PAGE  
2
Running head:  RISK AND RESILIENCY FACTORS



Risk factors associated with the variable responses of the Jewish 
majority and the Arab minority in Israel upon political traumatic events

גורמי סיכון לתגובות השונות של הרוב היהודי והמיעוט הערבי בישראל על רקע אירועים  פוליטיים טראומטיים






By

Mira Sabbah Khoury

I.D. Number 04026535-7
 December 24, 2018
Abstract

Worldwide ethnic populations report variable psychopathological responses to war and terror events. Ethnic minority groups have been found more vulnerable to traumas than ethnic majorities. There are differential factors that may explain the variable responses between ethnic minority and majority groups. This theoretical framework describes some fundamental factors potentially contributing to this variability. It particularly focuses on the Arab minority, who is prone to higher levels of distress (defined by TSRS and PTSD), compared to Jews, upon political traumas. This study may serve as a theoretical foundation for future research conducted to examine risk factors associated with the Arabs’ higher risk for psychopathological responses following trauma exposure. Also, mental health professionals may find this theoretical framework of great value when developing prevention programs and therapeutic interventions designed specifically for the needs of this subpopulation. Professionals from other fields may also benefit from this study since it may assist them in enhancing projects meant to promote subpopulations, such as the Arab community in Israel.
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תקציר
אוכלוסיות אתניות ברחבי העולם מדווחות על תגובות פסיכופתולוגיות שונות אחרי החשיפה לאירועי טרור ומלחמה. נמצא שקבוצות מיעוט אתניות יותר פגיעות לטראומות מקבוצות הרוב. קיימים גורמים שונים  העשויים להסביר את ההבדל הזה אשר קיים בין הקבוצות האתניות. המסגרת התיאורטית הזאת מתארת ​את הגורמים השונים האלה אשר תורמים לשונות הזו בין הקבוצות. מחקר זה בוחן בעיקר את קבוצת המיעוט הערבי בישראל, אשר מדווחת על רמת מצוקה גבוה יותר (המוגדרת על ידי TSRS ו (PTSD בהשוואה לקבוצת הרוב היהודי בעקבות החשיפה לטראומות פוליטיות. מחקר זה עשוי לשמש כבסיס תיאורטי מהותי למחקרים עתידיים אשר יתמקדו בבחינת גורמי הסיכון המסבירים את ההבדל בתגובות הקבוצות האתניות השונות, כגון ההבדל בין תגובות המיעוט הערבי לתגובות הרוב היהודי. כמו כן, אנשי מקצועות העוסקים בתחום בריאות הנפש עשויים למצוא מסגרת תיאורטית זו חשובה לפיתוח תכניות מניעה וטיפול רלוונטיות לצרכי קבוצות המיעוט האתני. כמו כן, אנשי טיפול מתחומים אחרים עשויים להפיק תועלת ממחקר זה, שכן הוא עשוי לסייע להם בשיפור פרויקטים שנועדו לקדם את קבוצות המיעוט האתני, כמו קידום הקהילה הערבית בישראל.
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Risk factors associated with the variable responses of the Jewish 
majority and the Arab minority in Israel upon political traumatic events
Chapter I: Introduction

Israel has been witnessing a series of political unrest since its establishment in 1948 (Stein, Schorr, Krantz, Dickstein, Solomon, Horesh, & Litz, 2013). It has been facing conflicts that include wars and political violence, such as the first Intifada (1987), the Gulf war (1991), the Al- Aqsa Intifada (2000), the Lebanon war (2006), and the Operation Protective Edge (2014). Upon the exposure to ongoing conflicts the Israeli population has been left with distress typified by traumatic stress-related symptoms (TSRS) or posttraumatic stress disorder (PTSD) (Palmieri, Galea, Canetti- Nisim, Johnson, & Hobfoll, 2008; Stein et al., 2013). It was found that 29.5% of those directly and indirectly exposed to political traumas had depressive feelings, 10% felt anxious, 47% felt life- threatening danger, and 9.7% felt they need professional assistance (Bleich, Gelkopf, Melamed, & Solomon, 2006). 
Variable responses to traumas have been observed, particularly amongst ethnic majorities and minorities; in which ethnic minority groups were found at a higher risk to develop distress symptomatology than ethnic majority groups (Hirini, Flett, Long, & Millar, 2005; Gelkopf, Solomon, Berger, & Bleich, 2008; Hobfoll et al., 2008). In Israel, the Arab ethnic minority was found more vulnerable to traumas than the Jewish majority (Hobfoll, Canetti- Nisim, Johnson, 2006; Gelkopf, Solomon, Berger, & Bleich, 2008). Arabs show more trauma related symptomatology, including PTSD symptoms, in the aftermath of war and terror traumas (Bleich, Gelkopf, Melamed, & Solomon, 2006; Gelkopf, Solomon, Berger, & Bleich, 2008; 
Hobfoll, Canetti-Nisim, Johnson, Palmieri, Varley, & Galea, 2008). It was found that 6.6% of Jews and 18.0% of Arabs reported probable PTSD upon continuous exposure to terror (Hobfoll et al., 2008).  
 Attempts have been made to explain the variable responses amongst worldwide ethnic minorities and majorities in the aftermath of war and terror. However, limited attempts have been made to understand the different responses particularly among the Arab minority as compared to the Jewish majority in Israel. Therefore, the purpose of this theoretical framework is to highlight major factors potentially associated with the different responses of Arabs compared to Jews upon their exposure to political traumas. Factors that are addressed in this study are: culture, cultural worldviews, religious coping strategy, defined gender roles, socioeconomic status, racial discrimination, and lack and /or loss of resources.
The theoretical contribution of this study is to highlight some important factors associated with the Israeli population’s response to war and terror. This study will contribute to scholarly literature that has been trying to conceptualize the role that some factors play in the interplay between political trauma exposure and posttraumatic symptomatology. This study can practically help mental health professionals to take into account fundamental factors while developing prevention and treatment plans suitable for their patients, particularly those patients belonging to the Arab ethnic minority. 

Chapter II: Literature Review 


This study examines the potential association of some factors with the responses of the Israeli population, particularly the Arab minority, upon the exposure to terror and war. Studies explain that individuals from an ethnic minority group who are exposed to terrorism and war show more severe psychopathological responses compared to those from a majority group (Adams & Boscarino, 2005; Lavi & Solomon, 2005; Punamaki, Komproe, Qouta, Elmasri, & Jong, 2005; Bleich, Gelkopf, Melamed, & Solomon, 2006; Hobfoll, Canetti-Nisim, & Johnson, 2006; Somer, Maguen, Or-Chen,  & Litz, 2007; Hobfoll et al., 2008).
 There are some factors that may be associated with the differential responses between the ethnic groups, such as culture, cultural worldview, religious coping strategy, defined gender roles, socioeconomic status, racial discrimination, and lack and/ or loss of resources (Bleich, Gelkopf, Melamed, & Solomon, 2006; Hobfoll et al., 2006; Kirschenbaum, 2006; Somer et al., 2007; Hobfoll et al., 2008; Norris et al., 2008).

In the following chapters I will provide a brief background about some important factors that may have an integral part in the variable responses of ethnic groups in the aftermath of political traumatic events such as war and terror. I will also address the potential association between these factors and the responses of the two primary ethnic groups in Israel, Jews and Arabs, upon their exposure to political traumas.  
Differential factors potentially associated with the variable responses of ethnic groups upon political traumatic events
Culture.

Culture affects one’s thoughts, feelings and behaviors (Sabbah, Dinsmore, & Hof, 2009). It is a factor associated with some characteristics, such as race, which is originally a biological aspect based on phenotypical differences (e.g., skin color, facial features, hair types) and also with ethnicity, which is a factor that provides feelings of belonging to one’s group (American Psychological Association, 2003; Sabbah, Dinsmore, & Hof, 2009) and affects the individual’s identity development (Yip, Gee, & Takeunchi, 2008).
Cultural worldviews.
Each culture maintains a certain cultural worldview that may differ from one group to another. The group’s cultural worldview presents its beliefs, values, behavior, and rituals (American Psychological Association, 2003; Felfe, Yan, & Six, 2008; Sue & Sue, 2003). The group’s cultural worldview can often assist in shaping the individual’s coping strategies which are usually shaped in a way that matches the group’s cultural norms and values. For example, collectivistic worldviews typify interdependent cultures that highlight the connectedness of human beings, social harmony, and obedience to the social norms (Yeh, Inman, Kim, & Okubo, 2006; Jobson & O’Kearney, 2008). Most Middle Eastern cultures (e.g., Arab cultures) maintain collectivist worldviews that prioritize the group’s interests over the individual’s (Sabbah, Dinsmore, & Hof, 2009), whereas Western cultures maintain an individualistic worldview which prioritize the individual’s interests over the group’s and privileges personal accomplishments and independence (Sabbah, Dinsmore, & Hof, 2009) and reassures individuals to assume responsibility and cope with their challenges independently without any commitment to their group affiliation (Cohen, 2007).  
Certain collectivist cultural expectations may trigger passive coping strategies. Some of these are avoidance, distraction, suppression of emotions, acceptance and fatalism (Yeh, Inman, Kim, & Okubo, 2006; Jobson & O’Kearney, 2008). For instance, victims of rape and domestic violence from collectivist cultures find themselves suppressing trauma- related thoughts because they feel obliged to fulfil cultural expectations (Jobson & O’Kearney, 2008) such as females’ obedience, acceptance of the status quo, and their protection of the family’s honor. Also, as observed in the Arab cultures, individuals are expected to make decisions that meet the needs of the group rather than those of the  individual’s, which can lead to different passive coping strategies and thus increased likelihood to develop posttraumatic symptomatology (Somer, Maguen, Or-Chen, & Litz, 2007).   

As opposed to collectivist worldviews, individualistic cultures emphasize independence, autonomy, uniqueness, self-reliance, and personal achievements (Jobson & O’Kearney, 2008). Individualism encourages individuals to assume responsibility and to cope with difficulties productively without any commitment to the group affiliation (Cohen, 2007). Individuals are expected to be aware of their own thoughts, emotions, and behaviors and solve their problems independently (Yeh, Inman, Kim, & Okubo, 2006; Jobson & O’Kearney, 2008). People from individualistic cultures are more willing to seek mental health services when coping with stressors (Yeh, Inman, Kim, & Okubo, 2006).


Religious coping strategy.
 There is no general consensus as to how religion should be defined. Some consider religion as a form of culture with a system of beliefs intended to unify the community, while others argue that religion is an independent category, without any cultural dimensions (Cohen, 2009). Despite the different existing definitions, religion may be mostly used as a coping strategy defined as “the use of religious beliefs or behaviors (e.g. prayers, seeking strength from God) to facilitate problem solving and prevent or alleviate the negative emotional consequences of stressful life circumstances” (Bradley, Schwartz, & Kaslow, 2005, p. 686). 
Religion can serve as both a positive and negative coping strategy. Religion as a positive strategy assists individuals to bear the trauma and cope with it effectively whereas a negative religious coping strategy may be strongly associated with less physical wellness, less life quality and increased depressive symptoms (Bradely, Schwartz, & Kaslow, 2005). An association has been found between religious coping and probability of PTSD. A high rate of PTSD symptoms was associated with the use of religion as a negative coping strategy whereas a lower rate of PTSD was found in those using religion as a positive coping strategy (Chen & Koenig, 2006).

Defined gender roles. 
According to the gender role theory, from early age males and females are exposed to gender specific traits reinforced by the different social contexts (Lilly, Pole, Best, Metzler, & Marmar, 2009; Lacey, McPherson, Samuel, Sears, & Head, 2013).  Gender roles may differ from one culture to another depending on the social roles, characteristics, and behaviors that the culture expects to see among males and females (American Academy of Pediatrics, 2000). For example, a patriarchal family structure can be seen in the Arab cultures which expect the male to dominate the family dynamics, to be financially responsible for his wife and children (Shechtman & Halevi, 2006), to make decisions, and solve problems. However, in such cultures a woman is perceived as a helpless figure that is expected to fulfil the role of nurturing mother and wife (Jabareen, 2015). 
 
Some of these defined gender roles and others may have an effect on males and female’s responses upon their exposure to terror and war events. They may lead females to become more engaged in maladaptive emotion- focused coping strategies, such as fear, anxiety, and avoidance, rather than developing problem- focused coping strategies, such as using problem solving techniques and striving for social support (McLean & Anderson, 2009). However, some defined gender roles may encourage males “to focus on problem- solving and gaining control over their emotions, rather than on the experience of the emotion itself” (McLean & Anderson, 2009, p. 7). 
The influence of defined gender roles on the individual’s responses to traumas may partially explain why females are more likely to meet the criteria for PTSD than males (Tolin & Foa, 2006). Arab women, for example, as compared to Arab men, may be at higher risk for increased psychopathological responses, such as PTSD, upon the exposure to traumatic events (Yonay, Yaish, Kraus, 2015) and this may be because of the different gender roles embedded in their culture and that highly picture females as an incompetent and weak individual (Jabareen, 2015). 
Socioeconomic status.

            Socioeconomic status (SES) consists of two major domains: (a)  resources available to the group, which consist of education, income, and occupation (Braveman, Cubbin, Egerter, Chideya, Marchi, Metzler, & Posner, 2005) ; and (b) the individual’s relative rank or position, such as one’s social class (American Academy of Pediatrics, 2000). 

            A lower socioeconomic status can be a risk factor that may predict higher levels of TSRS and PTSD upon the exposure to terror and war, particularly among minority groups, who are more likely to suffer from a lower socioeconomic status and thus have limited financial and psychological resources (Hobfoll et al., 2008; Ahern & Galea, 2006) and are prone to social and economic marginalization occurring within interpersonal relations (Ahern & Galea, 2006).
            Lack and/or loss of resources.

Based on the Conservation of Resources (COR) theory the psychological distress that individuals experience as a response to war and terror traumas may be associated with the threat of resources loss or the actual loss of tangible (transportation and housing) and psychosocial resources (self-efficacy and social support)  (Hobfoll, Canetti-Nisim, & Johnson, 2006; Somer, Maguen, Or-Chen,  & Litz, 2007; Hobfoll et al., 2008). Lack and/or loss of resources (or the threat of resources loss) may put some groups at a higher risk for psychopathological responses, primarily minority groups, who already have limited access to various resources (partially due to their lower socioeconomic status) as compared to other groups who have greater community resources at their disposal (Hobfoll et al., 2008). African-Americans, Hispanics, Asians, American Indians, and Native Hawaiians report higher PTSD symptoms than the White majority for their limited access to different privileges and resources offered in the community (e.g., physical and psychological health care resources) primarily because of their lower socioeconomic status (American Psychological Association, 2018).  
Racial discrimination.
 
Racial discrimination is the preference, exclusion, and/or restraint towards an individual based on his/her race or ethnic origin. It creates unequal societal positions and deprives ethnic groups, primarily minorities, of their basic human rights and prevents their involvement in some spheres (such as politics and economics) (Florez, Medina, & Urrea, 2001) and leave them with limited resources and freedom needed while dealing with different situations such as terrorism (Hobfoll et al., 2006). 
Racial discrimination may affect the group’s responses to terror and war traumas. It may cause a group’s victimization and learned helplessness and may lead to different forms of avoidance behavior (Jackson, Williams, & Torres, 2003). Ethnic minority groups are more prone to racial discrimination which puts them at a higher risk to develop psychopathological symptoms after experiencing traumatic events. The African American minority group who are exposed to a frequent discriminatory behavior by European Americans report three different categories of  PTSD: (a) re-experiencing the event (e.g., distressing dreams and flashbacks); (b) avoidance behavior (e.g., avoidance of thoughts and feelings); and (c) arousal (hypervigilance) (Butts, 2002).     

The Case of Israel
Background and Context.

As of 2018, the state of Israel had approximately 8,907 million residents, consisting of 74.4% Jews and 20.9% Arabs (Central Bureau of Statistics, 2018).  Hebrew and Arabic are the two official languages while Hebrew is the primary language spoken by Jews and the most common language used in the country (central Bureau of Statistics, 2018). Arabic is considered the second official language of Israel (Central Bureau of Statistics, 2018) and it is also the most used by Arabs of the Middle East (Haboush, 2007; Wingfield, 2006). In spite of the Arabs’ exposure to Hebrew and their frequent interaction with Jews, Israeli Arabs still use Arabic as their primary language.  
Jews are considered the ethnic majority group in Israel while Arabs are the primary minority group, there are also other minorities residing in this country (Sherer & Karnieli-Miller, 2007; Lavee, 2003) and who emigrated from over 70 countries (Lavee, 2003). Both, Jews and Arabs, have several cultural subdivisions. Jews are mainly divided into two groups: the Sephardim (Spanish) and the Ashkenazim. The Sephardim migrated from different Islamic countries, such as Yemen and Iran, while the Ashkenazim mostly migrated from the Western-world, such as America and Europe (Cohen, 2007; Younes, 2007; Lavee, 2003). Another variation within the Jewish sector is the orthodox Jews, who practice a conservative lifestyle and hold strict laws which may differ or even conflict with secular Jews. This religious population usually lives in isolation from non-orthodox Jews and from any other minority groups (Cohen, 2007; Sherer & Karnieli-Miller, 2007; Younes, 2007).  As to the Arab minority, it comprises three distinct religious subgroups (approximately 1.864 million residents): Muslims (83%), Christians (8%), and Druze (8%). The vast majority of the Arab population is Muslim, consisting of 1,562,000 million citizens (including Bedouins). Christians are about 170,000 citizens and the Druze population consists of 141,000 citizens (Central Bureau of Statistics, 2018). 
The state of Israel is a compelling example of a multicultural country subject to a continual series of traumatic events related to terrorism and political unrest. The citizens of Israel have been living with ongoing terror and intense political violence since the beginning of the Al-Aqsa Intifada in September 2000 (Bleich, Gelkopf, & Solomon, 2003; Lavi & Solomon, 2005; Bleich, Gelkopf, Melamed, & Solomon, 2006; Hobfoll et al., 2006; Somer, Maguen, Or-Chen, & Litz, 2007; Hobfoll et al., 2008). Both the Jewish majority group and the Arab minority group suffer from the consequences of this ongoing terror and show variable psychopathological responses. 
Although Arabs have not been targeted in terror and war events and fewer Arabs have been killed or injured during the terrorist attacks, they have been found more vulnerable to terrorism than Jews (Bleich, Gelkopf, Melamed, & Solomon, 2006). Arabs report more intense TSRS symptoms and more frequent PTSD symptoms than Jews upon war and terror events (Bleich, Gelkopf, Melamed, & Solomon, 2006; Somer, Maguen, Or-Chen, & Litz, 2007). 
Jews and Arabs differ in many factors, something that may explain their variable responses to war and terror events. Some of the major differences, that are the focus of this study, are cultural worldviews, religious coping strategy, defined gender roles, socioeconomic status, lack and/or loss of resources, and racial discrimination (Moore, 2007; Sherer & Karnieli-Miller, 2007). The following section explains these differential factors and their potential association with the variable responses of Arabs and Jews upon political traumas occurring in Israel. 
Differential factors potentially associated with the variable responses of the Jewish majority and the Arab minority in Israel upon political traumatic events
Cultural worldviews.

The difference in cultural worldviews of Arabs and Jews may partially explain why Jews and Arabs in Israel respond differently to terrorism. Most Israeli Jews preserve an individualistic worldview (Cohen, 2007; Younes, 2007); a western orientation that highlights individual interests and supports competition as well as self- development. In this culture, individuals are usually held accountable for their actions (Sayed, Collins, & Takahashi, 1998).  Some individualistic concepts that a family highlights in this culture are the “democratic values within the family and a socialist belief system promoting egalitarianism and little regard for authority and status” (Younes, 2007).  While individualistic beliefs and values may encourage Jews “to face challenges, confront problems, and favor proactive and direct [and positive] coping strategies” (Cohen, 2007, p. 36); the Arab collectivistic worldview would emphasize “togetherness, common striving, and a sense of communal interdependence” (Sayed, Collins, and Takahashi, 1998, p.4). It appreciates close family bonds and values the needs of the group over the individual’s (Somer, Maguen, Or-Chen, & Litz, 2007; Yeh, Inman, Kim, & Okubo, 2006). Generally, if a person acts for his or her benefit, it may be perceived negatively and associated with egoism. The Arab culture expects individuals to develop self- restraint and control or suppress their thoughts, behaviors, and emotions (Yeh, Inman, Kim, & Okubo, 2006) which may sometimes trigger passive and less beneficial coping strategies that may put individuals from such a collectivistic culture to be at a higher risk for elevated levels of distress, typified by TSRS or PTSD, particularly upon their exposure to traumas. Another aspect that may put such a group at a higher risk for TSRS and PTSD is that the Arab culture highlights the family’s honor and privacy; therefore, individuals’ are expected to seek help only from close relationships (e.g., friends and family) or from religious leaders. Seeking professional assistance is considered inappropriate since it is viewed as a violation of the family’s solitude (Yeh, Inman, Kim, & Okubo, 2006).
Religious coping strategy.
In light of Israel’s historical background and its spiritual landmarks, religion plays a central role in the lives of the Israeli nation, regardless of its religious affiliation. However, the use of religion as a coping strategy may differ amongst the Jewish and Arab ethnic groups.

There are limited research observing religious coping among the Jewish population; however, the existing studies indicate that “religious beliefs and spiritual support (forms of positive religious coping) are related to positive affect among Jews who have recently experienced a major life stressor” (Rosmarin, Pargament, Krumrei, & Flannelly, 2009, p.671). 

However, as for Arabs, religion is mostly related to a negative effect since it is used as a negative coping strategy. Arabs, particularly Muslims, may helplessly consider life stressors as God’s plan which no one can change or solve. Some Arab women, for example, believe that having a disease such as cancer might be God’s punishment they need to accept (Azaiza, 2013). The use of religion as a negative coping by the Arab group makes this group at a higher risk for probable TSRS and PTSD compared to the Jewish whose religion serve as a positive coping strategy that may assist them in coping with the stressor (Al-Krenawi, 2011). 
Defined gender roles. 

The defined gender roles embedded in the Arab culture preserves an unequal equilibrium that highlights the image of a strong and dominant masculinity compared to an explicit image of a weak and helpless femininity (Al-Krenawi & Graham, 2000). In this culture, males are mostly perceived as the dominant figure that is expected to be in control, make decisions, and solve problems whereas a female is considered as a helpless and weak figure (Jabareen, 2015). These defined roles are highlighted in various settings, such as the solid patriarchal family structure where the husbands are the “disputed head of the household and husbands subordinate to their fathers who in turn defer to the authority of the head of the clan” (Gladding, 2007, p. 325). 
In Israel, the embedded gender roles concerning Arab females may have a central role in their engagement in maladaptive emotion- focused coping strategies, for instance anxiety, fear, and avoidance, rather than using problem- focused strategies (such as the case among males) (McLean & Anderson, 2009); something that may make them more prone to PTSD symptomatology upon political traumas (McLean & Anderson, 2009).
Socioeconomic status.

Lower socioeconomic status may explain the variable responses to terror and war among Jews and Arabs in Israel. Compared to the Jewish majority, the Arab minority suffers from a higher rate of poverty (Al- Krenawi, 2001); thus,  having a limited access to material and psychosocial resources (Ahern & Galea, 2006; Hobfoll et al., 2008) and suffering  from social and economic marginalization (Ahern & Galea, 2006). This may put this ethnic minority at a higher risk to exhibit more intense TSRS and PTSD symptoms upon traumas compared to the Jewish majority group (Bleich, Gelkopf, Melamed, & Solomon, 2006; Somer, Maguen, Or-Chen, & Litz, 2007; Hobfoll et al., 2008). 
Lack and/or loss of resources.
Another factor explaining the different responses to terror and war of Arabs and Jews is lack and/or loss of resources. Most of the Arab minority suffers from lack of material and psychosocial resources which may make this group more vulnerable to traumas than the Jewish group, who has greater community resources at its disposal (Bleich, Gelkopf, Melamed, & Solomon, 2006; Somer, Maguen, Or-Chen,  & Litz, 2007; Hobfoll et al., 2008).  Due to their lack of these basic resources, they may be more prone to develop higher levels of PTSD following a political trauma (Hobfoll et al., 2008). 

Racial discrimination. 

Arabs as a minority may cope with more racial discriminatory experiences than Jews. Racial discrimination may be characterized by the limited employment positions offered to the Arab candidates and  by getting less governmental assistance and also by having limited access to different resources (e.g. material resources) (Somer, Maguen, Or-Chen, & Litz, 2007; Younes, 2007). Regardless of the type of the discriminatory event, exposure to more racial discriminatory events may put Arabs in Israel at a higher risk for psychopathological responses upon traumas (Hobfoll et al., 2008).
The differential factors that are addressed  in this study may explain the variable responses of the Jewish majority as compared to the Arab minority in Israel  (Adams & Boscarino, 2005; ; Lavi & Solomon, 2005; Punamaki, et al., 2005; Bleich et al., 2006; ; Bleich, Gelkopf, Melamed, & Solomon, 2006; Somer, Maguen, Or-Chen, & Litz, 2007 ; Hobfoll et al., 2008). The factors that are examined in this article are culture, cultural worldviews, religious coping strategy, defined gender roles, socioeconomic status, lack and/or loss of resources, and racial discrimination.  
Limitations and Conclusion


In conclusion, in light of the unstable sociopolitical reality in Israel and its multicultural nature, there is a tremendous importance in conducting research that provide a better understanding concerning factors which play a pivotal role in the mental health of the Israeli populations. The research field still lacks studies examining the responses of worldwide subpopulations in the aftermath of war and trauma, for instance the Arab minority in Israel. Therefore, a primary limitation of this study is the limited available information regarding the responses of the Arab minority upon political traumas. However, this study succeeded in providing an initial theoretical foundation for future studies observing potential risk factors that put the Arab minority at a higher risk for psychopathological responses upon their exposure to political traumas. Moreover, mental health professionals may find this theoretical framework of great value when developing needed and alternate prevention programs and when offering therapeutic plans suitable for this specific ethnic group. Some professionals from other fields may also find this study useful in enhancing projects meant to promote the Arab community.
It is hoped that this study will assist in raising the awareness of professionals from different fields, including mental health therapists, as to these important factors that are associated with the Arabs’ vulnerability to traumas and to accordingly be able to give them a helping hand precisely by understanding their collectivist worldviews, the religious coping strategy they are using and the defined gender roles and their impact on the group’s coping strategies. Also, it is hoped that professionals apprehend how the Arabs’ lower socioeconomic status and their lack of resources and their frequent experiences of racial discrimination put them at a higher risk for mental health disorders.  Better understanding of such factors and their effect on the Arabs’ well-bring may promote the development of various suitable programs required for the specific needs of this group.  
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