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ABSTRACT   
Background: Since the implementation of the legislation 
of the rehabilitation of the Mentally Disabled in 
the Community Law a decade ago, an increasing 
number of people have been receiving the psychiatric 
rehabilitation "basket of services,” yet the impact of 
these services has barely been studied. the purpose 
of the present study is to examine whether people with 
severe mental illness in israel who consume psychiatric 
rehabilitation services report better outcomes than 
people with severe mental illness who are eligible and 
have applied for psychiatric rehabilitation services but 
have not yet utilized them. 

Method: 1,191 persons with severe mental illness (595 
psychiatric rehabilitation service users and 596 non-
users) completed face-to-face interviews. Differences 
in quality of life, general satisfaction and psychiatric 
symptoms between psychiatric rehabilitation service 
users and non-users were examined using Analysis of 
Covariance controlling for the potential confounding 
effects of age and marital status. 

results:  Adjusted comparisons of quality of life, 
general satisfaction and psychiatric symptoms 
revealed that psychiatric rehabilitation service users 
had better outcomes than non-users: they reported 
better quality of life and greater satisfaction alongside 
fewer psychiatric symptoms. the most striking 
difference between the groups was found in the domain 
of employment and income, with non-psychiatric 
rehabilitation service users scoring 0.9 effect sizes 
below psychiatric rehabilitation service users.

Conclusion: the current study, based on a relatively 
large sample, provides support for the effectiveness 
of the psychiatric rehabilitation "basket of services.” 
Future studies including clinicians’ ratings of more 
objective aspects of functioning may provide a 
broader picture of the association between psychiatric 
rehabilitation service utilization and outcome. 
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InTRoduCTIon
The rapid development of psychiatric rehabilitation 
over the last two decades has affected services in several 
countries (1) including Israel (2). Psychiatric rehabilita-
tion refers to adapting and applying rehabilitation prin-
ciples and practices used with a variety of disabilities 
to help clients cope and recover from severe mental 
illness (SMI) (3). Since the implementation of the leg-
islation of the Rehabilitation of the Mentally Disabled 
in the Community Law (RMD) a decade ago (4), an 
increasing number, currently estimated at nearly 16,000 
people, have been receiving the psychiatric rehabilita-
tion “basket of services” (2). The “basket of services” 
attempts to address the key disadvantages consumers 
often face by providing them with services that focus on 
building skills and supports in domains such as work, 
recreation, education, social life and housing to improve 
their opportunity to pursue valued social roles in the 
community. For example, residential services consist 
of flexible and need tailored support to persons living 
in rented and sheltered apartment as well as hostels. 
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Vocational services include sheltered workshops and 
assistance in acquiring vocational skills and competitive 
employment. The services specified by the legislation 
had no explicit standards or criteria for selection, but 
rather were proposed on the basis of the available pro-
fessional, clinical and personal experience at the time 
the legislation was prepared (5).

Recent efforts to address the general oversight of 
the mental health service system have generated a 
growing focus on watchwords such as “system qual-
ity,” which focuses on the outcomes of interventions, 
and “accountability,” which refers to the adherence to 
an intervention (6). Both approaches emphasize the 
importance of applying practices found to be effective 
across a variety of psychiatric rehabilitation and mental 
health systems through knowledge transfer, dissemi-
nation and integration (7). As a result, mental health 
services are now expected to be outcome-oriented and 
the assessment of client outcomes is becoming a more 
common aspect of mental health service provision (8). 
Therefore, psychiatric rehabilitation and mental health 
systems have directed increasing efforts to investigate 
the effectiveness of the services they provide. Notable 
examples of efforts to move in this direction have been 
reported in different countries. In the United States, 
the Ohio Mental Health Consumer Outcomes System 
includes regular assessments of clinical status, function-
ing, quality of life and empowered decision making. In 
Maryland, the Outcomes Measurement System (OMS) 
has been developed as a tool for tracking how well 
the people served in Maryland’s public mental health 
system do over time. In Australia, both clinician and 
service user-rated measures are being introduced into 
routine practice nationally (9). Italy has developed and 
successfully implemented the South-Verona Outcome 
Project (SVOP), an ongoing assessment of a range of 
outcome domains, including psychopathology, disabil-
ity, need for care, satisfaction, burden on the caregiv-
ers, quality of life and social functioning (10). Outcome 
monitoring is not a single occurrence but rather a pro-
cess of systematic, repeated assessments that can assist 
in planning treatment and tracking progress as well as 
provide consumers, family members, policy makers and 
funders with vital tools for informed decision making. 

In Israel, consumers are assumed to have benefited 
from the newly developed psychiatric rehabilitation 
basket of services (PRS), yet the impact of these ser-
vices has barely been studied. In one follow-up study of 
80,000 people who had been discharged from psychiat-

ric hospitals in Israel between the years 1998-2003 and 
who had a prior psychiatric hospitalization that lasted 
more than a year, lower readmission rates were found 
for those who received PRS (11). While these findings 
are encouraging, the purpose of developing PRS in 
Israel was not solely to decrease hospitalization rates, 
but rather to promote “rehabilitation and community 
inclusion… (and) to achieve the highest possible level 
of independent functioning and quality of life” (11). 

The purpose of the present study is to examine 
whether people with SMI in Israel who consume psychi-
atric rehabilitation services report better outcomes on 
domains targeted in the legislation such as employment, 
residence, leisure and social life compared to consumers 
who are eligible and have applied for PRS but have not 
yet utilized them. 

MeThod
The data used in the current study were drawn from 
the baseline assessments conducted as part of the larger 
study designed to assess the effectiveness of a new case 
management service. From June 2008 to February 2010, 
1,573 rehabilitation service consumers from three dis-
tricts in Israel (Central north, Central south & Haifa) 
were interviewed using a structured interview designed 
for that study. Eligibility for rehabilitation services is 
determined by the District Rehabilitation Committee, 
requiring a minimum of 40% psychiatric disability. The 
level of disability was determined by a medical commit-
tee, based on information obtained by specialists and 
in accordance with the National Insurance regulations. 
Each participant was given a detailed explanation of the 
study purpose and signed an informed consent form. 
The interviews were conducted in person, took 20-40 
minutes each and the participants were paid NIS35 
($10) for their time. The study was approved by the 
local institutional review board. 

MeASuReS
The study interview was constructed after a compre-
hensive review of the existing instruments assessing 
outcomes in mental health. In addition, the researchers, 
in cooperation with professionals from the RCPS and 
the Ministry of Health, identified key domains and rel-
evant items for the study. The interview was designed to 
provide a multidimensional assessment of outcome and 
included the following areas: quality of life (QOL), gen-
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eral satisfaction from life, and psychiatric symptoms.
QOL was assessed in five domains: (1) Sports, 

Leisure & Studies; (2) Social & Community Life; (3) 
Family Life; (4) Housing; and (5) Employment & 
Income. Each domain evaluated both subjective and 
objective components of QOL. Example of subjective 
items: To what degree do you feel a sense of belonging to 
your community / neighborhood? Example of objective 
items: During the last month, how often have you spent 
time with friends/ acquaintances (excluding immediate 
family members)? 

Satisfaction was examined using a 7-item scale which 
assessed satisfaction from various aspects of life. 

Psychiatric Symptoms were assessed using the 
Colorado Symptom Index (CSI; 12). The CSI is a brief 
14-item self-report measure of psychiatric symptoms 
in which respondents report the frequency of various 
psychiatric symptoms they have experienced during the 
past month. The CSI is scored on a 5-point Likert-scale 
from (1) = not at all to (5) = every day. A mean of all 14 
items is calculated, with higher scores indicating more 
frequent psychiatric symptoms.

Internal consistency scores of all scales used in this 
study are presented in Table 1. All scales showed rea-
sonable to good reliability.

but had not consume services in a continuous manner 
in the year preceding the interview and thus could not 
be defined as “PRS users.” The final analytic sample 
for this study included 1,191 consumers of whom 50% 
were not PRS users and 50% were PRS users. The demo-
graphic data of both groups is presented in Table 2.

STATISTICAl AnAlySeS
Quality of life domain composite scores were standard-
ized to create a score with a range of 1-5 (higher scores 
indicate better QOL).

Differences in QOL, general satisfaction and psy-
chiatric symptoms between new and known service 
consumers were initially examined using independent 
samples t-test. Next, analysis of covariance (ANCOVA) 
was used to test the differences between groups con-
trolling for the potential confounding effects of age and 
marital status. Adjusted differences were expressed as 
effect sizes, calculated using Cohen’s formula (13).

SPSS version 17.0 software was used for all analyses.

ReSulTS
Examining the demographic characteristics of the two 
study groups revealed no differences in the distribution 
of gender and district (Table 2). PRS users were on aver-
age five years older and included a greater proportion of 
single people than non-users.

Adjusted comparisons of QOL, general satisfaction 
and psychiatric symptoms found significant differ-
ences between PRS users and non-users on all mea-

Table 1. Internal Consistency of Research Scales
Scale Cronbach’s α

Quality of Life Sports, leisure & studies 0.64

Social & community 0.66

Family 0.64

Housing 0.43

Employment & income 0.66

General satisfaction 0.65

Colorado Symptom index 0.86

SAMple
Of the 1,573 service consumers who were interviewed at 
baseline, full demographic data was available for 1,339 
(85%). Among these, 595 had been consuming PRS for 
at least a year prior to the interview, 596 were at the 
early stages of applying for the PRS basket of services 
and were defined as non-PRS users and 148 were per-
sons who had utilized rehabilitation services in the past 
but not in a continuous manner. We excluded the latter 
group from the analyses as they had consumed services 
in the past and thus could not be defined as “non-users,” 

Table 2. Demographic Characteristics of the Study Groups
Non-PrS users  
(n=596)

PrS users
(n=595)

M (SD) t, p

Age 36.4 (11.8) 41.7 (12.7) 7.39, <.001

N (%) χ2, p

Gender 

Males 355 (59.6%) 356 (59.8%) 0.01, 0.93

Females 241 (40.4%) 239 (40.2%)

Marital status

Single 363 (60.9%) 399 (67.1%) 4.89, 0.03

other 233 (39.1%) 196 (32.9%)

district

Central north 214 (35.9%) 182 (30.6%) 5.05, 0.08

Central south 225 (37.8%) 227 (38.2%)

Haifa 157 (26.3%) 186 (31.3%)
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sures (Table 3). Though most of the effect sizes suggest 
that the differences are weak-moderate (≤0.4), all the 
findings indicate that PRS users are doing better: they 
report better QOL and greater satisfaction alongside 
fewer psychiatric symptoms. A more striking differ-
ence between the groups was found in the domain of 
employment and income, with non-PRS users scoring 
0.9 effect sizes below PRS users.

When separating objective and subjective QOL, all 
the differences between the groups remained signifi-
cant. Interestingly, the main difference in the employ-
ment and income domain was driven by objective 
rather than subjective items (adjusted effect size=1.0, 
F=557.29, p<.001 vs. adjusted effect size=0.25, F=36.63, 
p<.001, respectively). 

dISCuSSIon
During the short history of psychiatric rehabilitation, 
many interventions have been developed to assist 
consumers acquire the skills and support to achieve 
personally meaningful and functional outcomes. Such 
outcomes include achieving satisfying social relation-

ships, residence and work related goals, improved 
quality of life and becoming valued members in their 
community of choice (14, 15). Several of the interven-
tions have been subject to systematic research, which 
has provided empirical support for their effectiveness 
on the basis of which they have come to be considered 
evidence based practices (16, 17). For examples, family 
psycho-education, assertive community treatment, ill-
ness management strategies, social skills training and 
supported employment are considered to be evidence 
based practices (EBPs) because there is a sufficient 
body of rigorous research supporting their effective-
ness (18). 

The psychiatric rehabilitation “basket of services” in 
Israel includes a variety of services that have barely been 
subject to systematic investigation. The current study, 
based on a relatively large sample, provides support for 
the effectiveness of the basket of services. The quality of 
life across five different domains and general satisfac-
tion from life were consistently higher among persons 
with SMI who consumed these services compared to 
those who did not. In addition, the frequency of psy-
chiatric symptoms among PRS users was significantly 
lower. The finding of positive impact of the psychiatric 
rehabilitation basket of services is consistent with a pre-
vious study (11) conducted in Israel which found that 
people with SMI who consumed the basket of services 
demonstrated lower rehospitalization rates. It is also 
consistent with a large body of international research 
that has found psychiatric rehabilitation services to be 
effective (15, 16). Of note is the particularly strong dif-
ference between groups in the employment & income 
objective domain of QOL. This strong finding is of 
particular importance considering the central role of 
work in one’s rehabilitation and recovery process as it 
provides an opportunity for income, social interactions, 
a valued social role and the opportunity to acquire skills 
and gain self-esteem. 

Importantly, there are limitations to this study. We do 
not have information about the actual rehabilitation ser-
vices which were used or the extent to which they were 
utilized. Data on variables such as history of hospital-
izations, family support and dual diagnoses, which are 
known to affect outcomes, were not available to us. The 
data was all based on self report which can be biased 
by the desire to please. Additionally, the cross-sectional 
nature of this study does not afford the opportunity to 
compare the groups over a period of time. Finally, the 
non-users included in this study were persons who were 

*Adjusted for age and marital status 

Table 3. Differences between Psychiatric Rehabilitation 
Service (PRS) Users and Non-users 

QOl domain
Study 
participants N Mean (Sd)

Adjusted* 
difference 

between groups

Effect 
Size F, p

Sports, 
leisure & 
Studies

Non-PrS users 596 2.78 (0.66) 0.2 16.21,  
<.001PrS users 595 2.88 (0.64)

Social & 
community

Non-PrS users 594 3.12 (0.84) 0.3 49.22,  
<.001PrS users 595 3.44 (0.78)

Family Non-PrS users 593 3.69 (1.0) 0.1 4.78,  
.03PrS users 595 3.80 (0.98)

residence Non-PrS users 594 3.29 (1.01) 0.2 28.98,  
<.001PrS users 595 3.57 (0.85)

Employment  
& income

Non-PrS users 593 2.54 (0.74) 0.9 479.26,  
<.001PrS users 595 3.53 (0.76)

General 
satisfaction

Non-PrS users 594 3.28 (0.91) 0.4 76.0,  
<.001PrS users 595 3.79 (0.84)

Psychiatric 
symptoms

Non-PrS users 592 2.19 (0.83) 0.2 30.92,  
<.001PrS users 593 1.88 (0.73)
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at the early stages of applying for the PRS basket of ser-
vices and thus may not represent a large population of 
people with SMI who do not contact services. 

Further research is necessary, including detailed 
repeated assessments and a more accurate characteriza-
tion of the rehabilitation services that are actually being 
provided and the extent and manner in which they are 
consumed as well as more information about those 
consuming them. In addition, including clinicians’ rat-
ings of functioning can provide a broader picture of 
the association between PRS utilization and outcome. 
Finally, parallel repeated assessment of family members 
can provide valuable information as to whether family 
members also benefit from the basket of PRS.
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