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Authors examined differences in assessment method (structured diagnostic interview ver-
sus self-report questionnaire) between ethnic groups in the prevalence of mood and anxiety
disorders among women with breast cancer. A convenience sample of 88 Mizrahi (Jews of
Middle Eastern/North African descent, n = 42) and Ashkenazi (Jews of European/Ameri-
can descent, n = 46) women with breast cancer from oncology units in three health centers
across Israel participated in the study. Participants were within eight months of diagnosis.
Participants completed the Hospital Anxiety and Depression Scale (HADS) and a structured
diagnostic interview, the Mini-International Neuropsychiatric Interview (MINI). Approx-
imately one-third (31.8 percent, n = 28) of participants were diagnosed with at least one
mood or anxiety disorder based on the MINI. Significantly more Mizrahi participants (42.9
percent) were diagnosed with at least one mood or anxiety disorder, compared with their
Ashkenazi counterparts (21.7 percent).Mean score on HADS was below the optimal cutoff
score (≥13) among all participants, with no significant difference in mean score for emo-
tional distress based on HADS between the two ethnic groups. The findings highlight the
role of measurement variance in assessing mental health distress among women with breast
cancer in general and among ethnic and racial minorities in particular.
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Breast cancer is the most frequently diag-
nosed cancer in women worldwide, with
higher incidence rates in Western coun-

tries, including Israel (Torre et al., 2015). A sig-
nificant proportion of people with cancer at
different stages of the disease trajectory suffer sub-
stantial psychological distress (Meyerowitz & Oh,
2009; Miovic & Block, 2007; Nakash, Levav, et al.,
2014). Approximately one-third of people with
active cancer will develop a common mental dis-
order (CMD) (that is, mood and anxiety disor-
ders) as a result of the cancer diagnosis and its
associated treatment side effects, pain, and physi-
cal interventions (Grassi, Caruso, Sabato, Massar-
enti,& Nanni, 2015;Mehnert et al., 2014;Mitchell
et al., 2011; Nakash, Levav, et al., 2014). Several
factors can contribute to increased psychiatric
morbidity, including the biological effect of the
malignancy, side effects of chemotherapeutic drugs
and supportive adjuvant drugs, grief about current
and anticipated losses, and fear of death (Institute
of Medicine, 2008; Mehnert et al., 2014). Among
women with breast cancer, additional concerns
were documented including negative body image,

loss of femininity, and sexual dysfunction (Fobair
et al., 2006; Lebel, Rosberger, Edgar, & Devins,
2007).

Timely and accurate diagnosis and appropriate
treatment of mental disorders in people with can-
cer can affect its course, length of hospital stay,
treatment adherence and efficacy, and possibly pro-
gnosis and quality of life (Granek, Nakash, Ariad,
Shapira,& Ben-David,2018;Granek,Nakash,Ben-
David, Shapira, & Ariad, 2018a; Institute of Medi-
cine, 2008; Singer, Das-Munshi, & Brahler, 2010).
Women with breast cancer are particularly vul-
nerable to developing emotional distress during the
diagnostic phase of the illness trajectory (Agarwal
et al., 2013; Arnaboldi, Riva, Crico, & Pravettoni,
2017). For example, in an observational cohort
study, approximately 50 percent of 222 women
with breast cancer reported experiencing symp-
toms of depression, anxiety, or both in the year fol-
lowing diagnosis (Burgess et al., 2005).

Although limited, research has also documented
that different groups of breast cancer patients may
experience different levels of mental health distress
depending on their ethnicity (Alcalá, 2014). The
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available cross-sectional research mainly among
ethnic and racial groups in the United States used
self-report measures to assess emotional distress and
documented inconsistent findings. In a population
study in California that used a screener self-report
measure to assess emotional distress, the mental
health impact of cancer was significantly worse for
Latino and black Americans than for non-Hispanic
white Americans (Alcalá, 2014). Other research
conducted among women receiving treatment for
early-stage breast cancer found that African Amer-
ican women reported significantly fewer depres-
sive symptoms than their Latino and white coun-
terparts (Christie, Meyerowitz, & Maly, 2010).

These inconsistent findings may be a result
of methodological differences (for example, sam-
ple size and characteristics) or a consequence of
measurement variance. In clinical practice, self-
report instruments are often used to detect men-
tal health disorders among people with cancer.
Self-report instruments have several advantages
including being quick, easy to administer, and
inexpensive (Krebber et al., 2014). Yet self-report
measures can also have significant shortcomings
as they rely on patients’ willingness and ability to
disclose emotional distress (Krebber et al., 2014).
Structured diagnostic interviews serve as the gold
standard to assess mental health disorders and
involve standardized administration of questions
assessing mental health symptoms. Although they
can provide more accurate diagnosis than self-
report instruments, interviews are more time
consuming and require the presence of a trained
interviewer. In a meta-analysis examining the pre-
valence of depression in cancer patients as a func-
tion of assessment measure, Krebber et al. (2014)
found that depression prevalence varied as a result
of type of instrument. Specifically, in the first year
after diagnosis, the prevalence of depression mea-
sured with self-report instruments was higher than
that documented when assessed using a structured
diagnostic interview (21 percent and 9 percent,
respectively).

Another reason for these inconsistent findings is
that the detection of mood and anxiety disorders
can be difficult among people with cancer. Symp-
toms of emotional distress can be easily overlooked,
because symptoms of cancer and its treatment re-
semble neurovegetative symptoms of depression
and anxiety such as fatigue, loss of appetite, and
sleep disturbance (Mehta & Roth, 2015). The

identification of emotional distress among ethnic
and racial minorities can be even more challeng-
ing because culture informs the overall concep-
tualization and expression of diagnostic symptoms
(Wiener, McConnell, Latella, & Ludi, 2013). Yet
empirical research on ethnic and racial disparities
in mental health distress among people with can-
cer is scarce.

The U.S. Surgeon General’s report on culture,
race, and ethnicity (U.S. Department of Health
& Human Services, 2001) argued that a person’s
culture may affect what they report, what the
provider prompts the patient to report, and how
the provider interprets the information provided.
Culture is the backdrop for the interpersonal di-
mension of the mental health encounter. Cul-
ture affects psychopathology, with clinical implica-
tions that include over- or underpathologizing of
minorities, and thus can affect diagnostic determi-
nation (Mehnert et al., 2014).

Extensive research in the general population
using structured diagnostic interviews has docu-
mented that ethnic minorities in the United States
(for example, African Americans and Latinos) are
less likely to suffer from depression and anxiety
than non-Hispanic white Americans (Álvarez et al.,
2018; Himle, Baser, Taylor, Campbell, & Jackson,
2009), yet they show higher persistence of these
disorders (Breslau, Kendler, Su, Gaxiola-Aguilar, &
Kessler, 2005; González, Tarraf, Whitfield, & Vega,
2010; Williams et al., 2007). Social causation mod-
els attribute poor mental health status to adver-
sity and stress among socially disadvantaged groups
such as the poor and ethnic and racial minorities
(Braveman, Egerter, & Williams, 2011). For exam-
ple, lower socioeconomic status and belonging to
an ethnic or racial minority group are associated
with exposure to chronic stress and discrimination,
to limited access to health care, and to lower rates
of health literacy—which are all predictors of poor
mental health (Braveman et al., 2011).

In the current study,we examined whether there
are differences in assessment method between self-
report and a structured diagnostic interview in
prevalence of CMDs among women who were
diagnosed with breast cancer and belong to dif-
ferent ethnic groups. Specifically, we examined
differences between Mizrahi ( Jews of Middle East-
ern/North African descent) and Ashkenazi ( Jews
of European/American descent) ethnic groups in
Israel. These ethnic groups make up the majority
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of the Jewish population in Israel, and both mostly
immigrated during the early years of the estab-
lishment of the state. However, consistent evi-
dence shows that inequality between these groups
is apparent in sociodemographics such as levels
of education (the Ashkenazi have three additional
years of education on average compared with the
Mizrahi), and average income (on average Mizrahi
families earn 85 percent of the income of Ashke-
nazi families) (Israel Central Bureau of Statistics,
2017; Nakash, Levav, & Gal, 2013; Shenhav, 2006).
Evidence from the Israeli National Health Sur-
vey of noninstitutionalized adults, a component
of the World Health Organization’s 27-country
study, documented that the prevalence of CMDs
among the Mizrahi was twofold their Ashkenazi
counterparts (12.4 percent, SE = 1.5, and 6.4
percent, SE = 1.0, respectively) (Nakash et al.,
2013). Cancer morbidity and mortality also dif-
fer between these groups. The age-standardized
incidence rates per 100,000 of all malignancies
in 2008 were higher among the Ashkenazi than
among the Mizrahi (men: 379 and 275, respec-
tively; women: 311 and 298, respectively) (Nakash,
Barchana,Liphshitz,Keinan-Boker,& Levav,2012).
Of note, Israel has a national health insurance sys-
tem inclusive of psychiatric care that is freely avail-
able (with a marginal co-payment for medications)
and thus provides an appropriate setting to test the
research question.

METHOD
Setting and Sample
We conducted the study at oncology units in
three large academic health centers across Israel.
All units offer free oncological services under
Israel’s National Health Insurance Law.Health care
providers in each unit include physicians (oncolo-
gists),nurses,and mental health professionals (social
workers and health psychologists).

A convenience sample of 105 women with
breast cancer were recruited by their treating
oncologist through person-to-person solicitation
on presentation for a medical appointment. Par-
ticipants were within eight months of diagnosis
and receiving curative oncological treatment. We
imposed minimal exclusion criteria for patient par-
ticipation (that is, absence of metastasis) to maxi-
mize generalizability. In the current investigation,
we included only patients who self-identified as
Mizrahi Jews (n = 42) or Ashkenazi Jews (n = 46).

Seven participants who self-identified as Israeli–
Arab and 10 participants who self-identified as
mixed or other ethnicity were excluded from
analyses.

Measures
Demographic and Clinical Information Question-
naire. A self-report questionnaire was used to col-
lect sociodemographic and clinical information.
Questions included items concerning age, mari-
tal status (single/married/living with a partner/
widowed/divorced/separated), country of birth
(Israel/other), ethnicity (Ashkenazi, Mizrahi, Arab,
mixed, other), religiosity (secular, traditional, reli-
gious, very religious, ultra-Orthodox), and income
(considerably below average, slightly below aver-
age, average, slightly above average, considerably
above average). Clinical information included
questions about active treatment (chemotherapy
and radiation) and personal and family history of
cancer diagnosis.

Hospital Anxiety and Depression Scale (HADS).
This 14-item self-report measure (Zigmond &
Snaith, 1983) contains two subscales: Anxiety (for
example,“I feel tense or ‘wound up’”) and Depres-
sion (for example, “I have lost interest in my
appearance”). A global emotional distress score
can be computed by summing the scores on all
items.Each item is rated on a four-point scale, giv-
ing maximum scores of 21 for each subscale and
42 for overall emotional distress. Previous research
conducted among cancer patients in acute care
to identify optimal cutoff scores for the HADS
(using the Structured Clinical Interview for DSM
[Diagnostic and Statistical Manual of Mental Disor-
ders] as criteria) documented that total score ≥13
is optimal to detect caseness (presence of mood
and anxiety disorders) (Singer et al., 2009). Inter-
nal consistency of the measure was good for total
score and subscales (Cronbach’s α HADS total =
.88, HADS-Anxiety = .83, HADS-Depression =
.72).

The Mini-International Neuropsychiatric Inter-
view (MINI) (Sheehan et al., 1998) The MINI
is a structured diagnostic interview for primary
and comorbid diagnoses based on DSM-IV (Shee-
han et al., 1998). The MINI involves asking pati-
ents direct questions about specific diagnostic cri-
teria while relying primarily on the participants’
explicit endorsement of each diagnostic crite-
rion. Structured questions follow directly from the
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DSM-IV and correspond to symptoms for each
diagnosis.

Procedure
The study was approved by the Institutional Ethics
Committees in all participating hospitals, and data
collection was in compliance with human subject
protocols at all participating clinics. After partici-
pants were recruited to the study by their treating
oncologist and signed an informed consent form,
the research assistants handed them a packet of
self-report questionnaires. Research assistants also
administered the structured psychiatric interview,
MINI.

RESULTS
Sample Sociodemographic Characteristics
and Clinical Information
Sociodemographic characteristics and clinical in-
formation of the sample by ethnic group are pre-
sented in Table 1. Participants ages ranged from 27
to 83 years (M = 55.63, SD = 13.1). A majority
of the participants were married or living with a
spouse (73.9 percent). Ashkenazi participants were
significantly older and had more years of formal
education than Mizrahi participants. A majority
of Mizrahi participants were born in Israel and
reported significantly higher levels of religiosity
compared with Ashkenazi participants.

More than half of the participants received
chemotherapy (56.8 percent, n = 50) and radia-
tion (66.9 percent, n = 57), and all had undergone
a mastectomy. Over 70 percent of the participants
reported a close relative who was also diagnosed
with cancer (78.4 percent, n = 69), and 10 percent
of the sample had been diagnosed with any cancer
in the past (n = 9).

Differences in Prevalence of Psychiatric
Disorders and Emotional Distress
between Ethnic Groups
Approximately one-third (31.8 percent,n = 28) of
the participants were diagnosed with at least one
mood and anxiety disorder based on the struc-
tured diagnostic interview. As reported in Table 2,
significantly more Mizrahi participants (42.9 per-
cent) were diagnosed with at least one mood
or anxiety disorder, compared with their Ashke-
nazi counterparts (21.7 percent). Mean score on
the self-report measure assessing emotional dis-
tress (HADS total score) was below the opti-
mal cutoff score among cancer participants for

both groups (≥ 13). There was no significant
difference in mean score for emotional distress
based on the HADS between the two groups.
We also examined differences in the percentage
of women who scored above the cutoff score
to identify caseness for mood and anxiety dis-
orders based on the HADS. We found no sig-
nificant differences between the groups. Around
38 percent (38.1 percent, n = 16) of Mizrahi
women and 22.7 percent of Ashkenazi women (n
= 10) scored above the cutoff score for the total
score on the HADS [χ2(1, N = 84) = 0.70, not
significant].

DISCUSSION
In the current study, we examined the differ-
ences in prevalence of CMDs between Ashke-
nazi and Mizrahi women with breast cancer and
tested whether such differences varied by assess-
ment method. In particular, we looked at assess-
ments using structured diagnostic interviews and
self-report questionnaires to identify CMDs. Our
findings corroborate previous research and show
that CMDs are common among women who
have had a diagnosis of breast cancer who were
diagnosed within the previous year (approximately
one-third of the sample received a diagnosis of
at least one mood and anxiety disorder) (Burgess
et al., 2005; Nakash, Levav, et al., 2014). Our
findings further expand the literature to show
that the prevalence of CMDs was significantly
higher among Mizrahi women compared with
their Ashkenazi counterparts. These ethnic dispar-
ities resemble those documented among the gen-
eral population, where prevalence rates of CMDs
in the preceding year was approximately double for
Mizrahi respondents compared with their Ashke-
nazi counterparts (Nakash et al., 2013). Of note,
the assessment method mattered. When emotional
distress was measured using a self-report ques-
tionnaire, no significant differences were observed
among ethnic groups, though differences were
similar to the ones identified using the structured
diagnostic interview.

These data highlight the role of measurement
variance in assessing mental health distress among
people with cancer in general, and among eth-
nic and racial minorities in particular. Structured
diagnostic interviews are standardized tools that
use more stringent criteria according to psy-
chiatric classification systems such as the DSM
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Table 1: Sociodemographic Characteristics and Clinical Information of the Sample by
Ethnic Group

Mizrahi Jews (n = 42) Ashkenazi Jews (n = 46)

Characteristic M (SD) n (%) M (SD) n (%) Statistic

Age 52.09 (11.16) 58.9 (14) t(86) = –2.49 p < .05
Educationa 13.75 (2.7) 15.65 (2.6) t(83) = –3.27 p < .001
Religiositya 2.35 (1.35) 1.67 (.99) t(84) = 2.67 p < .01
Country of birtha χ2(1, N = 81) = 10.64,

p < .01
Israel 31 (60.8) 20 (39.2)
Other 7 (23.3) 23 (76.7)

Marital status χ2(5, N = 88) = 2.23, NS
Single 4 (9.5) 5 (10.9)
Married/living with

partner
32 (76.2) 33 (71.8)

Widower 2 (4.8) 5 (10.9)
Divorced/separated 4 (9.5) 3 (6.4)

Incomea χ2(4, N = 87) = 5.822, NS
Considerably below average 7 (17.1) 5 (10.9)
Slightly below average 11 (26.8) 6 (13)
Average 7 (17.1) 8 (17.4)
Slightly above average 7 (17.1) 17 (37)
Considerably above average 9 (22) 10 (21.7)

Chemotherapy 26 (61.9) 24 (52.2) χ2(1, N = 50) = .85, NS
Radiation 33 (78.6) 39 (84.8) χ2(1, N = 72) = .57, NS
Personal history of cancer in

the past
2 (4.8) 7 (15.2) χ2(1, N = 9) = 2.61, NS

Relative who was diagnosed
with cancer

31 (73.8) 38 (82.6) χ2(1, N = 69) = 1, NS

Note: NS = not significant.
aTotal number of participants is lower than the sample size (88) due to missing responses to these items.

or the International Statistical Classification of
Disease and Related Health Problems for CMDs
than self-report instruments. Self-report instru-
ments are designed to measure an increased risk
for, or severity of, emotional distress instead of
diagnosing a depressive or anxiety disorder (Kreb-
ber et al., 2014). Moreover, self-report instruments
might be subject to response bias and social desir-
ability (Van de Mortel,2008) and be prone to over-
estimation of CMDs.

Conversely, using structured diagnostic inter-
views to assess participants with symptoms of
mood and anxiety disorder—although more accu-
rate—can result in underrecognition and lead to
unmet needs for mental health services. This risk
is particularly relevant in the cancer care context,
as health care providers in oncology tend to lack
training in identifying psychological distress in pa-
tients (Granek et al., 2018; Granek, Nakash, Ben-
David, Shapira, & Ariad, 2018b). Underrecogni-
tion may result in undertreatment, with research
documenting that up to two-thirds of patients who
screen positive for emotional distress may develop

depression if left untreated (Weissman et al., 2010).
It is interesting that in our study, fewer Mizrahi
women were identified using the self-report mea-
sure, possibly due to underreporting by these
women as a result of cultural stigma around men-
tal health issues (Nakash, Nagar, et al., 2014).

Standardized diagnostic interviews are time
consuming, and thus relatively expensive, which
renders them unfeasible to implement in routine
oncological settings. Conversely, self-report mea-
sures are quick, inexpensive, and require no spe-
cific skills to administer. Consequently, symptoms
of CMDs in cancer patients are routinely assessed
using reliable and valid self-report instruments,
such as the HADS (Mitchell et al., 2012). Given
our findings that self-report measures may under-
detect emotional distress among ethnic minori-
ties, more research is needed to develop culturally
adaptive measures to assess mood and anxiety dis-
orders among patients with cancer.

Our findings draw attention to mental health
disparities among different ethnic groups in the
prevalence of mood and anxiety disorders among
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Table 2: Prevalence of Mood and Anxiety Disorders, and Mental Health Distress of the
Sample by Ethnic Group

Mizrahi Jews Ashkenazi Jews
(n = 42) (n = 46)

Disorder n (%) n (%) Statistic

Any current mood or anxiety disorder 18 (42.9) 10 (21.7) χ2(1, N = 64) =
4.51, p = .05

Major depressive episode, current
(2 weeks)

8 (19) 6 (13)

Major depressive episode, recurrent 2 (4.8) 4 (8.7)
Major depressive episode with

melancholic features, current
(2 weeks)

6 (14.3) 4 (.7)

Dysthymia 1 (2.4) 1 (2.2)
General anxiety disorder 0 (0) 2 (4.3)
Panic disorder 0 (0) 0 (0)
Agoraphobia 2 (4.8) 0 (0)
Social phobia 0 (0) 0 (0)
Obsessive–compulsive disorder 0 (0) 0 (0)
Posttraumatic stress disorder 1 (2.4) 0 (0)

Scale M (SD) M (SD)

Self-report emotional distress—total
scalea (HADS)

11.42 (7.37) 9.84 (5.66) t(84) = 1.12, NS

Self-report emotional distress—
Anxiety subscalea (HADS-A)

6.3 (4.48) 5.97 (3.67) t(84) = 1.74, NS

Self-report emotional distress—
Depression subscalea (HADS-D)

5.12 (3.7) 3.86 (2.93) t(84) = .37, NS

Notes: Mental health distress was assessed using a self-report questionnaire (Hospital Anxiety Depression Scale, HADS), mood and anxiety disorders were assessed using a structured
diagnostic interview (MINI). For specific mood and anxiety disorders, we did not compute a test of statistical significance for differences between the ethnic groups due to low
number of cases.
aTotal number of participants is lower than the sample size (88) due to missing responses for this item.

women with breast cancer. Social causation mod-
els of mental illness, which attribute the inverse
relation between social status and mental illness
to adversity and stress, may illuminate our find-
ings (Braveman et al., 2011). Mizrahi in Israel con-
tinue to experience prejudice and negative stereo-
typing albeit in a form that is more implicit rather
than explicit and direct (Saguy, Dovidio, & Pratto,
2008). Social psychology research highlights the
detrimental effect of aversive racism and ethnic
microaggressions, which are characterized by sub-
tle, unconscious, and unacknowledged daily expe-
riences of ethnic bias, on mental health (Williams
& Mohammed, 2009). More empirical research is
needed to identify the mechanism that contributes
to the identified disparities.

LIMITATIONS
The study has several limitations. First, our study is
cross-sectional; thus, causality cannot be inferred.
Second, the data were collected before the pub-
lication of the DSM-5. However, because neither

the categorical basis for the diagnostic system nor
the core criteria for most moods and anxiety dis-
orders have changed in the latest version, our find-
ings can be extrapolated to the current version.
Last,we recruited a convenience sample of women
with breast cancer, which may be subject to selec-
tion bias. Those who participated in the study may
be more comfortable discussing emotional distress
than those who chose not to respond. Given these
limitations, generalizability of the findings is lim-
ited. Future studies should examine reliability and
validity of assessment methods among representa-
tive samples of different ethnic and racial groups.

Clinical Implications
Awareness regarding the need to improve mental
health care among people with cancer in oncology
routine care for all ethnic groups is rising ( Jacobsen
& Wagner, 2012). Measurement variance in exam-
ining CMDs among ethnic and racial minorities
should be considered when designing services for
a growing multicultural patient population. The
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failure to accurately detect emotional distress in
oncology care is challenging (Granek et al., 2018a)
and can be further complicated by the sets of beliefs
and behaviors rooted in the service users’ culture.
As the backdrop for the interpersonal dimension of
the clinical encounter with health care providers,
a person’s cultural background can profoundly
affect what the individual reports, what the health
care provider prompts the patient to report, and
how the provider interprets the information pro-
vided (Azaiza & Cohen, 2008; Nakash, Nagar, &
Kanat-Maymon, 2015).

Recent research documented a large mental
health treatment gap among cancer patients.Treat-
ment gap, which refers to the proportion of
individuals with cancer and comorbid mental dis-
order who are not receiving treatment for the lat-
ter, is universal and approaches 40 percent across
high- and low-middle income countries (Nakash,
Levav, et al., 2014). Untreated comorbidities may
have detrimental effects on the course of illness and
patients’ quality of life ( Jacobsen & Wagner, 2012).

Social workers,particularly in the oncology con-
text, occupy a significant role in providing psy-
chosocial care to patients with cancer and their
families (Coluzzi et al., 1995; Deshields, Zebrack,
& Kennedy, 2013; Pirl et al., 2014). The Asso-
ciation for Oncology Social Work mandates that
screening for, and responding to, psychosocial dis-
tress in cancer patients is critical to providing the
best quality of care to patients and their families
(Pirl et al., 2014). Although some cancer centers
employ psychologists and psychiatrists as part of
the health care team, these mental health pro-
fessionals often work part-time and have limited
hours to see patients (Deshields et al.,2013;Granek
et al., 2018b). Thus, social workers tend to have a
more prominent role in identifying and respond-
ing to patients’ mental health needs because they
work more hours, and they are employed more fre-
quently than other mental health care profession-
als on the cancer care team. Social work practice
also emphasizes a holistic view of care that takes
into account the psychosocial stressors that affect
patients.

Understanding the role of assessment tools and
the potential for ethnic and racial bias in the assess-
ment process is critical to guide the work of oncol-
ogy health care providers in general and social
workers in particular (Pirl et al., 2014). Correct
identification of emotional distress and the diagno-

sis of common mental health disorders are the basis
of mental health treatment. The diversity of the
patient population in the oncology units in many
Western countries poses serious challenges and—if
not addressed properly—may result in health ser-
vice disparities. HSW
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