-12 months in 
African/Asian women in both generations despite the sig-
nificant advancement in their education level. This may be 
explained by the added risk embodied in the double-
minority status. These findings may be explained within 
the framework of social causation theory, by the signifi-
cant sociopolitical gains made by Jewish men of North 
African/Asian descent over time, compared with women 
of the same ethnic group. Social researchers suggested that 
most gains observed in this ethnic group over the years 
were in the political and military areas (Smooha, 2003), 
which are heavily dominated by men. Thus, although second-
generation North African/Asian women gained more years 
of education compared with their mothers – a gain that is 
larger than that observed among the men – they were not 
able to translate these advances into sociopolitical gains. 
This may have resulted in greater experience of relative 
deprivation compared with their male counterparts (Walker 
& Smith, 2001).

Limitations

This study has several limitations. First, data are presented 
across different countries of origin. This might have con-
cealed important intra-ethnic differences (e.g. immigrants 
from Morocco had a lower status than those from Iraq; 
similarly for those from Romania compared to those from 
Poland). Second, the analysis included disorders for which 
women typically have higher prevalence rates than men, 
such as anxiety and depression. Therefore, the findings 
related to gender differences may not generalize to psychi-
atric disorders more characteristic of men, such as sub-
stance abuse or antisocial personality (c.f. Dohrenwend  
et al., 1992).

This study highlights the importance of investigating 
ethnic mental health disparities, particularly among immi-
grant societies, to gauge the specific – and often unmet – 
needs for services of minority groups, including in the 
second generation (Alegria & Woo, 2009). The needs 
assessment should take into account, at least, the SES and 
ethnic status in each gender.
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