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Hope, as a basic resource in human life, may affect individuals' perceptions of subjective well-being (SWB).
Further, understanding individuals' needs is essential to improving their SWB. It is unclear how the impact
of hope on SWB may be mediated by needs. The current study aimed to examine a mediation model for
the relation between hope and SWB among individuals with serious mental illness (SMI). Face-to-face struc-
tured interviews were conducted with 172 individuals with SMI. Instruments included the Personal Well-
being Index, the Hope Scale, and the Camberwell Assessment of Needs. Hope and needs were predictive of
40% of the variability in SWB, with hope being a stronger predictor. Having no needs was positively predictive
of SWB, while total number of needs was negatively predictive of SWB. Path analyses revealed a strong direct
effect of hope on SWB and a weaker, though still strong, indirect effect mediated through needs. The results
underscore the importance of hope in improving SWB and, consequently, enhancing the recovery process of
individuals with SMI. Therefore, mental health services should focus on hope-building.

© 2012 Elsevier Ireland Ltd. All rights reserved.
1. Introduction

During the last three decades, we have witnessed an increased in-
terest in the field of quality of life (QoL) in medicine in general and in
relation to mental disorders in particular (Bobes and Gonzalez, 1997;
World Health Organization, 2005). While in previous years the pri-
mary goal of mental health (MH) treatment was to control disease
symptoms, at present the concept of outcome in psychiatry has
been widened to include strategies for improving QoL (Ponizovsky
et al., 2003; Bobes et al., 2005; Kao et al., 2011).

Researchers have asserted that QoL is a complex and intricate con-
cept (Thorup et al., 2010). In the mental health field, most researchers
have employed the definition of ‘health-related quality of life’ pro-
posed by the World Health Organization Quality of Life (WHOQOL)
Group: “an individual's perception of one's position in life in relation
to goals, expectations, standards, and concerns in context of the cul-
ture and values systems in which one lives” (World Health
Organization, 1998). Additional definitions of QoL have differentiated
between objective and subjective QoL measures. However, among
QoL theorist and researchers, greater importance is currently being
placed on subjective measures, stressing that the ultimate test of a
life worth living is how people feel about their QoL (Schalock, 1997).

The focus of the current study is subjective QoL, or subjective well-
being (SWB), which is defined as a normally positive state of mind
that involves the whole life experience (Cummins et al., 2010). The
terms QoL and SWB have often been used interchangeably (Keyes et
Ltd. All rights reserved.
al., 2002; Ring et al., 2007). However, these are empirically distinct
concepts, as SWB assesses QoL mainly through measures of happiness
and/or satisfaction with life (Diener, 2000) while QoL may also in-
clude objective measures.

SWB is a relatively stable mood-state for an individual. Normal
levels of well-being are usually maintained, even in adverse condi-
tions, through a psychological/neurological system of SWB homeosta-
sis (Cummins, 2000; Cummins et al., 2010). According to Cummins et
al. (2010), the average set-point of SWB homeostasis among Western
populations is about 75 on a 100-point scale. However, SWB is not ab-
solute. If the level of challenge to SWB becomes too great, homeosta-
sis fails and SWB drops below the set-point range (Cummins et al.,
2010). When this occurs, normal feelings of positive well-being dis-
appear and are replaced by depression (Cummins et al., 2007).

Most studies in the mental health field have utilized a broad QoL
terminology or the term ‘subjective QoL,’ rather than the more specific
term of SWB. These studies have shown that psychiatric patients, espe-
cially those with schizophrenia, have low levels of subjective QoL in
comparison to the general population (Bengtsson-Tops and Hansson,
1999; Ponizovsky et al., 2003). The results of a fairly recent meta-
analysis on QoL indicate that psychiatric symptoms have only a small
relationship with QoL in schizophrenia (Eack and Newhill, 2007). The
psychosocial (secondary) effects of mental illness (e.g., social support,
self-esteem, self-efficacy) were found to have a greater impact on QoL
(Ritsner, 2003; Eack and Newhill, 2007).

Studies have examined several psychosocial variables which may
predict QoL in MH. For example, Thorup et al. (2010) found signifi-
cant correlations between self-esteem, affective balance, and psycho-
pathology, indicating that QoL was more closely related to the “inner
world” than to material or outside issues, such as jobs and living
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situations. Other empirical studies have shown that such traits as
mastery, autonomy, locus of control, sense of coherence in life, self-
efficacy, and self-esteem are important predictors of SWB (Zissi et
al., 1998; Ritsner et al., 2000; Hansson and Björkman, 2007). An addi-
tional psychosocial variable that has an important influence on QoL is
hope.

1.1. Hope and subjective well-being

Hope is considered a basic personality trait (Snyder et al., 1991)
and resource in human life (Kylma, 2005), as well as a healing force
promoting well-being (Holdcraft and Williamson, 1991). Hope has
been found to contribute to therapeutic efficacy and is consistently
identified as an essential element for recovery from MI (Corrigan et
al., 2004; Roe et al., 2004; Schrank and Slade, 2007; Bonney and
Stickley, 2008). Although the level of hope is highly variable among
different individuals, it is considered to be a relatively enduring char-
acteristic (Landeen and Seeman, 2000).

Most definitions of hope include the idea of a positive future orienta-
tion (Landeen and Seeman, 2000). The current study is based on Snyder's
definition of hope as a cognitive set that is based on a reciprocally de-
rived sense of successful agency (goal-directed determination) and
pathways (planning of ways to meet goals) (Snyder et al., 1991). The
construct of hope reflects an individual's perceptions about his or her
ability to conceptualize goals, develop strategies to reach those goals,
and sustain the motivation to use the strategies (Snyder et al., 2003;
Resnick et al., 2005). The central element of hope is the positive expec-
tancy of reaching goals that are deemed achievable to the individual
(Snyder et al., 2006).

Studies in different disability fields have utilized the hope con-
struct as a predictor variable for life satisfaction (Chen and Crewe,
2009). The use of hope as a predictor variable is based on the concep-
tion of hope as an inner strength (Chang and DeSimone, 2001) and as
a positive psychological variable that can predict positive outcomes,
including greater life satisfaction (Kortte et al., 2010).

The present study uses hope as a predictor of SWB. Several studies
have examined the relationship between hope and QoL among indi-
viduals with SMI. A review study of the literature through 2008 iden-
tified 11 studies that examined hope as a predictor variable in mental
health settings (Schrank et al., 2008). Three of these studies examined
some aspects of well-being as the outcome variable. One study in a
communitymental health center found that higher hopewas associated
with greater SWB (Irving et al., 2004). In a study of 476 combat veterans
in a PTSD unit who were examined pre- and post-treatment, it was
found that more veterans with low levels of hope perceived their QoL
to be better than did veterans with high levels of hope. One explanation
for these unexpected resultswas the overall low level of hope expressed
by all participants in the group (Johnson, 2001). In another study with
124 clients from university counseling centers, it was found that clients
who reported higher levels of hope also reported higher SWB and lower
symptom distress (Magyar-Moe, 2004).

Since the above review, three additional studies are worth noting.
A recent study conducted in Taiwan among 113 inpatients with
schizophrenia found that depressive symptoms, parkinsonism side
effects, hopelessness, and age at illness onset were the four strongest
predictors of subjective QoL (Kao et al., 2011). Another study, con-
ducted in Hong Kong (Ho et al., 2010), examined the recovery status
of 201 outpatients with schizophrenia, using hope as one of ten re-
covery components, and found it to be a determinant of QoL. Finally,
in a study conducted in Israel among 60 individuals with schizophre-
nia, hope was found to make a positive contribution to QoL, suggest-
ing that increasing the hope of persons with schizophrenia may
directly and positively increase their QoL (Hasson-Ohayon et al.,
2009).

Despite the importance of these studies, they have focused on dif-
ferent study questions than the current study. For example, some
studies have focused on the construct of hopelessness rather than
hope, which, although important, measures a degree of pessimism,
rather than optimism (Kao et al., 2011). Methodologically, no study
has utilized the Personal Wellbeing Index, which has recently
been deemed as one of the most effective SWB instruments (Geyh
et al., 2010). Finally, to the best of our knowledge, no study has exam-
ined how the impact of hope on QoL may be mediated by individual
needs.

1.2. Needs and SWB

Needs have been defined as “the requirements of individuals to
enable them to achieve, maintain or restore an acceptable level of so-
cial independence or QoL” (Department of Health Social Services
Inspectorate., 1991). Understanding the needs of persons with SMI
is highly important, as these individuals are often faced with disad-
vantages in various social and personal areas of life (Bengtsson-Tops
and Hansson, 1999), which are not limited to the disease itself (de
Weert-van Oene et al., 2009). Needs can be seen as a state variable,
and as such, it has been acknowledged that MH care should be
based on patients' needs in order to improve their QoL (Slade,
2002). Moreover, needs assessment can form the basis of resource al-
location and service delivery (Lasalvia et al., 2000) by uncovering
unmet areas of need where there is an insufficient supply of treat-
ment interventions (Wiersma and van Busschbach, 2001).

Recent studies have examined the influence of met and unmet
needs on the QoL of individuals withMI, using a broad QoL terminology
rather than SWB. A number of these studies have established a relation-
ship between unmet needs and lower QoL (Slade et al., 1999; Lasalvia et
al., 2005). For example, in a longitudinal study among 251 individuals
with MI in Italy, improvement in QoL was achieved by a reduction in
self-rated needs (Lasalvia et al., 2005). Similar findings have been
reported in studies conducted in other parts of the world, such as
Great Britain (Slade et al., 2005) and Sweden (Bengtsson-Tops and
Hansson, 1999). Several studies have also shown thatmet needs are im-
portant predictors of QoL. In one such study among 265 mental health
service recipients in Italy, patient-rated unmet needs, and to a lesser ex-
tent patient-rated met needs, were negatively associated with subjec-
tive QoL (Slade et al., 2004).

Studies in the field of needs have stressed that the existence of a
need is likely to be influenced by individual patient characteristics
(McCrone et al., 2001), such as hope. Thus, the current study exam-
ined needs as a mediating factor between hope and SWB.

1.3. Study aims

The current study has two main aims. The first aim is to examine
SWB among individuals with SMI in Israel. According to the literature
review, it is hypothesized that the level of SWB among people with
SMI in Israel will be lower than the average in other Western popula-
tions. The second aim is to examine a mediation model for the relation
between hope (as a predictor variable) and SWB (as a dependent
variable). Specifically, we propose that hope is positively related to
SWB and that this positive relationship is mediated by needs. According
to Baron and Kenny (1986), four hypotheses can be inferred from ame-
diation model. This model (see Fig. 1) generated the following hy-
potheses: 1) hope will be positively related to SWB; 2) needs will be
positively related to SWB; 3) hope will be positively related to needs;
and 4) hope will be a positive predictor of SWB through the mediating
variable of needs.

2. Methods

2.1. Participants

A convenience sample of 172 individualswith seriousmental illness (SMI) participated
in the study. All participantswere receiving at least one service under the Rehabilitation of



Mediation model for SWB

Needs

SWBHope

Fig. 1. Mediation model for SWB.
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Psychiatrically Disabled Persons in the Community Act and were recruited from hostels
and supported living environments throughout Israel. Participants' demographic and
background data are presented in Table 1. As can be seen, most of the participants were
male, unmarried, and diagnosed with schizophrenia. The majority lived in either hostels
or supported housing environments and took part in an employment club or a sheltered
workshop.

Comparison data from all individuals receiving psychiatric rehabilitation services
in Israel in 2008 (Ministry of Health., 2008) are presented in the left column of
Table 1. Although the data on all variables were not available, it is safe to state that
the present sample is relatively representative of the study population in terms of
Table 1
Background information of participants.

Variables N % Israeli 2008 data (%)a

Gender
Female 75 44 45
Male 97 56 55

Psychiatric diagnosis
Schizophreniab 137 78 –

Affective disorders 17 10 –

Personality disorders 15 9 –

OCD 3 2 –

Marital status
Single 114 66 –

Married 12 7 –

Divorced 37 22 –

Widowed 7 4 –

Type of residence
Hostel 92 54 40
Supported housing 65 38 58 (includes all sheltered

types together)Supportive community 6 4
Relatives 8 5
Own rented apartment 1 1

Daytime activity
Employment club 54 31 28
Sheltered workshop 63 37 51
Supported employmentc 30 17 21
Study 3 11 –

No daytime activity 19 2 –

Other (e.g., volunteer, hobbies) 3 2 –

Age
b24 7 4 –

25–44 82 48 40
45–64 81 47 40
>65 2 1 –

Mean±S.D.

Age 43.4±11.0
Years of education 11.8±2.7
Years since first hospitalization 18.7±10.9
Age of first emotional difficulties 22.4±9.1
Age at first contact with MH services 24.4±9.2
Age at first hospital admission 24.9±8.7
Global assessment of functioning 65.2±12.7

–Signifies unavailable information.
a Based on Mental Health in Israel Statistical Annual, 2008.
b Includes schizoaffective.
c Includes open market.
gender, daytime activities, and age. A small difference was found in type of residence,
which may be related to a difference in the definitions employed.

2.2. Instruments

2.2.1. Subjective well-being
SWB was measured by the Personal Wellbeing Index (PWI). This scale is intended

to represent the “first-level deconstruction” of satisfaction with life, meaning that it
contains the minimum number of items which, taken together, describe life as a
whole. The questionnaire includes eight items on satisfaction with different domains,
each of which represents a broad, semi-abstract area of life, including standard of living,
health, social relationships, achievement, personal security, connection to community, fu-
ture security, and spirituality/religion. In addition, there is one item related to overall
satisfaction with life. Each item is rated on an 11-point scale, ranging from 0 (completely
dissatisfied) to 10 (completely satisfied). Internal validity of the scale ranges from Cron-
bach alpha 0.70 to 0.85 (International Wellbeing Group, 2006). Internal consistency in
the current study was very good (α=0.83).

2.2.2. Hope
Hope was measured by the Hope Scale, developed by Snyder et al. (1991) and

translated into Hebrew by Dubrov (2002). Each item on this 12-item measure (eight
hope items and four fillers) is scored on a 4-point scale, ranging from 1=definitely
false to 4=definitely true. The Hope Scale demonstrated acceptable internal consis-
tency, with a Cronbach alpha of 0.74–0.78 for the English version and 0.80 for the He-
brew version. Its internal consistency in the current study was very good (α=0.82).

2.2.3. Assessment of needs (CANSAS-P)
Needs assessment was based on the Hebrew version of the Camberwell Assess-

ment of Need Short Appraisal Schedule (CANSAS-P; (Trauer et al., 2008)). The
CANSAS-P is an adaptation of the CAN, which is the most widely used instrument for
the assessment of needs in people with SMI. The CANSAS-P assesses whether there is
a need in each of 22 life areas (such as accommodation, looking after the home, day-
time activities, intimate relationships, physical health), using the following rating:
0=no need; 1=met need, no need or moderate problem because of help provided;
2=unmet need; current or serious problem, whether or not help is offered or given;
and 3=do not want to answer this question. Four indices were constructed from the
needs questionnaire by summing the following variables: total number of life areas
with no needs; total number of met needs; total number of unmet needs; and total
needs (including both met and unmet needs).

2.2.4. Demographic information
Demographic data included gender, year of birth, marital status, current living ac-

commodations, and current day placement.

2.2.5. Disease-related information
This information included age of first emotional difficulties, age at first contact

withMHservices, age atfirst hospitalization, diagnosis, and global assessment of function-
ing (GAF (Endicott et al., 1976)). The GAF scale is a single-item measure of functioning,
ranging from 0 (extremely severe dysfunction) to 90 (extremely good function).

2.3. Procedure

Interviewers were provided with 1 month of instruction in the theoretical, practi-
cal, and research aspects of needs assessment, followed by a one-month training on the
use of the CANSAS-P. Interviewers introduced the study, its aims and procedures to
staff members and service recipients and requested their agreement to participate in
the study. Only those participants who provided their signed consent, were fluent in
Hebrew, and were not in an active psychotic state were interviewed. Seventy-six per-
cent of all individuals recruited agreed to participate.

2.4. Ethical considerations

The study was approved by the Ethics Committee of the School of Social Work and
Social Welfare at the Hebrew University of Jerusalem and the Psychiatric Rehabilitation
Unit within the Ministry of Health.

2.5. Data analyses

As suggested by the International Wellbeing Group (2006), all SWB data have been
standardized to a 0–100 scale. Differences in SWB according to the participants' back-
ground characteristics were examined by ANOVA for categorical variables. Pearson
correlations were utilized to examine the association between SWB, hope and needs.
Finally, regression models were used in order to calculate the path coefficients that
measure the direct and indirect effects of hope on SWB.
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3. Results

3.1. SWB and background variables

The mean SWB score for the sample was found to be 61.6
(S.D.=18.3). No statistically significant differences in SWB were
found according to most background variables, including age, marital
status, and GAF. However, statistically significant differences in SWB
were found according to diagnosis. Participants diagnosed with
schizophrenia reported a higher SWB (F(2, 166)=3.09, p=0.048)
than individuals with other diagnoses. In terms of living environ-
ments, individuals living in hostels had a higher SWB score
(M=64.0, S.D.=19.6) than individuals living in supported housing
environments (M=58.3, S.D.=16.0) (t(159)=2.02, p=0.041). No
differences were found in SWB for different types of daytime
activities.

3.2. Path analysis model

Findings show a strong positive correlation between hope and
SWB (r=0.57, pb0.001). Further, bivariate analyses showed that
both met and unmet needs were negatively related to SWB (met:
r=−0.16, p=0.04; unmet: r=−0.32, pb0.001), and because the
correlation between total needs (met and unmet needs together)
and SWB had a similar direction and magnitude (r=−0.36,
pb0.001), additional analyses were based on two need indices: no
needs and total needs.

A series of regression models was then estimated as follows in
order to test for mediation: 1) regressing the mediator on the inde-
pendent variable; 2) regressing the dependent variable on the inde-
pendent variable; and 3) regressing the dependent variable on both
the independent variable and on the mediator (Judd and Kenny,
1981).

In order to calculate path coefficients three regressions were ran
separately for no needs and for total needs (met and unmet needs to-
gether). In the first regression background variables were entered in
the first step and needs in the second step. In the second regression,
background variables were entered in the first step and hope in the
second. Finally, in the third regression, background variables were
entered in the first step and both needs and hope in the second
step. Background variables included diagnosis (binary variable of
schizophrenia vs. other diagnoses); living environment (binary variable
of hostel vs. supported living); and day activity (two binary variables of
sheltered vs. other day activity and open vs. other day activity). The re-
sults of the third regression for each no needs and total needs are pre-
sented in Table 2. For the sake of simplicity, the control variables are
not shown.

In terms of background variables, only living environment was
found to be significant in the first regression model. None of the
other background variables examined were found to be significant,
nor was living environment found to be significant in the subsequent
regressions. Therefore, they were dropped from further analysis.

Results of the regression analyses showed that 18.5% and 19.3% of
the variance in SWB were predicted by no needs and total needs, re-
spectively. However, no needs and total needs were predictive of
Table 2
Regression predicting SWB from needs and hope (N=153).

Independent
variables

Standardized regression
coefficient

SEB P R²

No needs 0.27 0.35 0.000
Hope 0.48 2.09 0.000

0.401***
Total needs −0.28 0.36 0.000
Hope 0.48 2.09 0.000

0.401***
SWB in opposite directions, with no needs being a positive predictor
(β=0.38) and total needs a negative predictor (β=−0.39) of SWB.
Furthermore, hope was predictive of 33.9% of the variance in SWB.
When placed together in a regression model (see Table 2), hope and
needs were predictive of 40% of the variance in SWB, with hope
being a stronger predictor of SWB. That is, hope increased the predict-
ability of the model from 19% to 40%. Power estimate was calculated
for testing the hypothesis of no change in r-squared due to hope
above needs against the alternative hypothesis of increase of 0.21,
at a significance level of 0.05, and a sample size of n=153 and
found to be at a satisfactory level (0.80).

In the next step of the analysis, we examined the mediation model
for the direct effect of hope on SWB and the effect of hope through
needs. Two path-analysismodels were constructed, one for the variable
of no needs and the second for the variable of total needs. The results
(see Fig. 2) show that the direct effect of hope on SWB was strong
with Path coefficient of 0.52. The effect of hope, as mediated through
needs, was lower with Path coefficient of 0.05 for no need and 0.06
for total need. It should be noted that the effects of no needs and total
needs on SWBwere in opposite directions, with no needs having a pos-
itive and total needs having a negative effect on SWB.

4. Discussion

This study focused on the SWB of individuals with SMI and exam-
ined hope as a predictor variable of SWB mediated by needs. The
mean SWB in the current study was found to be lower than the average
set-point of 75 forWestern populations (Cummins et al., 2010). Accord-
ing to Cummins et al.'s (2010) guidelines, 70+ points=normal; 51–69
points=either a low set-point or a strong homeostatic challenge, even
defeat; and 50 or less points=homeostatic defeat and depression. Thus,
the current sample faces a strong homeostatic challenge. Two explana-
tions can be proposed to explain this finding. First, it is possible that in-
dividuals in Israel generally tend to report lower SWB than that
reported in other Western nations. Differences between countries can
potentially show cross-culturally valid differences in the responses of
the individuals (Geyh et al., 2010). Because no Israeli norms are
P21=-.23

P31=.52

Note: P=Path coefficient

Hope SWB

Fig. 2. Mediation models for SWB, using no needs and total needs.
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available for the PWI scale, we are not able to confirm this hypothesis.
However, the possibility of cross-cultural differences in QoL question-
naires has been previously raised by other studies (Lau et al., 2005;
Geyh et al., 2010).

A second, and more plausible, hypothesis is that SMI and the life
experience that accompanies SMI may take its toll of lowering the
SWB in this population. This hypothesis is supported by studies
reporting lower QoL among individuals with SMI (Bengtsson-Tops
and Hansson, 1999; Ponizovsky et al., 2003). Furthermore, a study
utilizing the PWI in a different field of disability (spinal cord injury)
in Israel and other Western countries has shown PWI scores to be
lower than the average set-point (Geyh et al., 2010). This finding is
disturbing and strengthens the importance of developing services
aimed at improving the SWB of individuals with SMI.

Another finding in this study was of hope as a strong predictor of
SWB. Given that both SWB and hope were identified as two of the 10
recovery components by the US National Consensus Statement on
Mental Health Recovery (Substance Abuse and Mental Health
Services Administration., 2006), the results of this study provide fur-
ther support for the important role of hope in the recovery process of
individuals with SMI. The findings strengthen the conception that in
order for mental health services to foster recovery, they must work
in ways that foster hope and optimism. Thus, clinical programs that
re-introduce and sustain hope (Schrank et al., 2008), as well as
mastery-based interventions, are needed in order to improve the
SWB of individuals with MI (Ho et al., 2010). Moreover, traditional
therapeutic interventions, such as education, goal-setting, problem-
solving, and cognitive–behavioral therapy need to be augmented by
hope-instilling interventions (Lopez et al., 2000; Snyder et al., 2000).
Peer-provided services, in which consumers serve as role models for
other consumers, may also help to foster hope among those who are
still learning to manage the symptoms of MI (Mead et al., 2001).

Patient-rated total needs were found to be related to SWB. These
findings are in line with previous research (e.g., (Bengtsson-Tops
and Hansson, 1999; Slade et al., 2004; Slade et al., 2005) showing
that needs,whethermet or unmet, have a negative impact on individuals'
SWB. Our findings, together with evidence from previous studies (Slade
et al., 2005), indicate that meeting patient-rated needs should be the
starting point for mental health care.

However, the finding that total needs was negatively related to
SWB, while only no needs was positively associated with SWB, is in
line with previous findings that a decrease in the total number of
needs, and not solely a decrease in unmet needs, predicts QoL im-
provement (Bjorkman and Hansson, 2002; Fakhoury et al., 2002). In-
deed, the current findings also show that it is not enough to offer
services that meet the needs of individuals with SMI. In order to im-
prove SWB, services must be geared toward moving the individual
away from having unmet needs to having met needs and then one
step further to having no needs. Thus, as a first step toward improving
SWB, services should be based on unmet needs. However, as a further
and more important step, these services should also focus on met
needs and provide individuals with the tools required to meet their
own needs independently.

One explanation for these results is that those individuals who
have more met needs are also those who have more needs in general
and possibly a lower level of functioning (Bengtsson-Tops and
Hansson, 1999; Lasalvia et al., 2005). As a result, they have a lower
perception of their SWB. Another possibility is that individuals with
higher needs are more dependent on others and on services and are
thus less satisfied with their SWB. A third possibility relates to the
self-perception of no need vs. met need and the difficulty in distin-
guishing between the two. If an area is relatively unproblematic to
an individual, then one might infer that there are no difficulties in
that area. However, care providers are more likely to conclude that
the lack of perceived need is the result of services provided which
met that need.
This study further tested a mediation model for the relationship
between hope, needs, and SWB. The results supported our overall hy-
pothesis that hope is positively related to SWB and that this positive
relationship is mediated by needs. Furthermore, all four specific hy-
potheses in the mediation model were supported: hope was found
to be positively related to SWB; needs were found to be positively re-
lated to SWB; hope was found to be positively related to needs; and
hopewas found to be a positive predictor of SWB through themediating
variable of needs.

The mediation model suggests that hope can serve both as a direct
positive influence on SWB and as a mechanism for meeting needs,
which in turn serves to increase SWB. These findings have several im-
plications for services. First, they suggest that individuals with differ-
ing levels of hope may actually perceive needs differently. Those with
higher levels of hope may feel that they have more ability to set and
pursue goals than do individuals with lower levels of hope. Thus, al-
though hope may be seen by some as a basic characteristic or attri-
bute of the individual (Cutcliffe, 1996), services to those with SMI
must be geared toward building hope (Ho et al., 2010). Moreover, in-
dividuals should be empowered and provided with the skills and ca-
pabilities that will enable them to meet their own needs and gain
independence from such services. Only then will they be able to per-
ceive themselves as having a low number of needs in the long run.
4.1. Limitations and strengths of the current study

The current study has several limitations. First, the sample is a
non-probability and heterogeneous sample which was examined at
one-point of time in a cross-sectional analysis (though it was not dif-
ferent from the population of individuals with SMI in Israel). Second,
the power calculation in the study was conducted post-hoc. Third, al-
though common in studies conducting needs assessments (Trauer et
al., 2008; Wiersma et al., 2009), it should nevertheless be acknowl-
edged that participants were interviewed by several interviewers. Fi-
nally, the current study did not focus on specific needs domains,
which should be a topic for future studies.

Despite these limitations, the current study has important theoreti-
cal, methodological, and practical implications. Regarding the theoreti-
cal significance, for the first time we have shown the mechanism by
which needs mediate the effect of hope on SWB. In terms of method-
ology, the study was conducted using the PWI, which is the most
updated and relevant measure of the SWB construct. Practically,
the results of the study point to the need for hope-building services
and treatment to foster independence and help individuals resolve
their unmet needs. Examining the role of hope and needs assessment
in SWB is one of the ways of improving the lives of persons with MI,
and the present study represents a positive step in this direction.
Acknowledgments

The authors would like to acknowledge the interviewers that took
part in this study and all the individuals who agreed to participate in
the study.
References

Baron, R.M., Kenny, D.A., 1986. The moderator–mediator variable distinction in social
psychology research: conceptual, strategic, and statistical considerations. Journal
of Personality and Social Psychology 51, 1173–1182.

Bengtsson-Tops, A., Hansson, L., 1999. Clinical and social needs of schizophrenic outpa-
tients living in the community: the relationship between needs and subjective
quality of life. Social Psychiatry and Psychiatric Epidemiology 34, 513–518.

Bjorkman, T., Hansson, L., 2002. Predictors of improvement in quality of life of long-
term mentally ill individuals receiving case management. European Psychiatry
17, 33–40.

Bobes, J., Garcia-Portilla, P., Saiz, P.A., Bascaran, T., Bousono, M., 2005. Quality of life
measure in schizophrenia. European Psychiatry 20, 313–317.



219S. Werner / Psychiatry Research 196 (2012) 214–219
Bobes, J., Gonzalez, M.P., 1997. Quality of life in schizophrenia. In: Katching, H.,
Freeman, H., Sartorius, N. (Eds.), Quality of Life in Mental Disorders. John Wiley
& Sons, New York.

Bonney, S., Stickley, T., 2008. Recovery and mental health: a review of the British litera-
ture. Journal of Psychiatry and Mental Health Nursing 15, 140–153.

Chang, E.C., DeSimone, S.L., 2001. The influence of hope on appraisals, coping, and dys-
phoria: a test of hope theory. Journal of Social and Clinical Psychology 20, 117–129.

Chen, R.K., Crewe, N.M., 2009. Life satisfaction among people with progressive disabilities.
Journal of Rehabilitation 75, 50–58.

Corrigan, P.W., Salzer, M., Ralph, R.O., Sangster, Y., Keck, L., 2004. Examining factor
structure of the recovery assessment scale. Schizophrenia Bulletin 30, 1035–1041.

Cummins, R.A., 2000. Objective and subjective quality of life: an interactive model. So-
cial Indicators Research 52, 55–72.

Cummins, R.A., Mellor, D., Stokes, M.A., Lau, A.L.D., 2010. The measurement of subjective
wellbeing. In: Mpofu, E., Oakland, T. (Eds.), Rehabilitation and Health Assessment:
Applying ICF Guidelines. Springer Publishing Company, New York, pp. 409–426.

Cummins, R.A., Woerner, J., Tomyn, A.J., Knapp, T., Gibson, A., Lau, A.L.D., 2007. On the
fifth anniversary of the Australian Unity Wellbeing Index: what have we learned
about subjective wellbeing? In: McKay, Y. (Ed.), Proceedings, 8th Australian Con-
ference on Quality of Life. Deakin University, Melbourne.

Cutcliffe, J.R., 1996. Critically ill patients' perspective on hope. British Journal of Nursing
5, 687–690.

de Weert-van Oene, G.H., Havenaar, J.M., Schrijvers, A.J.P., 2009. Self-assessment of
need for help in patients undergoing psychiatric treatment. Psychiatry Research
167, 221–230.

Department of Health Social Services Inspectorate., 1991. Care Management and As-
sessment: Practitioners' Guide. HMSO, London.

Diener, E., 2000. Subjective well-being: the science of happiness and a proposal for a
national index. The American Psychology 55, 34–43.

Dubrov, A., 2002. The Influence of Hope, Openness to Experience and Situational Con-
trol on Resistance to Organizational Change. Bar-Ilan University, Ramat-Gan.

Eack, S.M., Newhill, C.E., 2007. Psychiatric symptoms and quality of life in schizophrenia:
a meta-analysis. Schizophrenia Bulletin 33, 1225–1237.

Endicott, J., Spitzer, R.L., Fleiss, J.L., Cohen, J., 1976. The Global Assessment Scale: a proce-
dure for measuring overall severity of psychiatric disturbance. Archives of General
Psychiatry 33, 766–771.

Fakhoury, W.K., Kaiser, W., Roeder-Wanner, U.U., Priebe, S., 2002. Subjective evalua-
tion: is there more than one criterion? Schizophrenia Bulletin 28, 319–327.

Geyh, S., Fellinghauer, B.A.G., Kirchberger, I., Post, M.W.M., 2010. Cross-cultural validity
of four quality of life scales in persons with spinal cord injury. Health and Quality of
Life Outcomes 8, 94.

Hansson, L., Björkman, T., 2007. Are factors associated with subjective quality of life in
people with severe mental illness consistent over time?—a 6-year follow-up study.
Quality of Life Research 16, 9–16.

Hasson-Ohayon, I., Kravetz, S., Meir, T., Rozencwaig, S., 2009. Insight into severe mental
illness, hope, and quality of life on persons with schizophrenia and schizoaffective
disorders. Psychiatry Research 167, 231–238.

Ho, W.W.N., Chiu, M.Y.L., Lo, W.T.L., Yiu, M.G.C., 2010. Recovery components as deter-
minants of the health-related quality of life among patients with schizophrenia:
structural equation modeling analysis. The Australian and New Zealand Journal
of Psychiatry 44, 71–84.

Holdcraft, C., Williamson, C., 1991. Assessment of hope in psychiatric and chemically
dependent patients. Applied Nursing Research 4, 129–134.

International Wellbeing Group, 2006. Personal Wellbeing Index From http://www.
deakin.edu.au/research/acqol/instruments/wellbeing_index.htm 2006.

Irving, L.M., Snyder, C.R., Cheavens, J., Gravel, L., Hanke, J., Hilberg, P., Nelson, N., 2004.
The relationship between hope and outcomes at the pretreatment, beginning, and
later phases of psychotherapy. Journal of Psychotherapy Integration 14, 419–443.

Johnson, K.L., 2001. The Relationship of Hope and Quality of Life in Combat Veterans
Seeking Treatment for Posttraumatic Stress Disorder. University of Kansas. Disser-
tation Abstracts International 62(06), 2958B. (UMI No. 3018503).

Judd, C.M., Kenny, D.A., 1981. Estimating the Effects of Social Interventions. Cambridge
University Press, New York.

Kao, Y.C., Liu, Y.P., Chou, M.K., Cheng, T.H., 2011. Subjective quality of life in patients
with chronic schizophrenia: relationships between psychosocial and clinical char-
acteristics. Comprehensive Psychiatry 52, 171–180.

Keyes, C.L., Shmotkin, D., Ryff, C.D., 2002. Optimizing well-being: the empirical encoun-
ter of two traditions. Journal of Personality and Social Psychology 82, 1007–1022.

Kortte, K.B., Gilbert, M., Gorman, P., Wegener, S.T., 2010. Positive psychological variables
in the prediction of life satisfaction after spinal cord injury. Rehabilitation Psychology
55, 40–47.

Kylma, J., 2005. Dynamics of hope in adults living with HIV/AIDS: a substantive theory.
Journal of Advanced Nursing 52, 620–630.

Landeen, J., Seeman, V., 2000. Exploring hope in individuals with schizophrenia. The In-
ternational Journal of Psychosocial Rehabilitation 5, 45–52.

Lasalvia, A., Bonetto, C., Malchiodi, F., Salvi, G., Parabiaghi, A., Tansella, M., Ruggeri, M.,
2005. Listening to patients' needs to improve their subjective quality of life. Psy-
chological Medicine 35, 1655–1665.

Lasalvia, A., Ruggeri, M., Mazzi, M.A., Dall'Agnola, R.B., 2000. The perception of needs
for care in staff and patients in community-based mental health services: the
South Verona Outcome Project. Acta Psychiatrica Scandinavica 102, 366–375.

Lau, A.L.D., Cummins, R.A., McPherson, W., 2005. An investigation into the cross-
cultural equivalence of the Personal Wellbeing Index. Social Indicators Research
72, 403–430.
Lopez, S.J., Floyd, R.K., Ulven, J.C., Snyder, C.R., 2000. Hope therapy: helping clients build
a house of hope. In: Snyder, C.R. (Ed.), Handbook of Hope: Theory, Measures, and
Applications. Academic Press, San Diego, pp. 123–150.

Magyar-Moe, J.L., 2004. Predictors of Therapy Outcome: An Attempt to Explain More of
the Variance. University of Kansas. Dissertation Abstracts International B 64, 4624.

McCrone, P., Leese, M., Thornicroft, G., Schene, A., Knudsen, H.C., Vazquez-Barquero,
J.L., Tansella, M., Becker, T., 2001. A comparison of needs of patients with schizo-
phrenia in five European countries: the EPSILON study. Acta Psychiatrica Scandina-
vica 103, 370–379.

Mead, S., Hilton, D., Curthis, L., 2001. Peer support: a theoretical perspective. Psychiat-
ric Rehabilitation Journal 14, 134–141.

Ministry of Health., 2008. Mental Health in Israel Statistical Annual. Ministry of Health,
Jerusalem.

Ponizovsky, A.M., Grinshpoon, A., Levav, I., Ritsner, M.S., 2003. Life satisfaction and sui-
cidal attempts among persons with schizophrenia. Comprehensive Psychiatry 44,
442–447.

Resnick, S.G., Fontana, A., Lehman, A.F., Rosenheck, R.A., 2005. An empirical conceptuali-
zation of the recovery orientation. Schizophrenia Research 75, 119–128.

Ring, L., Hofer, S., McGee, H., Hickey, A., O'Boyle, C.A., 2007. Individual quality of life:
can it be accounted for by psychological or subjective well-being? Social Indicators
Research 82, 443–461.

Ritsner, M., 2003. Predicting changes in domain-specific quality of life of schizophrenia
patients. The Journal of Nervous and Mental Disease 191, 287–294.

Ritsner, M., Modai, I., Endicot, J., Rivkin, O., Nechamkin, Y., Barak, P., Goldin, V.,
Ponizovsky, A., 2000. Differences in quality of life domains and psychopathologic
and psychosocial factors in psychiatric patients. The Journal of Clinical Psychiatry
61, 880–889.

Roe, D., Chopra, M., Rudnick, A., 2004. Persons with psychosis as active agents interacting
with their disorder. Psychiatric Rehabilitation Journal 28, 122–128.

Schalock, R.L., 1997. The conceptualization and measurement of quality of life: current
status and future considerations. Journal of Developmental Disabilities 5, 1–21.

Schrank, B., Slade, T., 2007. Recovery in psychiatry. Psychiatric Bulletin 31, 321–325.
Schrank, B., Stanghellini, G., Slade, M., 2008. Hope in psychiatry: a review of the litera-

ture. Acta Psychiatrica Scandinavica 118, 421–433.
Slade, M., 2002. Routine outcome assessment in mental health services. Psychological

Medicine 32, 1339–1343.
Slade, M., Leese, M., Cahill, S., Thornicroft, G., Kuipers, E., 2005. Patient-rated mental

health needs and quality of life improvement. The British Journal of Psychiatry
187, 256–261.

Slade, M., Leese, M., Ruggeri, M., Kuipers, E., Tansella, M., Thornicroft, G., 2004. Does
meeting needs improve quality of life? Psychotherapy and Psychosomatics 73,
183–189.

Slade, M., Leese, M., Taylor, R., Thornicroft, G., 1999. The association between needs and
quality of life in an epidemiologically representative sample of people with psy-
chosis. Acta Psychiatrica Scandinavica 100, 149–157.

Snyder, C.R., Harris, C., Anderson, J.R., Holleran, S.A., Irving, L.M., Sigmon, S.T.,
Yoshinobu, L., Gibb, J., Langelle, C., Harney, P., 1991. The will and ways: develop-
ment and validation of an individual-differences measure of hope. Journal of Per-
sonality and Social Psychology 60, 570–585.

Snyder, C.R., Ilardi, S.S., Cheavens, J., Michael, S.T., Yamhure, L., Sympson, S., 2000. The role
of hope in cognitive–behavior therapies. Cognitive Therapy and Research 24, 747–762.

Snyder, C.R., Lehman, K.A., Kluck, B., Monsson, Y., 2006. Hope for rehabilitation and vice
versa. Rehabilitation Psychology 51, 89–112.

Snyder, C.R., Lopez, S.J., Shorey, H.S., Rand, K.L., Feldman, D.B., 2003. Hope theory, mea-
surements, and applications to school psychology. Psychology Quarterly 18, 122–139.

Substance Abuse and Mental Health Services Administration., 2006. National Census
Statement on Mental Health Recovery. National Mental Health Information Center,
US Government, Rockville.

Thorup, A., Petersen, L., Jeppesen, P., Nordentoft, M., 2010. The quality of life among first-
episode psychotic patients in the opus trial. Schizophrenia Research 116, 27–34.

Trauer, T., Tobias, G., Slade, M., 2008. Development and evaluation of a patient-rated
version of the Camberwell assessment of need short appraisal schedule (CAN-
SAS-P). Community Mental Health Journal 44, 113–124.

Wiersma, D., van Busschbach, J., 2001. Are needs and satisfaction of care associated
with quality of life? European Archives of Psychiatry and Clinical Neurosciences
251, 239–246.

Wiersma, D., van den Brink, R., Wolters, K., McCabe, R., Bullenkamp, J., Hansson, L.,
Lauber, C., Martinez-Leal, R., Rössler, W., Salize, H., Björkman, T., Torres-Gonzales,
F., Wright, D.J., Priebe, S., 2009. Individual unmet needs for care: are they sensitive
as outcome criterion for the effectiveness of mental health services interventions?
Social Psychiatry and Psychiatric Epidemiology 44, 317–324.

World Health Organization, 1998. Development of the World Health Organization
WHOQOL-BREF: quality of life assessment. The WHOQOL group. Psychological
Medicine 28, 551–558.

World Health Organization, 2005. Mental Health Declaration for Europe. Facing the Chal-
lenges, Building Solutions. Paper presented at theWHO EuropeanMinisterial Confer-
ence on Mental Health. Facing the challenges, building solutions, Helsinki, Finland.

Zissi, A., Barry, M.M., Cochrane, R.A., 1998. A mediational model of quality of life for in-
dividuals with severe mental health problems. Psychological Medicine 28,
1221–1230.

http://www.deakin.edu.au/research/acqol/instruments/wellbeing_index.htm
http://www.deakin.edu.au/research/acqol/instruments/wellbeing_index.htm

	Subjective well-being, hope, and needs of individuals with serious mental illness
	1. Introduction
	1.1. Hope and subjective well-being
	1.2. Needs and SWB
	1.3. Study aims

	2. Methods
	2.1. Participants
	2.2. Instruments
	2.2.1. Subjective well-being
	2.2.2. Hope
	2.2.3. Assessment of needs (CANSAS-P)
	2.2.4. Demographic information
	2.2.5. Disease-related information

	2.3. Procedure
	2.4. Ethical considerations
	2.5. Data analyses

	3. Results
	3.1. SWB and background variables
	3.2. Path analysis model

	4. Discussion
	4.1. Limitations and strengths of the current study

	Acknowledgments
	References


