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Abstract: 

The goal of the research study reported in this paper was to examine the centrality of 

occupational status, hope, and social support in the rehabilitation process of 

psychiatrically disabled persons who live in a community. Ninety individuals living in 

community settings in the northern part of Israel participated in the study. Five scales 

were used. Significant positive correlations were found between employment and 

hope, and social support and hope. A multiple regression model of the stepwise type 

for the prediction of severity of illness as a mediator variable was found to be 

significant. The results emphasize the importance of social support and supportive 

employment as major factors in promoting the process of successful rehabilitation in 

a community. Policy makers should thus promote community programs that 

encourage social contacts and foster hope. 

 Index Terms: occupational status, social support, rehabilitation of persons with 

psychiatric disabilities
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Until the 1960s, hospitalization was the major means of treatment for persons with 

psychiatric disabilities, based on the medical paradigm
1,2

. However, policies and 

practices with regard to this population have been undergoing tremendous changes 

over the last four decades, starting with the acknowledgment that hospitalization may 

cause social alienation, and the institutionalization process may not provide for the 

many needs of the psychiatrically disabled. Today's rehabilitation policy is thus based 

on the recognition that the optimal way to regain some of the abilities lost due to 

psychiatric illness is through re-integration into the community. Rehabilitation 

programs are designed to fulfill these goals in many aspects of life, such as housing, 

occupation, and social integration
3
. 

The situation in Israel is similar to that elsewhere in the world; however, here it 

is only in the last ten years that changes have been taking place and the new practices 

implemented. Thus, there has been a decrease in the number of hospital beds, a 

shortening in the length of hospitalizations in psychiatric institutions, and a 

corresponding trend of establishing community-living arrangements.  Still, these 

programs are not sufficient and scarcely answer the evolving needs of this 

population
1
. 

 One of the main lessons learned from the experience of treating the 

psychiatrically disabled in developed countries is that more attention needs to be paid 

to the development of programs which provide a variety of rehabilitative social 

programs to enable better social integration into the community
4
. Social integration is 

one of the main goals in the community-oriented treatment of psychiatrically disabled 

persons. Liberman
5
 claimed that the social integration of this population depends on 

their level of social functioning. While stressors and factors associated with the 

disability have a negative influence on their level of functioning, occupational skills, 
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social support, and hope are factors that may exert a positive influence in this area, 

and promote the quality of life of the psychiatrically disabled. Liberman and his 

colleagues have claimed that one of the salient expressions of rehabilitation 

difficulties is in the social occupational disfunctioning caused by stressors that 

increase the person’s psychological vulnerability. These stressors are physical, such as 

drug abuse, or social, such as life events; their effects can be modulated by protective 

factors, drawn from either the individual's personal resources or the social 

environment. Although medication is a protective factor against biochemical 

vulnerability, it is still not capable of eliminating the effect of the other vulnerabilities 

caused by the disability. Thus, emphasis should be placed on psychosocial 

interventions that strengthen the person’s coping capacities, such as employment and 

social support systems
5,6

. 

Hope  

 This study focuses on factors that promote hope through occupational means and 

social support systems. Hopefulness has been identified as a critical factor in the 

recovery process of psychiatrically disabled persons, yet mental health staff, and 

individuals who have been diagnosed as psychiatrically disabled and their families 

have been challenged to find ways to nurture and foster it 
7-9

. The concept of hope 

has been of interest to psychiatrists and health professionals for decades. Promoting 

hope in their patients has also been identified as a core nursing function. Although 

hope is intuitively important to the individual's coping with and recovery from 

chronic illness, the scientific examination of hope remains in its infancy
 9

. Research 

on the measurement of hope was reviewed in 1995 by Farran, Herth and Popovich
11

 

in individuals suffering from physical illnesses, such as cancer, cardiac transplants, 

Alzheimer's disease
12,13

. Holdcraft and Williamson
15

 studied the level of hopefulness 
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in individuals admitted to a psychiatric ward of a general hospital. Their findings 

revealed that at intake into the hospital ward, the patients' level of hope was lower 

than the norm that had been previously reported; by discharge, however, their 

hopefulness level approached the norm. The results of this study, as well as of those 

whose subjects were patients with physical as opposed to psychiatric conditions, 

suggest it is not the illness per se that affects the level of hope, but rather other factors 

related to illness, such as symptoms, life situation, and treatment programs. 

 In the study of Landeen et al 
9 

the surprising finding was the lack of an inverse 

correlation between symptom severity and hopefulness. This study supports the 

notion that it is not the illness the person has, or does not have, to which hope is 

related as much as the feelings associated with the illness experience. Thus, financial 

issues, social contacts, and the patient's living situation are all factors that are more 

closely related to hope than is the disease itself.  

Social Support: 

 Stress models define the individual's perceptions of internal and external 

resources as crucial factors in alleviating stress. Social frameworks, both formal and 

informal, have been emphasized by many researchers as an external resource with the 

potential to reduce stress by providing psychiatrically disabled individuals with 

emotional and tangible support
16-20

.  

The family and social network are also major factors in the promotion of the 

recovery process and may constitute a preventive factor to hospitalization
21,22

. In 

Christensen and colleagues' study
23

, a supportive environment was also found to be an 

essential factor in reducing mortality levels of schizophrenia patients. However, 

previous research on the social support system of psychiatrically disabled persons has 
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revealed the existence of deficits in social contacts and that the friendships of these 

individuals are limited
21,22,24

. 

In our study we focused on friendship as a major resource for social support. 

Employment 

The mechanism of career development among people with mental health 

disorders is explained by the Social Cognitive Career Theory (SCCT) of Fabian
25

. 

According to SCCT, personal characteristics, illness severity, and environmental 

factors (family background and social context) combine to shape an individual’s 

career
26

. In this study, we examine the correlation between employment status, 

friendship, and hope in psychiatrically disabled individuals. Work is generally 

considered a crucial psychological element in a person's well-being, since the work 

environment is one of the major resources for social contacts. Thus, people who are 

employed have a better chance of developing many social contacts
27-28

. In the last two 

decades there has been a significant move toward improving employment 

opportunities for disabled persons
29-33

. The rapidly emerging disability consumer 

movement of the 1970s, as well as international legislative efforts, has exerted 

considerable influence on federal legislation resulting in an increased emphasis on 

environmental accessibility, consumer self-advocacy and empowerment, and the 

provision of independent living services
32

. Despite these developments that provided 

greater opportunities for the psychiatric disabled to enter and remain in the labor 

force, in the U.S.A. most of these individuals remain outside it 
34

. 

 The key premise of the Social Role Valorization theory, formulated in 1972 by 

Wolfensberger, is that people’s welfare depends extensively on the social role they 

occupy. If their social roles can somehow be upgraded, their life conditions will 

usually improve
35,36

. Work is a powerful means for psychiatrically disabled persons to 
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play a role that is positively valued by others, and is one of the important psychosocial 

dimensions of their treatment
36

. Furthermore, the work environment replaces the 

hospital environment and connects the person with reality through interpersonal 

activities that promote self-esteem, creativity, alleviation of poverty, improvement in 

quality of life, and inclusion in the community
26,38,39

. The element of employment is 

therefore a major factor in the planned rehabilitation programs in Israel and many 

other countries
40,41

. Employment is the first key factor of the Rehabilitation 

Psychosocial Model, which is based on 10 dimensions
40

. 

 In summary, a review of the literature identified three major factors as being the 

cornerstones of the rehabilitation process for persons with psychiatric disabilities: 

employment, social support, and hope. The assumption is that a working, productive 

person has high self-esteem and good social support, and therefore is hopeful about a 

successful rehabilitation process. 

(Figure no.1) 
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Method 

Subjects 

The research population consisted of 90 psychiatrically ill rehabilitants from Haifa 

and the northern part of Israel, who lived in sheltered community-settings, or with 

their families. The subjects worked in various settings in the community ranging from 

the open market to sheltered work centers providing different levels of protection. 

They were sampled randomly. Nearly 64% of the subjects were male, and 36% were 

female. The subjects' age distribution was approximately normal, 60% of them being 

around working age, i.e., 30-49. Nearly 14% were young adults (23-29 years old), and 

only 4 subjects (4.4%) were aged between 60 and 69. The majority of the subjects, 

nearly 64%, were single. A similar percentage (14.4%) was either married or 

divorced. 

 Nearly 36% of the subjects lived in a private apartment in the community, while 

nearly 20% lived in sheltered living settings, and a similar number in community-

living settings. Most subjects, about 62%, had attained a full high school education 

and 12 of the subjects (13.3%) an academic education. 

Measurements 

The following five questionnaires were administered to the subjects: 

      A.  A demographic details questionnaire was used to collect data, such as age, 

            gender, and socioeconomic status. 

B. A Severity of Illness Questionnaire- consisting of 2 questions was used to 

assess the number of hospitalizations and duration of last hospitalization. 

C. An employment details questionnaire was used to collect data regarding the 

type of employment (a pre-employment club, a sheltered working place, or 

dependent employment), hours of work in a day, monthly salary, etc. For the 
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purpose of statistical analysis, two new elements were added to the 

employment variables: workplace and conditions. 

D. A Friendship Relationships Questionnaire, constructed by Schwartz
42

, was 

used to assess friendships (number of "personal" friends, opposite-sex   

friends, and non-handicapped friends). The questionnaire consists of 15 

multiple choice questions. Four factors were derived from a factor analysis: 

   Number of friends: A coherent variable, the distribution of which was 

approximately normal. The variable ranges between 0 and 30 with a mean of 

4.57 (SD=0.86). Satisfaction with the number of friends: A ranking variable 

on a scale ranging from 1 to 3, in which a higher grade indicates a higher level 

of satisfaction. The mean satisfaction was 2.51 (SD= 0.86). The correlation of 

this variable with the number of friends is r=0.03 (insignificant). Frequency of 

relationships: This variable was formed to represent the variety of relationship 

types and their frequency. It was the sum of six items, each ranging from 0 to 

6 with a mean of M=3.2 (SD=1.4), higher grades indicating a higher frequency 

of relationships.  The reliability of these items was examined by Cronbach's α 

and was found to be 0.52.  Seeking advice or guidance: A coherent variable 

ranging from 0 to 6; higher scores indicate more frequent seeking of advice or 

guidance in person from people in the community. The mean of the variable is 

M=2.166 (SD=1.22). 

E.   Miller Hope Scale
43

. The questionnaire consists of 40 items divided into 3 

factors: satisfaction regarding myself, mean=3.7 (SD=0.64), internal 

consistency α=0.92; lack of hope, mean 2.77 (SD=0.64), internal consistency 

α=0.82; and future expectations, mean=3.83 (SD=0.62), internal consistency 

α=0.77. The three factors examine the existence of hope through statements, 
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such as "I hope for a pleasant future," and "I feel loved," arranged into a 5 

point scale. The scores range from 40 to 200, with higher scores indicating 

higher levels of hope. The internal reliability was Cronbach Alpha, α = 0.93. 

The questionnaire's validity was measured by calculating the correlation 

between the details of the Miller Hope Scale and the details of a questionnaire 

that measures psychological welfare. The correlation was r=0.71. The 

questionnaire was translated by the researcher, and the translation was 

evaluated by three Israeli mental health professionals to determine its 

suitability in the Israeli reality. 

Procedure 

After receiving permission from the Ministry of Health to conduct the research, the 

rehabilitants were approached. The objectives of the research were explained to them, 

and they consented to taking part in the study. They completed the questionnaires 

jointly with the researcher. 

Results  

The first hypothesis was that a positive relationship exists between better occupational 

status and higher levels of hope in persons with mental illness. Table 1 reveals that the 

correlations between the different dimensions of employment and the level of hope 

are insignificant, but there is a tendency which indicates that the higher the subject's 

scores on dimensions of employment, the higher will be the level of his or her hope.  

 The second hypothesis was that a positive relationship exists between the level 

of social support (provided by friends) and the level of hope among persons with 

mental illness. The table clearly shows that all correlations between the factors of 

friends' support and hope are significant. In other words, a higher level of friends' 

support is associated with a higher level of hope among people with mental illness. 
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Therefore, the second hypothesis was supported by the findings. The fourth 

dimension, feelings regarding the number of friends, was measured in three degrees 

only as a categorical variable, and therefore its relationship with the level of hope was 

associated with a Spearman correlation [rs= 0.22, p<0.05]. The relationship was 

found to be significant, indicating that more satisfying friendships are associated with 

a higher level of hope. 

 The third hypothesis was that a negative relationship exists between the severity 

of illness and the level of hope among people with mental illness. The third part of 

Table1 shows that the correlation between the number of hospitalizations and hope was 

significant. This significant negative relationship indicates that those with a higher 

number of hospitalizations became less hopeful. There was no significant correlation 

between the duration of last hospitalization and hope. This hypothesis was therefore 

partially confirmed. 

 The model assumes that the level of hope can be predicted according to the state 

of employment and level of social support as independent variables, and the severity 

of illness as a mediator variable. The model depicted in Figure1 hypothesizes a 

completely mediated relationship. The proposed model was tested using a series of 

hierarchical regression analyses (see Table 2) as suggested by Baron and Kenny
44

 to 

examine whether the inclusion of the severity of illness variable significantly affected 

the relationship between employment status and level of friends' support and hope. 

Based on the results presented in the equations of Table 2, we first examined the 

relationship between the independent variables and hope. The regression model 

results presented in Table 2 (Model 1) show that individuals who have  the support of 

friends, as expected, tended to feel more hope (β =0.41, p<0.01). The next step was to 

show that the severity of illness mediates the relationship between employee status 
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and friends' support and hope. In model 3 the addition of severity of illness did not 

eliminate the significance of the friends' support for predicting hope, but it did reduce 

it (β =0.24, p<0.05). In addition, the inclusion of the severity of illness variable did 

not affect the non-significant relationship between employment status and hope. 

 Comment   

All the variables were united into a research model that examined the relationship 

between hope, personal variables, and environmental variables. The personal 

variables included demographic variables and dimensions of the illness (number of 

hospitalizations, and duration of the last hospitalization). The environmental factors 

included employment status and the level of social support. 

     Although a general trend was found in the relationship between the employment 

status of the person and his or her level of hope, the significant relationship which had 

been predicted was not found. One reason may be that the majority of the study group 

was working only in sheltered employment centers, and they spent their working 

hours with others with disabilities. Furthermore, employment at sheltered centers is 

not perceived by the employees as a "real work," and most of the work there is 

unprofessional, boring and without challenge, and is minimally remunerated
45

. In 

other research, where different employment programs were studied, those who 

worked in the open market or in supported employment programs had higher levels of 

self-esteem and life satisfaction
26, 46, 47

. 

Social support was found to be related to a greater feeling of hope among the study 

participants, and a lesser severity of illness. The more social support individuals have, 

the less severe are their illnesses and the higher their levels of hope. This result 

corroborates with those of other studies that indicate a positive relationship between 

social support and hope, optimism and high quality of life. Social support is a major 



 13 

factor in adaptation to community life and promotes the recovery process of the 

psychiatrically disabled
20, 22,24,48,49

. As previously mentioned, in some studies
23

 social 

support was found to be a major factor in preventing death among schizophrenic 

patients. Most of the participants in the study enjoyed strong social support on 

different levels. All individuals who participated in the study reported that they have 

someone to whom to turn for advice or support. This is a very important element in 

the promotion of feeling hope and of well-being. 

  The assumption that the severity of the illness is significantly correlated with 

hope was partially confirmed. The correlation between the number of hospitalizations 

and hope was significant, and the fact that other variables associated with the illness 

were not related to hope can be explained by the fact that the subjects had learned to 

accept their illness, and in the sheltering environment of their community settings 

they had learned to develop hope and optimism
9
. It can be seen that the hypothesis of 

the mediation model was partly confirmed. Social support was significantly related to 

hope, but severity of the illness partially mediated this relationship. The influence of 

having the support of friends has been examined in many studies
22, 24, 50

. As found in 

these studies, social support is one of the major factors in successful coping with 

stress situations and serves as a powerful tool in reducing the perceived severity of 

illness and promoting hope. In many of these studies, social support was the most 

significant factor in the well-being of the studied population
48,49

. 

 These findings confirm the importance of hope in the rehabilitation process. 

When individuals are able to develop trust in someone, despite stressful life events 

they become hopeful, which helps them cope and make the necessary changes in their 

life that lead to a successful adjustment to their illness. Hope, therefore, can be 

attained with the help of staff, families, and friends.  
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The study limitations are three-fold. The participants in the study lived in Haifa 

and communities in northern Israel. The results thus reflect only the situation in Israel, 

and cannot be generalized to other countries. Secondly, most of the participants in the 

study were working in sheltered employment centers, and only few were working in 

the open market. These factors may have affected the participants' level of hope.  

The results emphasize the importance of social support for persons with 

psychiatric disability who are required to live in the community where they feel 

isolated and alienated. Policy makers should promote community programs that 

encourage inclusion and social contacts. Employment programs should focus more on 

supportive employment and new models of employment that promote initiation, 

productivity, and challenges, by initially matching the amount of assistance the 

individual needs and the type and intensity of the assistance proposed. Another 

clinical issue is how to identify and foster hope among clients who are overwhelmed 

by depression, uncertainty, or fear. Future research should focus on the effects of 

different types of treatment and employment models on the inducing of hope and on 

promoting quality of life for psychiatrically disabled persons who live in the 

community.  
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Variable 

 

Employment Conditions 

Hope 

 

Years in present framework 0.15 

Hours of work per day 0.09 

Monthly pay 0.19 

Satisfaction with pay 0.21 

Satisfaction with work 0.13 

Social Support  

Number of friends 0.24* 

Quantity 0.35** 

Asking for advice or guidance 0.39** 

Severity of Illness  

Number of hospitalizations -0.44** 

Duration of last hospitalization 0.01 

*p<0.05   **p<0.01 

 

Table 1. Correlations between occupational status, social support and severity of 

illness to the level of hope: 
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                                                                 Models 

Independent variables                 1                2             3 

  

 

Social support                              0.41**                      0.24*   

 

Employment state                        0.08                          0.05 

 

Severity of illness                                      - 0.44**    -0.46** 

 

 

Model F                                       4.28**        4.7**       5.77**                                                                 

 

R
2
                                                  0.17          0.19          0.34   

 

 

*p<0.05   **p<0.01 

 

Table 2: results of regression analysis  

 

 


