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Introduction: This study aims to examine the quality of life (QOL) for people with psychiatric disabilities who are engaged in extended employment programs (homogeneous versus heterogeneous) in the Arab-populated Triangle Area of Israel. The homogeneous program participants are exclusively Arab while the heterogeneous program includes both Arabs and Jews.

Methods: Quantitative research study of 104 adults with psychiatric disabilities engaged in two communal extended employment programs. Participants completed demographic (age (years), gender, marital status (married, widowed/separated, married, single), religion (Muslim, Jewish, Christian), dichotomous nationality variable (Jewish/Arab), and years of education) and employment questionnaires (length of time in the employment program, number of working days/h and salary satisfaction); SF 12 Scale; and The Personal Wellbeing Index questionnaire. Two-sample T-Test, exploratory factor analysis and multiple linear regressions were conducted for tracking the differences between participants in homogeneous and heterogeneous programs.

Results: A significant difference was found between the programs in two QOL components, insofar as satisfaction with the standard of living, together with health satisfaction were rated higher for participants in the heterogeneous program than for their homogeneous program counterparts. Furthermore, the results indicate that physical health and gender were the most important variables in explaining QOL in both programs, while the employment variables were not significant.

Discussion: Since the research findings show that the employment-related-items aren’t significant in predicting the employees’ QOL, the definition and suitability of extended employment environments as a mental health service must be reexamined. Cultural elements may also have an impact on QOL when the programs are located in a traditional town, with gender playing a key role. The family’s role is pivotal in traditional societies, influencing an individual’s ability to participate in employment programs and the support they receive. In patriarchal societies, there can be added pressure on men with psychiatric disabilities to conform to societal expectations. Given the general lack of health awareness in Arab communities, there is a need to develop additional projects or incorporate physical health improvement as a rehabilitation goal when working with individuals with psychiatric disabilities, regardless of the type of community rehabilitation program.
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1 Introduction

Employment rehabilitation for people with disabilities was initiated in Israel in the 1950s, beginning with sheltered workshops located alongside rehabilitation centers designed for acquisition of employment and social skills. These workshops were intended to simulate real workplace experiences. Community extended employment rehabilitation, not initiated until the 1980s, is a community-based, supportive employment setting for persons who wish to integrate into the labor market but presumably need to further develop their workplace skills. In most cases, this involves industrial work, with a range of 30–100 employees. Compensation is based on the quantity and quality of outputs. The staff consists of a social worker and rehabilitation instructors whose role is to assist participants in acquiring the necessary skills for advancement on the occupational ladder. Many of the individuals who participated in these controlled noncompetitive working environments consider them an important alternative to employment outside the hospital walls. These settings are nonetheless perceived as segregated and do not (necessarily) facilitate labor market integration (1).

The transition from a symptoms-focused to a community mental health approach mirrors the evolution from a medical model to a social or human rights model of disability. The social model explains disability, while the latter encompasses disability policy values and acknowledges the human dignity of persons with disabilities (2). In psychiatric rehabilitation, the medical model combines medical treatment with psychotherapy and hospitalization alternatives. In contrast, the (psycho)-social model emphasizes a holistic psychosocial view (3), focused on providing a wide range of community-based rehabilitation services, such as employment, housing, and leisure. These services, such as supported employment are intended to reduce the impact of disability and promote choice and empowerment (4).

This study examines the QOL among people with psychiatric disabilities employed in the first two extended employment programs (homogeneous versus heterogeneous) in the Triangle Area in Israel. The Triangle Area is a concentration of settlements in northern Israel, mainly populated by Muslim Arabs. About a fifth of the country’s Arab citizens live in this area. While one employment program employs only Arabs, the other employs both Arabs and Jews.

The World Health Organization (5) defines QOL as “individuals’ perception of their position in life in the context of the culture and value systems in which they live and in relation to their goals, expectations, standards and concerns” (p. 3). Use of the QOL concept, in the context of people with disabilities, began in the second half of the 20th century, when the biosocial paradigm arose as a result of the call for deinstitutionalization (6). It grew out of awareness of the environment’s effect on human behavior and the recognition that action must be taken to fulfill the lives of disabled persons.

Cummins and Lau (7) developed a model for measuring QOL by establishing a global group for personal well-being, whose main goal was to develop a global model for testing QOL that would be adapted to different cultures. Cummins (8) treated QOL as an objective, as well as subjective measurement. His model includes eight components: standard of living, health, life achievement, future security, safety, relationships, community connectedness and spirituality/religiosity.

The QOL among people with psychiatric disabilities is the subject of much research (9). Some believe that it should include the impact of the illness on individuals’ perception toward their QOL (10). Other studies have found that people with psychiatric disabilities report lower levels of QOL compared to people without psychiatric disabilities (4, 11). QOL related to health is actually a product indicator in light of the fact that, compared to the general population, people with psychiatric disabilities experience an increase in morbidity and early mortality (12). The QOL health index is seen as related to their psychiatric symptomatology (13, 14). Recently, researchers have distinguished between physical and mental health as related to QOL. Meijer et al. (14) reported in their research that the mental health related to QOL was stronger than that compared to physical health.

Employment is a significant element in individuals’ lives in income, social status and a person’s identity, social belonging, self-worth and physical and mental health (12). Previous research has shown that people with severe mental disorders and common mental disorders are, respectively, 7 and 3 times more likely to be unemployed than people with no disorders (14). More recent research has indicated the importance of meaningful employment for personal recovery from psychiatric disabilities (15).

People with psychiatric disabilities experience high rates of unemployment (15) and their workplace integration is a challenge. In addition to being economically disadvantaged, they are deprived of the social and psychological functions of work, such as social support, structured time, and self-esteem. Being without work and a stable income puts them at risk of poverty, even if they receive social security benefits (16). In addition, employment and economic satisfaction are associated with subjective positive QOL (17). Studies found a positive correlation between rehabilitation employment programs and QOL, among individuals with schizophrenia (18, 19). Although most people with psychiatric disabilities show a desire to work, they are more likely to experience adverse labor market outcomes than people without psychiatric disabilities (20).

Many programs have been developed to support people with psychiatric disabilities in their job search and integration into competitive employment. These are divided into (1) segregated skills training workshops and (2) supported employment in the general labor force (21). The first is the conventional and traditional model that aims to provide training and a transitional employment setting to prepare people for workforce integration. As an alternative option, supported employment is intended to place people in competitive employment with accompaniment. Empirical research demonstrates that supported employment has more positive consequences in the context of the number of working hours and salary than the traditional workshops (22, 23).

The employment rate among mentally ill people in Israel is lower compared to other OECD countries (14). Following global deinstitutionalization, a community rehabilitation law was enacted. The purpose of this law – the Rehabilitation in the Community of Persons with Mental Disabilities Law (2000) – is to allow people with psychiatric disabilities to be integrated into the community and promote functional independence and QOL, while maintaining their dignity in the spirit of the fundamental law of human dignity and freedom. The law defines a package of services to which persons with disabilities over age 18 are entitled, if they have a psychiatric disability at a rate of at least 40%, as determined by the National Insurance Institute, and “show motivation” to start the rehabilitation and recovery process in the community. The extended employment programs are part of the package of these community services.

Individuals who meet these criteria are allocated to one or more of these services through a committee comprised of psychiatric professionals, nurses, social workers, psychologists, and a representative from the rehabilitation staff designated by the Ministry of Health. Additionally, the individual is permitted to have family members participate in the committee discussions. Typically, this process concludes with a decision that is mutually agreed upon by all committee members, including the individual in question. An illustration of a decision made by this committee is the development of a comprehensive community rehabilitation plan for an individual. This plan encompasses three key components: an extended employment program, participation in a social club, and access to supportive education. This decision reflects the collaborative efforts of the committee members, who consider the individual’s specific needs and circumstances to create a tailored plan for their rehabilitation and overall well-being.

Comprising approximately 21% of the population, Arabs constitute the largest minority living in Israel. Living in a predominantly Hebrew-speaking, self-defined Jewish state, most Arabs are Muslim (85.1%) with the remainder being Christian (7.3%) and Druze (7.6%) (24). Arab society in Israel, as elsewhere, is characterized as traditional and patriarchal, emphasizing values such as family cohesion and social authority as a function of age, gender, and extended family status. The family provides the most obvious form of “natural support” (25) and is perceived as a significant source of financial and emotional sustenance. Within the family there is a hierarchy of gender and age; the man is the main breadwinner, and the woman is a secondary contributor to the household economy. The wife is expected to obey her husband and mainly take care of the children, and the latter are subordinate to both (26). Psychiatric disabilities may be considered as shameful and interpreted through a religious or supernatural lens (27). As a result, Arab families may tend to hide the mentally ill individual and avoid using the communal services for fear of revealing the disability. The status of Arabs with psychiatric disabilities is worsened by their belonging to a minority group that faces barriers such as insufficient health, unemployment, and poverty. These barriers in turn impair or heighten impairments to physical and mental health. On average, there is a higher prevalence of chronic diseases, higher incidence of disability and higher mortality rates among Arabs relative to the Jewish majority (28). Although the proportion of Arabs with disabilities is relatively higher than that of Jews, the availability of social services is lower.

An overview of psychiatric services in the Arab society in Israel reflects non-exhaustion of rights and underutilization of the few existing community-based services. Utilization of these services (within or outside Arab towns) is also low. This is a result of social stigma and the lack of cultural adaptation services in Arab communities. Underutilization of services stems in part from the cultural gap, but also from structural and systemic difficulties. Arab communities are mostly located in Israel’s geosocial periphery, and are characterized by limited access to public transportation, poor housing conditions, and lack of employment opportunities. Accordingly, the socioeconomic status of the Arab population is significantly disadvantaged relative to the Jewish population. Using services located outside of cities and towns involves effort, energy, and time. This includes difficulties in organizing transportation and overcoming the language barriers.

Individuals with mental illness (MI) are considered the most vulnerable group of disabled persons, having to cope with prejudice and severe social stigma (27). Huskin et al. (29), for example, demonstrated that persons with MI are perceived as inferior compared to those with physical disabilities. Regarding willingness to engage in relationships, they found that 30% of the participants would avoid being neighbors or socializing with co-workers with mental illness. Similar results were found in a study by Brockington et al. (30) that people with MI suffer the most from social rejection when compared to people with other disabilities. In most Arab countries, stigma towards mental illness is still widespread and people with MI continue to suffer from the impact of poverty and the stigma (31).

Furthermore, it’s important to acknowledge that in Arab communities, there can be a tendency to attribute psychiatric disabilities to factors such as a lack of faith and the influence of supernatural powers. This belief system often results in individuals failing to seek professional mental health assistance and underutilizing available mental health services, even when there is a clear need for such support. Despite the presence of a wide range of mental health services within Muslim society in Israel, we still observe an underutilization of these services.

For example, a survey conducted by the Myers-Joint-Brookdale Institute in Israel revealed that among Arabic speakers, a smaller proportion of individuals sought help from professional mental health services compared to informal sources of help. Specifically, the percentage of Arabic speakers aged 22 who reported seeking help from formal services was very low at 16%, especially when compared to Hebrew speakers (54%) and Russian speakers (34%). Additionally, a greater proportion of Arabic speakers (49%) sought assistance from informal agencies compared to Russian speakers (41%) and Hebrew speakers (26%) (32).

It is also essential to note that mental health research in these cultural contexts, particularly among Muslims in Israel, lags significantly behind, and there is a shortage of researchers focused on the field of mental illness within these communities. This gap is even more pronounced among minority groups with specific cultural beliefs about mental illness. Among Muslims, it is common to attribute mental illness to supernatural entities such as the demon Jinn, the evil eye Hasad, or magic Seher (33, 34). Additionally, there is a belief that mental illness can be caused by Allah, either as a punishment for sins or as a test, leading individuals to tolerate the condition and subject themselves to Allah’s will, potentially inhibiting their use of available treatments and community services. Psychiatric disabilities are often kept as a closely guarded secret within families. This is due to concerns about the potential negative repercussions, particularly in relation to the marriage prospects of other family members. This pervasive stigma can lead individuals with psychiatric disabilities to seek treatment from very expensive private psychiatrists.

The employment rehabilitation programs evaluated in the current study constitute the first controlled work environments for people with psychiatric disabilities in the Triangle Region. Both are located in different Arab communities but provide regional service and both programs were operated by an Israeli NGO. This organization aims to promote the progress and occupational and social integration of individuals with psychiatric disabilities within both the workplace and the community. This is achieved through rehabilitation offered in various occupational and social training centers. The approach encourages individuals to take an active role in their rehabilitation journey, conscientiously participating in the process, and assuming leadership in defining and pursuing their personal goals.

The current study has three hypotheses:


Hypothesis 1: Individuals with psychiatric disabilities participating in the heterogenous employment program have a higher level of QOL components than their counterparts in the homogeneous employment program.

Hypothesis 2: Physical health and gender have the most important impact on the eight QOL components of participants in the heterogenous employment program, while the employment conditions have no impact.

Hypothesis 3: Physical health, family status and gender have a significant impact on the eight QOL components, while employment conditions have impact mostly on the future security of participants in the homogeneous program.
 



2 Materials and methods


2.1 Participants and procedure

The quantitative research was approved by [Haifa University’s Faculty of Welfare and Health Sciences Ethics Committee]. It was conducted among Arabs and Jews with psychiatric disabilities employed in the first two extended employment programs in the Triangle Area in Israel.

Following approval from the Ministry of Health and from the NGO operating these two programs, the first author contacted the principal of each program asking for collaboration and for permission to attend the employees’ weekly meetings. These two employment programs are unique in the Triangle region as they are the sole providers of community occupational services for individuals with psychiatric disabilities. As stated above, all the employees in these programs meet the eligibility criteria outlined in the Rehabilitation in the (35). Specifically, individuals who are over 18 years old and have a psychiatric disability, as determined by the National Insurance Institute at a rate of at least 40%, are entitled to these services. Typically, these individuals spend the majority of their time in homes or institutions and possess limited employment skills. Given these criteria, all the employees in these programs were eligible to participate in the study.

Employees who agreed to participate in the study signed a preliminary informed consent form (with their guardian’s approval when required). The first author initiated contact with the guardians and provided them with an explanation of the study’s objectives. Subsequently, the guardians were invited to convene at the employment program location for a more comprehensive discussion and the formal signing of the consent form. These meetings were conducted with the participation of the guardian, the employee, and the first author to ensure clarity and understanding of the study’s details and to obtain their informed consent (10 guardians signed consent forms). Participants completed the questionnaire in their employment environment in a separate office. Those who encountered difficulties during the interview received assistance by having the question presented in simpler language.

Out of 135 employees in both programs, 104 agreed to participate in the study. Of the remaining 31 employees, 3 had declined, 23 were admitted for psychiatric hospitalization, and 5 had difficulty with completing the questionnaire due to their mental health condition. The heterogeneous program included 90 Arab and Jewish employees; the homogeneous program was composed of 45 Arabs.

Most of the participants were men (60%). More than half of them were single and 90% had a schizophrenia diagnosis. Most of them reported that they work 5 days a week. The average age of employees in the heterogeneous program is 40 ± 11 years, whereas in the homogeneous factory, it is 44 ± 11 years. In terms of marital status, the majority of those employed in the homogeneous factory are single, accounting for 58% of the workforce, as opposed to 64.3% in the heterogeneous factory. Additionally, none of the participants in either factory have attained a higher education level.

It’s also worth noting that all employees in the homogeneous factory reside in their own housing units or with their families within their local communities, which typically have a traditional housing structure. In contrast, within the heterogeneous enterprise, 70% of the participants come from housing frameworks outside of their family homes, while 24% live in more traditional housing arrangements, either with their nuclear families or with their parents (see Table 1).



TABLE 1 Sociodemographic characters of both employment program participants (N = 104).
[image: Table1]



2.2 Instruments

To examine the independent variables, three questionnaires were used:

1. The demographic questionnaire: It included questions about the participants’ age (years), gender, marital status (married, widowed/separated, married, single), religion (Muslim, Jewish, Christian), dichotomous nationality variable (Jewish/Arab), and years of education.

2. The employment conditions questionnaire: This questionnaire included questions about the participant’s length of time in the employment program, whether they worked five days a week, their working hours and salary satisfaction.

3. The health and mental health-related questionnaire (short version of SF 12 Scale): It includes 12 items that measure functional status and is a shortened version of a 36-question questionnaire (SF-36). The original tool includes eight health concepts based on 36 items grouped into measures of physical health and mental health. The abbreviated tool includes 12 questions and is also grouped into two measures, physical and mental (36). The questionnaire examined satisfaction in eight health-related topics: physical functioning (PF) (Does your health now limit you in these activities such as climbing several flights of stairs?), role limitations due to physical health problems (RP) (During the past four weeks, have you had any of the following problems with your work or other regular daily activities as a result of your physical health?), bodily pain (BP) (How much did pain interfere with your normal work (including work outside the home and housework)?), general health (GH) (for example, How would you rate your health compared to your peers?), vitality (VT) (Did you have a lot of energy?), social functioning (SF) (During the past four weeks, how much of the time has your physical health or emotional problems interfered with your social activities (like visiting friends, relatives, etc.)?), role limitations due to emotional problems (RE) (During the past four weeks, have you had any of the following problems with your work or other regular daily activities as a result of any emotional problems (“feeling depressed” or “anxious”)?) and mental health (MH) (How much of the time during the past four weeks have you felt calm & peaceful?). Reliability in various studies was found between 0.7 and 0.89. The questionnaire was cross-translated for Arabic, Russian and Hebrew. Translation of the original SF12 questionnaire from English to Arabic was done by a translator in the King Fahd University Hospital Medical Education Center in Saudi Arabia, after receiving approval from the author of the questionnaire. In order to check the validity of the content of the translated version, three consultants from the hospital’s Department of Family and Community Medicine translated the questionnaire back into English, which was then cross-referenced with the original instrument. After a pilot study at a Saudi primary care center, with the participation of 20 diabetic patients, some wording was changed and words were added to improve the understanding of the questions. The test–retest reliability of the translated questionnaire was tested, and a Cronbach’s alpha of 0.84 was obtained. The test–retest reliability of the Arabic-translated questionnaire (37) was 0.84 Cronbach’s alpha. The questionnaire passed extensive reliability and validity tests. The reliability level of the subscales is high and ranges between 0.86–0.89 Cronbach’s alpha. In the current study an exploratory factor analysis, using the Varimax rotation method, was conducted and two factors were found: “physical health” and “mental health.” The reliability of the physical and mental aspects was 0.63,0.67, respectively, in this study.

4. The Personal wellbeing index (PWI) questionnaire – adult (38): This questionnaire was used to examine the dependent variable. The PWI scale of Cummins (7) contains eight items of satisfaction, each one corresponding to a QOL domain. One general question asks about standard of living (for example, How satisfied are you with your standard of living?), and seven additional individual questions ask about health (How satisfied are you with your health?), life achievement (How satisfied are you with what you are achieving in life?), relationships (How satisfied are you with your personal relationships?) safety (How satisfied are you with how safe you feel?), community-connectedness (How satisfied are you with feeling part of your community?), future security (How satisfied are you with your future security?), and spirituality/religion (How satisfied are you with your spirituality or religion?). These eight domains are theoretically embedded, as representing the first level deconstruction of the global question: How satisfied are you with your life as a whole?. Each question has an answer range from 1 to 7 (a score of 1 represents the lowest level). Cronbach alpha lies between 0.70 in Australia and 0.85 overseas. The translation of the questionnaire into Arabic was done in Algeria jointly with six senior lecturers in the field of social sciences at the University of Oran. The reliability of the questionnaire was more than 0.3 and Cronbach’s alpha more than 0.7 (39). In the current study, Cronbach’s alpha was 0.81.



2.3 Data analysis

Analyses were conducted with SPSS 27.0. Descriptive statistics were used to present the characteristics of the sample. T-Test for independent samples and exploratory factor analysis were used for assessing group differences. Different multiple linear regression models were run for each employment program. A T-Test for independent samples was employed to examine the statistical differences between the means of the two distinct groups. These groups exhibit notable differences from each other, and the dependent variable under investigation is the various components of QOL. This statistical test was chosen to assess whether there are significant differences in QOL components between the two groups.

In our study, exploratory factor analysis was performed using the principal component analysis with Varimax rotation. We hypothesized that a two-factor solution would be obtained with Eigen values greater than 1.

The multiple linear regression was carried out in two phases. In the first stage, correlation coefficient analyses (Spearman and Pearson) were conducted to examine the relationships between the independent variables and the QOL indicators. In the second stage, multiple linear regression analyses were performed for the variables that showed significant correlations.




3 Results

Hypothesis 1: Individuals with psychiatric disabilities participating in the heterogenous employment program have a higher level of QOL components than their counterparts in the homogeneous employment program. T-Test for independence samples was conducted to examine this hypothesis and a significant difference was found in two components of QOL. A significant difference was found in satisfaction with the standard of living (t(51.74) = −2.65, df = 51.74, p < 0.05). This was higher for those in the heterogeneous program than for those of the homogeneous program (M = 8, SD = 2.5, M = 6.2, SD = 3.5 respectively). A significant difference was also found in health satisfaction. The degree of health satisfaction among employees in the heterogeneous program (M = 7.5, SD = 3) was higher than for their homogeneous program counterparts (M = 6.1, SD = 3.8) (see Figure 1).

[image: Figure 1]

FIGURE 1
 Differences in Personal Wellbeing Index (PWI) between the heterogeneous and the homogeneous programs.


In order to examine whether subgroups of SF12 exist based on 12 items, an exploratory factor analysis was conducted using the principal component analysis (PCA) method for a sample of 104 participants, according to Eigen value of E.V < 1. An orthogonal Varimax rotation was also conducted. The results showed that physical functioning (PF), role limitations due to physical health problems (RP), bodily pain (BP) and general health (GH) items loaded higher on the physical component and vitality (VT), social functioning (SF), role limitations due to emotional problems (RE) and mental health (MH) loaded higher on the mental component. After the rotation, two factor structure (physical and mental) jointly accounted for 62.8% of the variance (See Table 2).



TABLE 2 Factor structure of the SF-12 derived from principal component analysis.
[image: Table2]

For hypotheses 2 and 3, several linear regressions were conducted to test the impact of the sociodemographic variables, employment variables, and SF-12 components on the eight items of the QOL for each employment program. Pearson and Spearman tests were run to find the correlations between the dependent variable and the independent variables. Several regression models were run for variables with the significant correlations.

Hypothesis 2: It was hypothesized that Physical health and gender have the most important impact on the eight QOL components of participants in the heterogenous employment program, while the employment conditions have no impact. The linear regression showed that:

Mental component and employment hours explained 32% of the variance in health satisfaction [F = (5,56) = 6.8, p < 0.001]. The mental components variable is the most important in predicting health satisfaction (β = 0.81, p < 0.001). The positive coefficient indicates that the higher the level of mental component, the higher the degree of health satisfaction.

Gender explained 13% of the variance in community connectedness [F = (5,56) = 2.79, p < 0.05]. The gender variable is the most important in predicting a sense of community connectedness (β = 0.45, p < 0.001). Men have less sense of community connectedness.

Physical components and gender explained 16% of the variance of sense of future security [F = (5,56) = 3.39, p < 0.01]. The gender variable is the most important in predicting a sense of future security (β = 0.36, p < 0.01). Women have a greater sense of security in the future (see Table 3).



TABLE 3 Regression of the demographic variables and SF-12 for the heterogeneous employment program.
[image: Table3]

Hypothesis 3: We hypothesized that physical health, family status and gender have a significant impact on the eight QOL components, while employment conditions have impact mostly on the future security of participants in the homogeneous program. Multiple linear regressions were conducted. The regression model is significant in the following variables:

Satisfaction of standard of living [F(6,22) = 7.19, p < 0.001]. The physical components variable is of the greatest importance in predicting satisfaction of standard of living (β = 0.53, p < 0.01). The higher the level of physical social functioning, the higher the level of satisfaction of standard of living.

Physical components, gender, age and family status explained 65% of the variance in health satisfaction [F = (5,24) = 11.8, p < 0.001]. The physical components variable is the most important in predicting health satisfaction (β = 0.81, p < 0.001).

Satisfaction of achieving in life [F = (5,24) = 2.9, p < 0.05]. The gender variable is the most important in predicting life achievement (β = −0.43, p < 0.05). Men were more satisfied than women with their achievements.

Satisfaction with relationships [F = (5,24) = 3.17, p < 0.05]. The physical components are the most important in predicting satisfaction with relationships (β = 0.6, p < 0.01) (see Table 4).



TABLE 4 Regression of the demographic variables and SF-12 for the homogeneous employment program.
[image: Table4]



4 Discussion

The current study examined the QOL among individuals with psychiatric disabilities employed in two extended employment programs. Several important findings are derived from our study:


4.1 Physical health and QOL among people with psychiatric disabilities

In both employment programs, the physical health was found to be a predictor of many of QOL components: Standard of Living, Future Security, Health, Life Achievement, Relationships. A positive relationship was found between the physical/mental health and QOL. Employees who highly rated their physical health also reported high levels of QOL in terms of overall satisfaction with health, a sense of community connectedness, and future security.

For people with psychiatric disabilities, QOL is based on social and economic independence, the freedom to function optimally, social and family support, and the right to mental and physical care (40). A person’s disability perception controls how he manages all areas of his life. In other words, as much as the person sees disability as a dominant part of his life, it will overshadow the other areas. Since the mortality rate among people with psychiatric disabilities is higher compared to the general population and also to people with other types of disabilities (41), their health conditions have impact on QOL (42). Vankova and Mancheva (43) found that the most influential QOL variant is the “Environment” domain, followed by the “Physical health,” “Psychological health,” and “Social relationships” domains, while the employment was not found to be a factor that affects QOL among people with disabilities.



4.2 Cultural aspects, gender issues, and psychiatric disabilities

The findings regarding gender presented interesting results. Women (in the heterogeneous program) were more satisfied, while men (in the homogeneous program) expressed a higher level of QOL. Significant differences between disabled women and men in their perceptions of QOL are documented in the literature (44). In the heterogenous programs, women reported higher levels of QOL than men, in terms of community connectedness and future security. Women in the homogeneous program reported a lower QOL in their standard of living, health, and life achievement. One possible explanation is that women employed in the extended employment program took on an additional role in their lives and graduated to the status of working women. Receiving a “salary” may increase their social status in traditional Arab society. This, in return, increases the sense of belonging to life in the community or neighborhood. In this role, women are exposed to various relationships, perceiving this environment as a place where they can engage in social networking. It is therefore likely that they will report a high level of social ties and belonging (45).

Women had diverse social roles in their personal lives due to program participation, which, in turn, increased their self-esteem and reduced preoccupation with their disability. Arab women are also more likely to live with families and acquaintances, leading to higher satisfaction in terms of social belonging. In addition, women employed in the heterogeneous program were exposed to a diverse social network. Arab women made connections with Jewish women, the latter belonging to the majority society which is considered “modern” and “developed.” These connections may very well raise the self-esteem and feelings of appreciation and future security.

In the homogeneous program, men reported higher levels of QOL than did women. In the homogenous program, located in a conservative town, the traditional patterns favoring men were preserved. That is, the attitude of others towards women with disabilities is protective and even domineering. This reduces possibilities for women and emphasizes their disability. The reduction of their freedom of choice, as well as the controlling and restrictive social attitude, seem to explain differences in the QOL scores of women and men in the current study. This finding raises a question for future research as to whether there is an effect of the integration of Arabs and Jews in the employment environment on their QOL?

Regarding marital status, unmarried employees in the homogenous program reported a higher sense of safety and standard of living than married employees. This stands in contrast to the study by Trompenaars et al. (45) which found participants involved in a partner relationship had significantly higher scores in all domains of the QOL. It can be argued that there may be an effect on social norms regarding gender roles, insofar as a married man is expected to bear the burden of his family’s financial support, which, in turn, may increase emotional stress. In addition, single employees have fewer social and economic commitments. It is possible that their public social insurance benefits, together with the rehabilitation compensation they receive for work in the employment program, allows them to live without feeling pressure and concern for others. Quality of the marriage may also affect the sense of safety and living standard (46).



4.3 Employment factors and QOL

The number of working hours is the only variable related to employment conditions that has an impact on health satisfaction in the heterogeneous context. Given limited opportunities in this region, the extended employment program was the first opportunity for most of the participants to reestablish good work habits. According to the literature, the working hours in an extended environment has an effect on the employee’s QOL (22). The findings reveal that employees with longer working hours (5 h) expressed a higher degree of satisfaction with health than their counterparts who worked fewer hours (4 h). Accordingly, employees who worked more hours per day perceived themselves as having a greater influence, given their longer hours of employment and greater productivity. Furthermore, employees who managed to work 5 h in the workplace were rewarded for their commitment progress. As a result, these employees will tend to see themselves as achievers and will have a high sense of personal security. In terms of spiritual and religious satisfaction, the findings did not indicate any impact on QOL.



4.4 Research and applied implications

This exploratory study has several important research implications. First, it presents preliminary findings on the population of Arabs with psychiatric employed in an extended employment program, and the effect of the employment environment—homogeneous vs. heterogeneous—on their QOL. Future research should examine the impact of Arabs and Jews working in the same community-based employment environment on their QOL.

Research should also include a longitudinal study that will follow reported changes over time, as opposed to this cross-sectional study. Since psychiatric disabilities has many fluctuations along the timeline, it is important to conduct several measurements. Lastly, the cultural dimension must continue to be considered when studying the Arab or Muslim social milieu, since families in traditional society have an important role in providing support to persons with psychiatric disabilities (25, 47), including their involvement in decision-making. It is also important to examine the family as a research variable. The extended employment programs is perceived by many families as a place through which they can be freed from the burden imposed on them, by the fact that the family member with a psychiatric disability is away from home for several hours. The quality of life of the employment staff should also be studied.

As to policymakers, there is a general lack of awareness in Arab society, including among people with psychiatric disabilities, regarding the importance of maintaining a healthy lifestyle. Additionally, behaviors such as excessive smoking, side effects associated with psychiatric medications, and insufficient support from family members contribute to this issue.

There is a pressing need for collaboration between policymakers and organizations involved in community rehabilitation services to develop programs and initiatives aimed at enhancing the physical health of individuals with psychiatric disabilities. Many rehabilitation programs already provide companions to accompany individuals to medical and psychiatric appointments. These companions should receive training to incorporate additional components related to physical health within the rehabilitation process. Improving physical health can have a profound impact on overall performance and quality of life.



4.5 Limitations

This study has several limitations. The research was only carried out in two extended employment programs in Arab towns in the center of the country, and its findings refer only to the people employed in these two workplace settings. Since this is an exploratory study of a relatively small population, it is difficult to generalize to the entire population of those mentally disabled individuals employed in extended employment programs in Israel.




5 Conclusion

Since the research findings show that the employment-related-items aren’t significant in predicting the employees’ QOL, the definition and suitability of extended employment environments as a mental health service must be reexamined. In both employment programs, the physical health was found to be a predictor of many of QOL components: Standard of Living, Future Security, Health, Life Achievement, Relationships. Our finding emphasizing that physical health needs to be studied and improved due to its impact on QOL for people with psychiatric disabilities in multiple areas.
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