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Abstract 

The intent of this research was to investigate the existing and potential 

roles of school health nurses in Positive Mental Health Promotion initiatives 

within school environments. This study drew on the perspectives and practices of 

registered nurses and administrators who have experience working in supportive 

and leadership roles in the promotion of positive mental health within school 

teams in the Anglophone sector in New Brunswick. A participatory action 

research design applying an Appreciative Inquiry lens and associated interview 

methods was undertaken to investigate existing strengths, potential innovations, 

and creative structures for embedding positive mental health practices within 

school routines and relationships. This research contributes to understanding the 

role of the nursing professions in supporting the dual pathway approach to well-

being, focusing on positive mental health. 

 

 

 

 

 

 

 

 



iii 
 

Dedication 

To my husband, Tom, and my children James, Thomas, Sam and Matt. I 

love you all soooo much! 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



iv 
 

Acknowledgment  

This dissertation would not have been possible without the support of 

many people to whom I will always be grateful.  

Thank you Bill for your incredible wisdom, patience and guidance. I could 

not have asked for a better Supervisor! Thank you for the modeling what it means 

to be strength-based and for helping me to transform my thinking. Thank you for 

being able to help me see the “big picture” when I felt lost and overwhelmed by 

the research and writing process. I will also remember the calm way in which you 

would smile and make a comment or two that would leave me thinking and 

reflecting for days. You have taught me so much! 

Thank you Patti for being so organized, wise and thoughtful. Your ability 

to find the always find the positive and to help me believe in myself are 

appreciated more than you know.  

Thank you Robert for your amazing ability to provide feedback that made 

me laugh but at the same time challenged me to think deeply about your 

comments. Your sense of humour is awesome, as is your attention to detail.  

Thank you to Dr. Mason and Dr. O’Brien for your thoughtful feedback 

and review of this very long dissertation. You raised the quality of the work! 

A heartfelt thank you to all of the participants, without whom this research 

would not have been possible. Thank you for taking the time from your busy 

schedules and for sharing your wisdom and ideas. I still think about our time 

together and the discussions that were so thoughtful. I hope that you will find this 

work useful.  



v 
 

TABLE OF CONTENTS 

ABSTRACT ........................................................................................................................ ii 

DEDICATION ................................................................................................................... iii 

ACKNOWLEDGMENT.................................................................................................... iv 

LIST OF TABLES .............................................................................................................. x 

LIST OF FIGURES .......................................................................................................... xii 

CHAPTER ONE:  Nurses’ Roles in Positive Mental Health Promotion in Schools: An 

Appreciative Inquiry ........................................................................................................... 1 

Review of the Literature ..................................................................................................... 4 

Introduction ..................................................................................................................... 4 

Mental Health Concerns and Responses ......................................................................... 4 

Defining mental health. ............................................................................................... 4 

Importance of youth mental health. .......................................................................... 10 

National profile and trends in youth mental health. .................................................. 11 

Provincial trends in youth mental health: New Brunswick. ...................................... 14 

Service delivery practices in youth mental health in New Brunswick. ..................... 16 

National mental health strategies. ............................................................................. 17 

Another Facet of Mental Health: Positive Mental Health ............................................. 23 

Deficits-oriented and strengths-oriented approaches. ............................................... 23 

Positive psychology in mental health contexts. ........................................................ 28 

Defining positive mental health and positive mental health promotion.................... 32 

Continua models. ...................................................................................................... 34 

Key concepts in positive mental health. .................................................................... 41 

Assumptions about positive mental health.  . ............................................................ 52 

Correlates of positive mental health. ......................................................................... 55 

Schools as a Setting for Promoting Positive Mental Health Approaches ..................... 57 

Positive mental health, learning and adaptations. ..................................................... 57 

Comprehensive Schools Approach. .......................................................................... 60 

Role and Emerging Roles of Nurses in School Health ................................................. 71 

Roles of nurses in the school health settings. ............................................................ 71 

Emerging roles in nursing: Person Centred Nursing and Practice Development. .... 83 

Positive Mental Health:  Evaluation and Research Methods ........................................ 94 

Importance of evaluation and research for positive mental health initiatives. .......... 94 



vi 
 

Characteristics of evaluation approaches. ................................................................. 94 

Evaluation and research in school-based mental health promotion. ......................... 97 

Suggested methods in school evaluation and research. ............................................ 97 

Appreciative inquiry designs. ................................................................................. 102 

Chapter summary ........................................................................................................ 107 

CHAPTER TWO: Research Design and Methodology .................................................. 108 

Introduction ................................................................................................................. 108 

Research Overview ..................................................................................................... 108 

Theoretical Framework for Positive Mental Health ................................................... 109 

Research Design ......................................................................................................... 116 

Designs appropriate to exploring complex environments. .......................................... 116 

Appreciative Inquiry. .............................................................................................. 116 

Appreciative inquiry designs:  Theory, principles and assumptions. ...................... 118 

The Appreciative Inquiry research process. ............................................................ 122 

Key points to the success of Appreciative Inquiry. ................................................ 142 

Purpose and scope of the study. .............................................................................. 147 

Locating myself within the context of this research. .............................................. 149 

Areas of inquiry. ..................................................................................................... 150 

Research Questions ................................................................................................. 152 

Sampling strategy and participants. ........................................................................ 152 

Research phases and data collection activities. ....................................................... 153 

Procedures for managing information collected. .................................................... 159 

Method of analyzing the information collected. ..................................................... 163 

Ethics and consent process. ..................................................................................... 170 

Maintaining Quality in the Research. ..................................................................... 172 

Trustworthiness. ...................................................................................................... 173 

Authenticity............................................................................................................. 178 

Chapter Summary ....................................................................................................... 179 

CHAPTER THREE: Results........................................................................................... 181 

The Discovery Phase....................................................................................................... 181 

Perspectives About Positive Mental Health ................................................................ 182 

One-dimensional approaches to well-being remain prevalent. ............................... 183 

Dual pathway emerging but mental health literacy could be further developed. .... 185 



vii 
 

Positive mental health emphasizes ecological approaches, strength-based models 

and connectedness of people. .................................................................................. 188 

Deci & Ryan’s (1985, 2011) Model of Psychological Wellness Needs. ................ 190 

The Circle of Courage. ............................................................................................ 191 

Applicability of Proschaska and DiClemente’s Transtheoretical Model of Change 

(1983). ..................................................................................................................... 192 

Positive mental health is relevant across the lifespan. ............................................ 195 

Summary of Perspectives on Positive Mental Health ................................................. 197 

Roles of Nurses in Positive Mental Health Initiatives ................................................ 198 

Consultants on creating environmental conditions relating to positive mental health.

 ................................................................................................................................ 199 

Decision-makers and Collaborators in Setting Plans for Creating Positive Mental 

Health School Environments. ................................................................................. 201 

Catalyst role in empowering others. ....................................................................... 203 

Connectors of positive mental health stakeholders. ................................................ 205 

Motivated and positive role models. ....................................................................... 208 

Summary of Roles of Nurses in School-Based Positive Mental Health Initiatives .... 210 

Summary of the Discovery Phase of the Research ..................................................... 210 

The Dream Phase ............................................................................................................ 211 

Engage all school environments in positive mental health:  We need a plan to do 

this. 212 

Promote with personnel at all levels of educational operations. ............................. 212 

Connect with existing educational priorities. .......................................................... 212 

Extending Positive Mental Health Culture ................................................................. 213 

Extend Positive Mental Health Culture Change to all Schools and Districts. ........ 213 

Extend and Connect Positive Mental Health to Early Childhood Programs and 

Services for Parents and Families ........................................................................... 217 

Summary of Extend Positive Mental Health Culture .................................................. 219 

Transform Nursing Education and Roles .................................................................... 219 

Embed Positive Mental Health in Nursing Education, Clinical Practice and 

Community Roles. .................................................................................................. 219 

Positive Mental Health Framework and Tools for Documenting Progress ................ 224 

Summary of Transform Nursing Education and Roles ............................................... 231 

Summary of Dream Phase of the Research ................................................................. 232 

The Design Phase ............................................................................................................ 232 



viii 
 

Positive mental health exists. A Dual Pathway Approach exists. ........................... 233 

Promote Positive Mental Health Literacy and This Must First be Embraced Amongst 

Nurses ..................................................................................................................... 234 

Create Essential Policy and Practice Linkages for Positive Mental Health and 

Nursing Roles.......................................................................................................... 239 

Become Champions and Facilitators of Positive Mental Health. ........................... 249 

Assess, Monitor and Refine Positive Mental Health Practices. .............................. 252 

Summary of the Design Phase of the Research .......................................................... 253 

CHAPTER FOUR DISCUSSION .................................................................................. 254 

Overview of Discussion Chapter ................................................................................ 254 

Review of Research Questions ................................................................................... 254 

Discussion About the Discovery Phase .......................................................................... 256 

Relationships that Fulfill Universal Well-Being Needs .......................................... 258 

Ecological approaches can facilitate relationship building. .................................... 263 

Positive mental health is relevant across the lifespan. ............................................ 266 

Positive Mental Health Surveillance Indicator Framework. ................................... 270 

A paradigm shift towards strength-based approaches. ............................................ 274 

Making the paradigm shift. ..................................................................................... 282 

The strength-based Dual Pathway Approach. ......................................................... 283 

Mental health literacy from strength-based perspectives. ....................................... 288 

Summary ................................................................................................................. 297 

Current Roles and Strengths of Nurses in Positive Mental Health Promotion ........... 299 

Characteristics of Strength-Based Approaches in this Research. ........................... 300 

Discussion About the Dream Phase ................................................................................ 306 

Extending positive mental health culture change ....................................................... 308 

Examples of Strength-Based Frameworks, Concepts and Programs ...................... 311 

Relationships between nurses and communities. .................................................... 316 

Summary. ................................................................................................................ 317 

Strength-Based Nursing in Education ......................................................................... 319 

The metaparadigm of nursing. Chinn and Kramer (2015) note that nursing is: ..... 321 

Values, resources, and knowledge development in nursing. .................................. 323 

The contemporary landscape of nursing education ................................................. 324 

Reorienting nursing education. ............................................................................... 329 



ix 
 

Principles of Strength-Based Practices. .................................................................. 332 

Positive Mental Health Relational Framework and Tools by Which to Document 

Progress ................................................................................................................... 333 

Summary ..................................................................................................................... 336 

Discussion About the Design and Destiny Phase ........................................................... 338 

The Positive Mental Health Nursing Model ............................................................... 339 

Inner Core: Foundational Concepts and Conditions Necessary for PMH to Thrive.

 ................................................................................................................................ 341 

Outer Ring: Processes that Enable Positive Mental Health Practices. .................... 347 

Positive Mental Health Literacy and Strength-Based Practices .............................. 347 

Summary ..................................................................................................................... 361 

Limitations and Areas for Continued Research .............................................................. 363 

Contributions of and Future Directions for my Program of Research ............................ 364 

CONCLUSION:  Personal Reflections on my Research Journey .................................. 368 

REFERENCES ............................................................................................................... 370 

APPENDIX A ................................................................................................................. 406 

Key Informant Interview – Key Informant Letter and Consent Form ............................ 406 

APPENDIX B ................................................................................................................. 412 

Examples From practice, resources and approaches that promote positive mental health 

cultures (08/24/2017) ...................................................................................................... 412 

APPENDIX C ................................................................................................................. 418 

Investigating the Roles of Nurses in School-Based Positive Mental Health Initiatives in 

New Brunswick: Summary of Interviews ....................................................................... 418 

APPENDIX D ................................................................................................................. 420 

Review of Interview Summary and Review of Dream Phase ......................................... 420 

APPENDIX E ................................................................................................................. 424 

Sample from Positive Mental Health Toolkit ................................................................. 424 

APPENDIX F ................................................................................................................. 427 

CURRICULUM VITAE 

  

 



x 
 

List of Tables 

 

Table 1. Discovery Phase Themes: Perspectives About Positive Mental 

Health…………………………………………………………………………...183 

 

Table 2. Discovery Phase Themes and Subthemes……  ………………………198 

 

Table 3. Dream Phase Themes and Subthemes……………………………...…212 

 

Table 4. Framework that Facilitates Integration of Positive Mental Health 

Practices………………………………………………………………………...224 

 

Table 5. Design Phase Themes and Subthemes…………………………….......233 

 

Table 6. Major Discussion Points 1-2 (Positive Mental Health, 

Roles)……………………..…………………………………………………….258 

 

Table 7. Review of Discovery Phase Themes 1-3…………...………………....258 

 

Table 8. Review of Discovery Phase Themes 4-6……………………...………274 

 

Table 9. Deficit and Strength-Based Language…...……………………………283 

 

Table 10. Implications 1-2……………………………………………………...299 

 

Table 11. Summary of Discovery Phase Themes…………..………..…............300 

 

Table 12. Major Discussion Point Three (Strength-Based Approaches 

Applied)…..........………………………………………………………......…...300 
 

Table 13. Discussion Implication Three…………………....…………………..305 
 

Table 14. Review of Themes from the Dream Phase………....………………..307 
 

Table 15. Major Discussion Points 4-5……………………....…………………308 
 

Table 16. Summary of Themes 1 and 2………………………….......…………308 

 

Table 17. Discussion Implications Four and Five………………………...……319 

 

Table 18. Summary of Themes 3 and 4…………………………...……………319 
 

Table 19. Discussion Implications Five – Seven……………………….………337 

 

Table 20. Review of Themes from the Design and Destiny Phases……....……338 



xi 
 

 

Table 21. Major Discussion Points 6………………………....…...........………339 

 

Table 22 . Discussion Implications Eight-Ten……………………………...…..362 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



xii 
 

List of Figures 

 

Figure 1.  Pyramid that Illustrates Prioritizing of and Approaches to 

Intervention............................................................................................................82 

Figure 2. The Person-Centred Care Framework………................………………87 

Figure 3.  Steps in the Action Research Cycle…………………................…….101 

Figure 4.  Two Continuum Model of Mental Health………………….......……112 

Figure 5.  The 4-D Cycle of Appreciative Inquiry………………………..….....123 

Figure 6. The Dual Pathway Approach to Well-Being……………….....……...284  

Figure 7.  The Positive Mental Health Nursing Model………………….....…...341 

 

 

 

 

 

 



1 
 

Chapter One:  Nurses’ Roles in Positive Mental Health 
Promotion in Schools: An Appreciative Inquiry 

 

 The intersection between health and education plays an important role in 

the field of education as well as that of nursing as is illustrated by this 

investigation of the existing and potential roles of school health nurses in Positive 

Mental Health Promotion initiatives within school environments. This doctoral 

study drew on the perspectives and practices of registered nurses and 

administrators who have experience and knowledge gained from working in 

supportive and leadership roles in the promotion of positive mental health within 

school teams in Anglophone sectors in New Brunswick.  

The dissertation begins with a chapter in which the literature is reviewed. 

The review includes a detailed exploration of the conceptualization of positive 

mental health, including its importance, national and local trends, historical 

influences and emerging theory. The rationale for promoting positive mental 

health within the context of schools is explored, as is the role of nurses in the 

process. Consistent with a dual pathway model to well-being or positive mental 

health, the review addresses theories, research designs and methods that align 

with the values of a strength-based and positive mental health paradigm. Due to 

the length of the dissertation, block quotations are single spaced throughout the 

work. 

The following three research questions emerged from the review of the 

literature: 

1. What are the current roles and strengths of public health nurses in 

promotion of positive mental health in New Brunswick schools?  
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2. When operating from strength-based perspectives, how do nurses 

view their potential roles in this process and what potential 

innovation could be further embedded in positive mental health 

practices within school routines and relationships?  

3. What actions could be undertaken to create, implement and sustain 

potential innovation in nursing roles or practices?  

 The dissertation’s second chapter discusses the research design, 

methodology, and theoretical underpinnings. The Appreciative Inquiry design 

enabled problem-based action research to be reframed within a positive 

psychology paradigm. The research was organized into four phases, the process of 

which was iterative and each phase includes a comparison of findings with the 

literature. The four phases of the research, along with their general aims, were:  

 Discovering existing strengths related to nurses’ role for promoting 

positive mental health within the school settings,  

 Dreaming or exploring potential innovations that could further embed 

positive mental health practices within school routines and relationships.  

 Designing strategies or actions that could be undertake to create and 

implement potential innovation in nursing roles or practices.  

 Destiny or actions that could be taken to sustain strategies created during 

the design phase was integrated with the Design phase. 

Delineation of the research design is followed by a detailed discussion of 

the research methods and the process of data collection, which spanned an eleven-

month period. The Discovery phase of the research involved initial, in-depth 
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interviews with eight individual registered nurses and administrators. This was 

followed by two rounds of focus group interviews which constituted the Dream 

and the Design Phases respectively.  The first focus group entailed imagining 

potential innovations in nursing practices and professional roles (at the five-month 

point), and the second examined potential designs for applying such insights in 

positive mental health initiatives within the school setting (at the eight-month 

point). The final phase of the research, the Destiny Phase, included integration of 

Design Phase Analysis, spanned an additional eight months.  Content analysis 

was used to analyze the data and the process used is outlined. Authenticity and 

related issues are also reviewed in this chapter. 

The third chapter includes the results of each phase of the research. A total 

of eleven themes emerged from the first phase of the research. Six of the themes 

related to participants’ perspectives about positive mental health and the other 

five related to the role of nurses in positive mental health initiatives. Four themes 

emerged from the second phase of the research. Two themes related to extending 

positive mental health culture change and two related to changes in nursing 

education. The third phase of the research also resulted in four themes, all of 

which related to the Dual Pathway Approach to Well-Being. Most sections of the 

chapter begin with quotes from the participants.  

The fourth and final chapter of the dissertation contains discussion of the 

themes that emerged from the analysis of the data. These themes are distilled into 

eleven implications and ultimately into The Positive Mental Health Nursing 

Model. Most sections of the chapter begin with quotations from the literature that 
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relate to the content. The chapter concludes with a note of research limitations and 

implications for further research. 

This research contributes to practice developments for the nursing profession 

for supporting a dual pathway approach to wellbeing, focusing on positive mental 

health. 

Review of the Literature 
 

Introduction 

 This review of the literature includes a detailed exploration of the 

conceptualization of positive mental health, including its importance, national and 

local trends, historical influences and emerging theory. The rationale for 

promoting positive mental health within the context of schools is explored, as is 

the role of nurses in the process. Consistent with a dual pathway model to well-

being or positive mental health, the review addresses theories, research designs 

and methods that align with the values of a strength-based and positive mental 

health paradigm.   

Mental Health Concerns and Responses 

Defining mental health. Mental health is most commonly defined as “a 

state of well-being in which an individual realizes his or her own abilities, can 

cope with the normal stresses of life, can work productively and is able to make a 

contribution to his or her community” (WHO, 2016). The Public Health Agency 

of Canada defines mental health in a similar way: “mental health is the capacity 

for each of us to feel, think and act in ways that enhance our ability to enjoy life 

and deal with the challenges we face. It is a positive sense of emotional and 
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spiritual well-being that respects the importance of culture, equity, social justice, 

interconnections and personal dignity” (par 2).  Health is defined in the WHO 

Constitution as “a state of complete physical, mental and social well-being and 

not merely the absence of disease or infirmity" (WHO, 2016).  

These well accepted definitions are important because they reflect an 

emerging focus on positive dimensions of health, and the inextricable connection 

between physical and mental health (Gilmour, 2015). The WHO (2016) adage 

that “there is no health without mental health” has become accepted without 

caveat. This marks a shift from the traditional, medical model definition of health 

as the absence of disease and the associated assumptions about mind-body 

dualism. These have been reflected in the Western discourse about mental health 

for hundreds of years (Mehta, 2011). Efforts to move away from dualism have 

occurred in a number of disciplines and sectors (particularly health and education) 

but the process has been uneven, slow and has led to contradictions about the way 

in which mental health is conceptualized and supported (Llambias-Wolff, 2015a; 

2015b).  

In order to understand current conceptualizations of mental health, it is 

important to understand this background and history. This is because a major 

concept in this study, positive mental health, continues to emerge. Although there 

has been some agreement in the recent literature about its elements, current 

policies and directions of research and education remain rooted within dualism 

and the medical model. This is true despite the fact that there has been global 

acceptance of the importance of moving away from the traditional medical model 
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approach to health care in favour of the primary health care approach (CNA, 

2005).  

Primary health care refers to a principled-based, comprehensive approach 

that encompasses all services that affect health (CNA, 2005; Health Canada, 

2012).  The five principles that underlie primary health care are:  

i) active participation from the public ii) services that are accessible to all 

members of the public iii) appropriate use of technology and innovation 

iv) intersectoral (groups not directly part of the health sector but whose 

work affects health outcomes, for example: educators, farmers) v) 

management of health promotion and chronic disease prevention (CNA, 

2005, par 1). 

 

Within primary health care, it is recognized that health is influenced by 

factors like housing, employment, education, and other determinants of health 

(Health Canada, 2012).  Health care within this model moves beyond treating 

only illness, to also creating environments and conditions that improve the health 

of all people and puts ``the people who receive health services at the centre of 

care`` (CNA, 2005). Primary health care classifies acute medical and curative care 

as primary care. Primary health care also focuses on preventing illness and 

promoting health (CNA, 2005).  

In 1978, the WHO endorsed primary health care as the ideal approach to 

the delivery of health care and encouraged global uptake (CNA, 2005).  Canada 

has embraced it and has been acknowledged as a leader in health care reform 

(CNA, 2005; Health Canada, 2012). These issues have helped to inspire health 

care reform towards adopting primary health care (CNA, 2005).  

Despite the endorsement of the WHO and global trends towards health 

reform, change has been undermined by global trends in policy and funding 
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towards treating illness at the expense of the promotion of health (CNA, 2005; 

MacDonald, 2010). At the same time, the costs of treating acute illness and 

providing care in hospitals have spiralled upwards (WHO, 2016).  The issue is 

further compounded by the fact that an increasing number of people are living 

longer lives with chronic health conditions (WHO, 2016). Mental health 

challenges continue to escalate globally in all populations, particularly youth 

between the ages of four and eighteen years (Bor, Dean, Najman, & Hayatbakhsh, 

2014).  There is urgent need for health care reform and an understanding of why 

the uptake of primary health care has been slow (White, Marsh, Kral, & Morris, 

2016).  

“Primary health care is both a philosophy of health care and a model for 

providing services that support health” (CNA, 2005). The evolution from 

traditional medical model approaches to primary health care models requires a 

paradigm shift from a reductionist approach in which the body and mind are akin 

to machines that can be counted, measured, and repaired to an approach that is 

multidimensional (Mehta, 2011).  In the latter, mind and body are conceptualized 

as being nested within the context of larger systems and health is influenced by 

interactions between system and environment (Mehta, 2011). Singh (2010) notes 

“A paradigm shift in mainstream medicine from control and palliation to 

prevention and cure must prevail. The ultimate goal is longevity with well-being” 

(par. 37).  

However, during this evolution, the medical model conceptualization of 

health as the absence of disease has become unintentionally embedded in many 
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primary health care approaches to health (Llambias-Wolff, 2015b; Mehta, 2011). 

For example, the majority of primary health approaches to mental health are 

designed to reduce the risk of or prevent mental illness and disorder, thus 

perpetuating a dualistic definition of mental health as the absence of mental 

illness (Mehta, 2011; Llambias-Wolff, 2015a). Dualism is criticized for its narrow 

gaze which when applied to suicide prevention, for example, has a lens of 

pathology that is so narrow that it obfuscates the complexity of factors that 

contribute to suicide (White et al., 2016).  These factors cannot be understood in 

“singular, static, or acontextual terms” (White et al., 2016, p. 1), and many are 

related to the social determinants of health (SDOH). The SDOH include the 

economic and social conditions that influence the health of individuals, 

communities, and jurisdictions as a whole and are key concepts to health 

promotion theory and primary health care (Raphael, 2013).  

Another example of perpetuation of medical model approaches to public 

health is the “recent emphasis upon removing stigma of mental illness with 

virtually nothing being said about means by which mental health – as defined by 

the WHO -- can be promoted” (Raphael, 2013, slide 9). The WHO definition 

conceptualizes health with more fluidity, as a process rather than a state (Gilmour, 

2015).  It also emphasizes the importance of empowerment and engagement 

(Gilmour, 2015). The WHO (1984) acknowledged the importance of a more well-

rounded conceptualization of mental health with its historic first report on mental 

health promotion. The definition of mental health that is most used today (and 

was provided at the beginning of this paper) stems from this Report.  
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These examples in which mental health promotion is conceptualized 

within a dualistic approach, and narrowly defined without attention to context, 

demonstrate that primary health care is not always practiced as it was theorized 

and significant gaps between theory and practice continue to exist (Raphael, 

2013).  Gotlieb, Gotlieb and Shamian (2012) note that despite increased emphasis 

on primary health care, the evolution of the Canadian health care system 

continues to perpetuate medical model approaches through continued focus on 

illness and reactive models.   

Funding of research remains illness-oriented and this is reflected in the 

current state of knowledge about youth mental health (Raphael, 2013). Almost all 

research and statistics about youth mental health measure and address concepts 

that are more consistent with definitions in the realm of mental illness and 

disorders and not the definitions of mental health. Thus, traditional research about 

youth mental health is essentially research about youth mental illness and mental 

disorders. Illustrating the above argument, the definition of mental health 

introduced at the beginning of this paper, is different from the definition of mental 

illness. Mental illness is defined as being “characterized by alterations in thinking, 

mood or behaviour associated with significant distress and impaired functioning” 

(PHAC, 2015c, par 1).  

Gotlieb et al. (2012) also note that current approaches are not sustainable 

because of their high cost. This is supported by the fact that: 

“Despite an investment of approximately 190 billion dollars per 

year in health care, Canada is falling behind other industrialized 

nations in obtaining value for its investment. Canada ranks fifth or 

last in performance on safety, quality, equity, and efficiency 
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measures among six comparator nations who are making an 

equivalent investment in health care” (CIHI, 2015, par 1). 
 

The literature reviewed as part of this research illustrates the 

contradictions as the following terms are often used interchangeably in the 

literature: mental illness, mental health, mental disorders, positive mental health, 

mental wellness, mental well-being, and mental health promotion. It is confusing 

when these terms are used interchangeably but without the same meaning. 

Waddell, Shepherd, Schwartz, and Barican (2014) suggest a remedy to the 

confusion about terms could be the creation of a broadly accepted lexicon. Many 

agencies already include glossaries of terms, for example WHO (2016) and the 

Mental Health Agency of Canada (MHCC; 2012, 2009). Despite these guides, 

contradictions remain. Another measure to reduce confusion could be contextual 

comparisons to strength-based and deficit-based approaches. These approaches 

will be discussed in more detail later in this paper. 

Importance of youth mental health. There is global consensus in the 

literature that mental health in youth has a long-term impact on health at the 

individual and broader levels including population health. Mental health issues 

become chronic health conditions that continue through the lifespan and have 

health, social and economic repercussions. Globally, approximately 20% of 

children and youth have a mental health disorder or problem (WHO, 2014). This 

statistic is similar in Canada, where between 15-25% of youth under the age of 19 

years, experience at least one mental health illness (Butler & Pang, 2014). This 

constitutes more than 1.2 million people (MHCC, 2013b). The number of people 
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living with mental illness is expected to increase by 31% over the next 30 years 

(Smetanin, et al., 2011, p. 8). 

Seventy percent of mental illnesses have their onset in adolescence or 

early adulthood (PHAC, 2015b; Murphey, Statford, Gooze, & Bringewatt, 2014) 

and the World Health Organization (2014) reports that of the years of life lost due 

to disability, 23% are related to mental illness. “Mental health problems constitute 

the largest single source of world economic burden, with an estimated global cost 

of US$2.5 trillion” (Mental Health Foundation, 2015, p. 5). In Canada, mental 

illness is the number one cause of disability for youth (Kutcher & McLuckie, 

2010) and also for adults, accounting for nearly 30% of disability claims and 70% 

of the total costs (MHCC, 2013b). 

National profile and trends in youth mental health. In Canada, 

conservative estimates of the direct economic impact of mental illness are 42.3 

billion dollars, with additional indirect costs of 6.3 billion dollars (Smetanin et al., 

2011). The same study cautioned that the number of people living with mental 

illness is expected to increase with a significant percentage being children and 

adolescents between the ages of 9 and 19. This is consistent with recent Canadian 

statistics in which children between the ages of 10 to 14 years demonstrated the 

highest increase in use of mental health services (PHAC, 2015b). Globally, 

mental health illnesses among children and youth are predicted to increase by 

50% by the year 2020 (European Commission, 2004). Economic costs related to 

pediatric mental health disorders in Canada exceed the combined costs of the four 

most other common pediatric health issues (Schwean & Rodgers, 2012). 
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The Adverse Childhood Events (CDC, 2014) study included experiences 

and behaviours dating to early childhood and played a seminal role in in bringing 

to light the long term health impacts of childhood. Early experiences and 

relationships influence mental health throughout the life course and the fields of 

epigenetics and neurobiology continue to support that childhood has a long-term 

influence on mental health (Perry & Jackson, 2014). Adolescence is a critical 

stage of life and behaviour patterns that are established during this time typically 

continue into adulthood, affecting mental health and more (Inchley et al., 2016). 

Despite early onset of illness, 70% of children and adolescents 

experiencing clinically significant symptoms of mental illness do not receive 

appropriate interventions early enough (Mental Health Foundation, 2015, p. 4). It 

is not uncommon for children to wait two years or longer once they have been 

referred for specialized help (MHCC, 2012). One in five Canadian children under 

the age of 12 years do not receive the treatment they need (Butler & Pang, 2014). 

Two thirds of Canadian children are not able to access professional mental health 

services (Waddell et al., 2014). There would be outrage if statistics were similar 

in term of access to services for physical health problems, particularly cancer or 

diabetes (Waddell et al., 2014, p.2). 

Untreated mental health issues are clearly linked to youth suicide, and 

Canadian youth have suicide rates higher than many other countries, including the 

United States (Kirby, 2013).  “Without early diagnosis and treatment, children 

with mental disorders can have problems at home, in school, and in forming 

friendships. This can also interfere with their healthy development, and these 
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problems can continue into adulthood” (CDC, 2018, section 5). Youth with 

untreated mental illness are more likely to experience failure in school and finding 

or maintaining employment (Kutcher & McLuckie, 2010; Perou et al., 2013). 

Mental health in children and youth has been studied for more than 30 

years through the Health Behaviour in School-aged Children (HBSC) Study 

(Inchley et al., 2016). This WHO collaborative cross-national study focuses on 

four types of indicators: social context, health outcomes (including mental health), 

health behaviours, and risk behaviours (Inchley et al., 2016). The HBSC Report is 

used to guide national strategies and policies designed to protect and promote the 

health of youth. It recognizes the importance of using “whole-of-government and 

whole-of-society approaches that reach far into the fabric of communities and 

societies to change entrenched attitudes and behaviours” (Inchley et al., 2016, p. 

xiii). HBSC findings show the changes in young people’s health as they move 

from childhood through adolescence and into adulthood. The most recent Report 

(Inchley et al., 2016) included findings from the 2013/14 study on the 

demographic and social influences on health of almost 220,000 youth from 42 

countries in Europe and North America. 

 The most recent Canadian portion of the HBSC Study (Freeman, King, & 

Pickett, 2016) included almost 30,000 children aged 11-15 and spanned every 

province and territory. Questions dedicated specifically to mental health focused 

on four areas: emotional concerns, psychosomatic symptoms, positive emotions 

and behaviours, and life satisfaction (Morrison & Peterson, 2016a). The study 

concluded with three particular areas of concern in terms of mental health: 
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The percentage of students experiencing emotional concerns consistently 

increased between Grade 6 and 10; the percentage of girls experiencing 

emotional and psychosomatic concerns across multiple variables was 

consistently higher than that of boys at the same grade levels; and levels of 

personal confidence declined across grade levels with only 24% of boys 

and 12% of girls in Grade 10 strongly agreeing that they had confidence in 

themselves (p. 127). 

 

The authors noted that these findings were consistent with other research  

regarding gender differences and internalizing characteristics, and noted trends 

that these experiences increase between middle and late childhood. This same 

study reported findings that were also noted to be encouraging (Morrison & 

Peterson, 2016a). For example: 

Nearly half of students across grade levels strongly agreed that they were 

full of energy. The highest proportions for this variable were found in 

Grade 6, with 53% of boys and 47% of girls respectively reporting strong 

agreement for this positive emotion; the percentage of students rating life 

satisfaction as 8 or higher was greatest in Grade 6. Proportions of boys and 

girls indicating this level of life satisfaction were 63% and 62% 

respectively; higher student percentages reporting high social support were 

associated with higher life satisfaction ratings. Sources of high social 

support included peers, families, school climate, and communities. Family 

support showed the strongest relationship with life satisfaction (p.127). 

 

Provincial trends in youth mental health: New Brunswick. While the 

HBSC Surveys facilitate analysis of global and national trends, the New 

Brunswick Wellness Survey (NBWS) provides information at the Provincial 

Level (NBHC, 2015).  The survey evaluates the mental health of school children, 

with particular focus on their perceptions, attitudes and behaviours related to well-

being. The survey is completed annually, alternating yearly between children in 

elementary school and those in middle and high school. Parent/guardian 

perceptions are included every year. The NBWS is unlike the HBSC and most 

other surveys that explore mental health because of its strength-based approach 
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and acknowledgement of the importance of a “cultural shift toward wellness” (p. 

1). In addition to the traditional indicators of mental health, protective factors are 

also surveyed. 

The most recent NBWS data (2013/14) involved students in elementary 

school (Grades Four and Five) (NBHC, 2015). Findings indicate gender 

differences, with boys more likely than girls to demonstrate low mental fitness. 

Mental fitness is defined as “the state of psychosocial well-being that means 

having a positive sense of how one feels, thinks and acts and which improves our 

ability to enjoy life” (GNB, 2011, p. 21). Mental fitness also reflects the ability to 

respond to the challenges of life and is positively correlated with mental health 

(Morrison & Peterson, 2015b). Sixteen percent of the youth surveyed were 

considered to have low mental fitness, making them at risk for future mental 

health issues (NBHC, 2015). Nevertheless, this statistic was an improvement from 

the previous survey in which 21% of youth were considered to have low mental 

fitness levels. The latter is consistent with national statistics. There was also an 

increase in prosocial behaviours, in other words helping others in an altruistic 

manner (NBHC, 2015). Prosocial behaviours are linked to citizenship and social 

engagement. Girls were more likely to report prosocial behaviour than boys. 

There was a decline in the number of children who were consistent with their 

families in identifying their behaviour as oppositional.  

There are gender differences that change with age and life stage (for 

example girls’ subjective well-being declines in adolescence). It is noteworthy 

that gender continues to be classified as male or female. This could change as 
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discourse surrounding the social construction of gender, particularly in 

adolescence evolves. Findings from students in Anglophone School Districts were 

comparable to students from Francophone Districts, though the latter were at 

slightly better levels of health in all areas. 

Overall, conclusions about the mental health of children in New  

Brunswick are consistent with national and international findings. However, the 

improvements in mental fitness and prosocial behaviours noted in the NBWS 

surveys beg further examination of strategies being currently used in New 

Brunswick to address youth mental health. 

Service delivery practices in youth mental health in New Brunswick. 

New Brunswick, like most other provinces and Canada as a whole, recognizes the 

importance of youth mental health and has developed a strategy:  The Action Plan 

for Mental Health in New Brunswick 2011-2018 (GNB, 2011). The Plan includes 

seven goals: Transforming service delivery through collaboration; Realizing 

potential through an individualized approach; Responding to diversity;  

Collaborating and belonging: family, workplace and community; Enhancing 

Knowledge; Reducing stigma by enhancing awareness; Improving the mental 

health of the population (GNB, 2011, pp. 6-7). The seventh goal includes the 

promotion of mental fitness and resiliency, which is consistent with strength-

based approaches.  It also acknowledges that although both of these concepts are 

important in mental health, neither is well understood nor widely integrated into 

government programming (GNB, 2011, p. 17).  
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The Plan is designed to change the mental-healthcare system with a 

particular focus on changing the culture and changing the environment.  Clear 

links are made between mental health and well-being. The NBWS was born from 

this strategy. The Plan also refers to its strength-based approach of supporting 

mental health through the Integrated Service Delivery (ISD) Approach, which is 

discussed later in this paper (GNB, 2016a).  

National mental health strategies. The WHO (2016) notes the growing 

recognition of the importance of population mental health on societies and 

national economies (p. 37) and recommends national mental health strategies. 

Such recommendations are not new and Canada, like many other countries, has 

been responsive. In 2006, the Standing Senate Committee on Social Affairs, 

Science and Technology published the report Out of the Shadows at Last:  

Transforming Mental Health, Mental Illness and Addiction Services in Canada 

(Kirby & Keon, 2006). The Report highlighted the need for “a truly seamless 

continuum of care that allows people living with mental disorders to find their 

individual paths to recovery” (p. 1). This was followed in 2007 with the creation 

of the federally funded, arms-length organization entitled the Mental Health 

Commission of Canada (MHCC). 

 Overview. Cognizant of the enormity of the task of developing a National 

Mental Health Strategy, the MHCC began the process in two phases. The first 

was the creation of the document entitled Toward Recovery and Well-Being:  A 

Framework for a Mental Health Strategy for Canada (2009). The Framework 

delineated a vision: “All people in Canada have the opportunity to achieve the 
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best possible mental health and well-being” (MHCC, 2009, p. 13). Seven broad 

goals were also developed following a participatory and cross sector consultation 

with thousands of Canadians, all of whom lived, studied and/or worked with 

people who had “mental health problems or illnesses” (MHCC, 2009, p. 3).  

The document also acknowledges the importance of having a mental 

health system that is both person-centred and comprehensive in its approach to 

recovery and well-being (MHCC, 2009, p. 15). Being person-centred means 

increasing focus on what is important to people rather than what is convenient for 

institutions and service providers. This is reminiscent of New Brunswick’s ISD 

approach discussed earlier. The report provides a glossary of terms and efforts 

towards mental health promotion continue to focus on prevention of suicide and 

worsening of symptoms of people with mental illness. The report quotes a 

participant: “I do agree we need to put more emphasis in Canada on mental health 

promotion and prevention. But this goal should not be pursued at the expense of 

improving services for people who are ill, nor should it ever be an either/or matter 

(between services and prevention). Both need to be addressed hand in hand” 

(MHCC, 2009, p. 18).  

As work on the second phase of the National Mental Health Strategy 

continued, the MHCC noted that substantive changes were required in approaches 

to youth mental health. The Child and Youth Advisory Committee (CYAC) was 

thus created. The CYAC’s mandate included proposing a national child and youth 

mental health framework.  
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A key document produced by the CYAC was entitled Evergreen:  A child 

and youth mental health framework for Canada (Kutcher & McLuckie, 2010).  

The authors admonished the longstanding low priority of the mental health of 

young people in the Canadian health care system and called for urgent 

transformation. The values in which Evergreen was grounded were explicated 

through national collaboration at many levels, and consisted of: human rights; 

dignity, respect and diversity; best available evidence; choice, opportunity and 

responsibility; collaboration, continuity, and community; access to information, 

programs and services (Kutcher & McLuckie, 2010, p. 8).  

These values guided the strategic directions of promotion; prevention; 

ongoing care; research and evaluation.  These directions were designed to 

“enhance and improve mental health and mental health care across Canada” 

(Kutcher & McLuckie, 2010, p.7).  The authors noted that these directions were 

intended to provide a framework within which initiatives could be developed and 

emphasized the importance of ensuring initiatives were consistent with the 

Evergreen value system.  

Promotion, prevention and intervention. Evergreen notes the “promotion 

of mental health and addressing social determinants of health are increasingly 

considered to be essential components in improving the well-being and mental 

health of individuals and populations alike” (Kutcher & McLuckie, 2010, p. 19). 

Promotion consists primarily of increasing mental health literacy about mental 

illness, as well as decreasing stigma about mental illness. Stigma is deeply 

embedded at many levels and “social, professional and self-stigma were all 
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identified as important targets for mental health promotion” (p. 19). The potential 

for schools as sites for activities designed to decrease stigma and increase mental 

health literacy was acknowledged. In addition, the importance of “programming 

embedded within the school curriculum” (p. 19) was also noted. This section of 

Evergreen concludes with twenty identified strategic directions for promotion, all 

of which are designed to address mental health literacy and stigma.  

 “Prevention of mental disorders, where possible, and enhancing optimal 

development through strategies designed to mitigate risk factors and building 

resiliency in young people, families and communities, was viewed as being 

consistent with a proactive approach to mental health” (Kutcher & McLuckie, 

2010, p. 20). Consistent with other literature, Evergreen highlights the dollar cost-

saving of prevention compared to acute care, noting one to eight ratios. To be 

effective, prevention initiatives must be informed by evidence, implemented with 

fidelity by appropriately trained people. Schools are an appropriate setting. 

Evergreen notes the balance that is required between prevention strategies that are 

based on increasing mental health literacy and mitigating risks at the population 

health level, combined with acceptance of the fact that some mental illnesses 

cannot be prevented and must be treated appropriately in a more compassionate 

and sensitive system. The metaphor of a Gordian knot is included, in which a 

complicated problem is solved with a novel/bold solution. Such solutions are 

imperative if there is to be transformation of the approach towards youth mental 

health. 
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 Evergreen noted silos in care and the imperative need for more effective 

communication between the sectors of education, health and community services. 

Access to services is often diminished due to a combination of factors, including:  

long wait times; lack of knowledge about services that are available; and attitudes 

by service providers that disenfranchise youth. Overlap in services and 

approaches that centre on systems rather than youth are common and have been 

noted in the literature (Kutcher & McLuckie, 2010).  Examples include the fact 

that youth often have to leave school to attend appointments and there are few 

options in terms of school-based care. The importance of a seamless model of 

care in which promotion, prevention and provision of care were integrated was 

emphasized. So too was the need for environments that are “supportive”, 

“welcoming” and “as user-friendly and non-threatening as a fitness centre or a 

library” (Kutcher & McLuckie, 2010, p. 29).  

Research and evaluation. Evergreen explicated the importance of youth 

mental health care that is informed by evidence and proven to be effective in 

terms of results and cost. The importance of embedding evaluation in all 

interventions and programming was emphasized. So, too was the importance of 

sustainable research and program evaluation at government funded national 

levels. The following comment by one health care professional was included: “If 

you don’t measure it, you can’t manage it” (Kutcher & McLuckie, 2010, p. 33). 

To summarize, Evergreen is a key document in terms of understanding 

current trends in youth mental health care in Canada. Designed to inform the 

public, clinicians, researchers, policy makers, and others in sectors that include 
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health, education, justice and more, it subsumes the following themes: mitigate 

risks, minimize stigma, increase mental health literacy (about mental illness and 

disorders), increase access to and quality of services. Evergreen also emphasizes 

the importance of programming and interventions being consistently evidence-

informed and continuously evaluated.  

Another landmark document, Changing Directions, Changing Lives: The 

Mental Health Strategy for Canada, created a “blueprint” for system change 

(MHCC, 2012) and outlines the second phase of a national mental health strategy. 

It aims to create a mental health system that “can truly meet the needs of people 

of all ages living with mental health problems and illnesses, and their families” (p. 

1). The strategy proposed 26 priorities and 109 recommendations for action. 

Grouped under six directions, they were designed to transform the mental health 

system. The directions were:  

1. Promote mental health across the lifespan in homes, schools, and 

workplaces, and prevent mental illness and suicide wherever possible. 

2. Foster recovery and well-being for people of all ages living with 

mental health problems and illnesses, and uphold their rights. 

3. Provide access to the right combination of services, treatments and 

supports, when and where people need them. 

4. Reduce disparities in risk factors and access to mental health services, 

and strengthen the response to the needs of diverse communities and 

Northerners. 

5. Work with First Nations, Inuit, and Métis to address their mental 

health needs, acknowledging their distinct circumstances, rights and 

cultures. 

6. Mobilize leadership, improve knowledge, and foster collaboration at 

all levels (MHCC, 2012, p. 8).  

 

These strategies will no doubt contribute to transformation of the mental 

health system “for people of all ages living with mental health problems and 

illnesses and their families” (MHCC, 2012, p. 1). However, it is important to be 
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aware that health promotion from this perspective perpetuates the medical model 

definition of health as the absence of disease (Gotlieb et al., 2012). This is 

exemplified by the focus on deficits through prevention of mental illness, stigma 

about mental illness and increasing mental health literacy, as well as increasing 

access to services for mental illness (CIHI, 2009). The Canadian Pediatric Society 

(2016) notes that the creation of mental health strategies has “not improved access 

to services and programs significantly” (p. 5) and recommends ongoing work to 

improve youth mental health. 

Another Facet of Mental Health: Positive Mental Health 

Deficits-oriented and strengths-oriented approaches. Gotlieb et al. 

(2012) argue that there has not been significant focus on the fact that primary 

health care, and in particular public health as it is currently practiced, remains 

essentially illness and deficit-oriented. This approach limits public health 

prevention providers from moving beyond the illness paradigm (Llambias-Wolff, 

2015a, b; Resilience Initiatives, 2013a).  

The common wisdom is that most problems can be "fixed" by 

throwing more money at them or cutting waste from the system. 

After many years of trying to fix problems, results have been 

limited and, in many cases, disheartening. The deficit approach has 

tended to yield short-term, expensive solutions that have proven to 

be non-sustainable over the long-term (Gotlieb et al., 2012, p. 40). 

 

Consistent with this line of thought is the current focus on problems, risk 

factors and a reliance on experts who can fix deficits, an often disempowering 

process (Resiliency Initiatives, 2013a,b). Hospital administrators are often 

educated in business management practices that do not necessarily translate some 
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of the subtleties of health care. One example of this is the trend to reduce staffing 

costs by substituting registered nurses for licensed practical nurses, despite 

evidence that this leads to increases in hospital acquired infections, death and 

more (Gotlieb et al., 2012).  

Another example is the implementation of “needs assessments” by 

“experts in public health.” These are commonly practiced in public health as a 

means to identify needs in a population and this practice perpetuates problem-

oriented thinking. Once needs/gaps/ weaknesses/problems have been identified, 

public health professionals strive to solve the problems through the 

implementation of programs. Programs are most often developed by experts who 

are external to the program, usually academics or researchers. In the process, 

individuals, populations or communities are often labelled by their 

diagnosis/risk/problem and the prescribed programs are designed to help those 

affected or at risk, develop skills and/or change behaviours so that they can cope 

with their problems (Resiliency Initiatives, 2013 a,b). This is exemplified in many 

programs in the field of youth mental health. 

Many programs in the field of youth mental health focus on what youth 

are doing wrong and/or focus on their deficits for example: reduction of anxiety, 

bullying, or stigma. Notions of failure, helplessness, dependence on outside 

resources and professionals for solutions as well as low expectations are all 

perpetuated by deficit-oriented and risk reduction approaches (Centre for Child 

Well-Being, 2011; Hammond & Zimmerman, 2012). These approaches assume 

that developing some coping skills or accessing prescribed resources will solve 
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problems (Hammond & Zimmerman, 2012). Some initiatives even increase 

negative behaviours, for example zero tolerance and confrontational campaigns 

like “Scared Straight” (Centre for Child Well-Being, 2011). Evaluations of many 

such programs often fail to demonstrate long-term, if any, change (Centre for 

Child Well-Being, 2011).  

Evaluation remains an important part of primary health care and public 

health. Ironically, increased emphasis on evidence-informed practices, often leads 

to reliance on methodologies that perpetuate mind-body dualism. This is because 

they require conditions for research that are so rigid that their findings are not 

applicable to the reality of life within complex environments (Patton, 2014).  It 

has also led to a disconnection between traditional ways of knowing and 

knowledge that can be “proven” and “measured” with the result that behaviours 

and experiences that are part of the “ups and downs” of everyday life, have 

become labeled as disordered:  “Even mainstream medical authorities have begun 

to question the creeping medicalization of normal life” (Lancet, 2012, p. 598). 

Kinderman (2014) continues this line of thinking noting that using the language of 

medical disease to describe experiences that are part of typical life obfuscates 

rather than helps. Kinderman (2014) also notes the importance of ethics and 

humanitarianism when decisions are made regarding “what counts” as evidence.  

Gottlieb et al. (2012) write that “The current healthcare system is slowly 

evolving into a new system built on a vision of health promotion, primary care 

and community-based home care, with hospitals still being a core pillar of the 

healthcare system but not its primary service. This transformation requires a new 
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approach to practice . . . known as “strength-based.” (p. 39). Noting that primary 

health care remains predominantly practiced from a deficit-approach, they 

emphasize the idea that the strengths-based approach is not a model for practice; 

but rather it is an approach to practice. This approach is based upon a philosophy 

and is motivated by values and attitudes. These same authors note that within the 

strength-based philosophy, effective approaches and interventions target attitudes 

rather than the traditional targets of skills, knowledge and behaviours (Gottlieb, et 

al., 2012). Strength-based values include trust, respect, intentionality, and 

optimism (Hirst, Lane & Navenec, 2011). 

Unlike deficit, problem-based approaches, which motivate change based 

on peoples’ innate fears or feelings of threat, strength-based approaches motivate 

change by helping people to feel empowered to create their own solutions 

(Gottlieb et al., 2012). Power shifts to more equitable levels so that instead of 

“experts” developing solutions for clients, the work is collaborative and explores 

what is important to the client/population as well as what has helped them to 

adapt and “get along” (Hirst, et al., 2011).  In this way, the client/population 

becomes the centre of attention, rather than the system-centered traditional 

approach (Hirst et al., 2011).  It is acknowledged that as people interact with each 

other and with their environment, there is potential for reciprocal capacity 

building and change. These relationships are welcomed and accepted (Hirst et al., 

2011; Pattoni, 2012).  

Individuals, families, communities and institutions are more likely to take 

charge when they are provided with support, feel cared about, and the focus is on 
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the positive and what they can do, rather than what they cannot do (Gottlieb et al., 

2012). The focus changes from fixing deficits to finding solutions, possibilities 

and hope (Pattoni, 2012). Strength-based approaches do not ignore problems, but 

rather they shift the frame of reference used to define the issues. By focusing on 

what is working well, and by including the voices of those who are intimately 

involved with the issues, strategies are more likely to be successful (Hirst et al., 

2011).  

Hammond (2010) identifies nine principles of strength-based practice. 

These include belief that: 1) All people/populations have strengths, potential and 

gifts. When the focus remains on these more positive features (instead of limits 

and other weaknesses or gaps) their potential is envisioned from a different 

perspective. 2) Reality is determined by whatever is focused upon. Hope and 

optimism are products of this focus. Challenges can be perceived as opportunities 

that are “capacity fostering” rather than threats. 3) Language helps to determine 

reality – positive or negative. This is consistent with the phrase “Words make 

worlds” (Cooperrider, 2012).  4) Change is an inevitable part of life and 

interaction with the surrounding environment can facilitate adaption to change. 5) 

Relationships that are built upon a foundation of authenticity, caring and 

unconditional positive acceptance are essential. These relationships promote 

positive change as people work together, building capacity in the process. There is 

no attempt to “fix” problems or people. 6) Understanding their story from the 

perspective of those affected constitutes “reality” because that is what is “true” 

and important to them. Therefore, this is the place from where positive change 
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begins. 7) Positive change also begins from a place of strength that is comfortable 

for those involved. This promotes confidence and makes the journey through 

uncertainty more tolerable. 8) This journey of positive change involves the 

dynamic, ongoing and transformative process of capacity building. 9) 

Understanding and welcoming diversity is important in this process. This 

contributes to inclusive and collaborative relationships/communities in which all 

voices are heard, respected and protected. In other words, acceptance of the 

adage: “It takes a village to raise a child.”  

Strength-based approaches reflect a philosophy that influences all 

interactions, including those with youth. To maximize effectiveness, this 

philosophy must be consistently embedded in practice, research, policy and all 

environments that touch the lives of youth (Resiliency Initiatives, 2013a,b). 

Because deficit-based approaches have dominated health, education, justice and 

more, intentional philosophical and cultural changes across disciplines and sectors 

are needed before the full effects of strength-based approaches can be felt 

(Hammond & Zimmerman, 2012). 

Positive psychology in mental health contexts. Just as the deficit-

approach has dominated public health, it has also dominated approaches to youth 

mental health. “Our present approach to helping vulnerable people in acute 

emotional distress is severely hampered by old-fashioned, inhumane and 

fundamentally unscientific ideas about the nature and origins of mental health 

problems” (Kinderman, 2014, par 1). Assumptions about child development have 

changed in the past fifty years and these have been paralleled by important 
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changes in how societies view children and childhood (Lippman, Anderson 

Moore, and McIntosh, 2009, p. 5). Many of the previous assumptions, based on 

“scraps of knowledge gathered by whatever procedures were held to be proper 

science at the time, were given inordinate weight against poor old defenseless folk 

knowledge” (Kessen, 1979, p. 18). Kessen (1979) provides examples of these 

assumptions including separating babies from mothers and rigid timings of infant 

feeding. These practices are now considered inhumane and dangerous to the 

health of babies and mothers (Newman & Pittman, 2014). 

Kinderman (2014) writes that “we need wholesale and radical change, not 

only in how we understand mental health problems, but also in how we design 

and commission mental health services” (par 1).  Strength-based positive mental 

health approaches may contribute to this much needed wholesale change. 

However, the literature does not clearly identify the fact that positive mental 

health and its promotion can be understood from both strength-based and deficit-

based approaches. The design of mental health services designed to promote 

positive mental health must change so that they include consistent, intentional 

embedding of strength-based concepts and assumptions.  

The field of positive psychology has had a major influence on the design 

of services that support mental health from strength-based perspectives 

(Resiliency Initiatives, 2012).  Positive psychology is the study of the strengths 

that enable individuals and communities to thrive (Magyar-Moe, Owens & 

Conoley, 2015). The field is founded on the belief that people want to live 

meaningful and fulfilling lives (positive experiences), to cultivate what is best 
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within themselves (positive emotions and traits), and to enhance their experiences 

of love, work, and play (positive institutions) (European Network, 2011; Positive 

Psychology Centre, 2016, par 1). Positive psychology is concerned with 

individuals as well as groups and populations (Magyar-Moe, Owens & Conoley, 

2015). Attention to positive institutions includes focus on: strategies that foster 

stronger communities, social justice, responsibility, civility, parenting, nurturance, 

work ethic, leadership, teamwork and tolerance (European Network, 2011, par 3).  

The use of the term positive psychology is credited to Maslow and the 

field of humanistic psychology, but it was popularized in the late 1990s by 

Seligman, as well as by Diener and also Csiskzenmihalyi (Magyar-Moe et al., 

2015). All of these theorists note the benefits of focusing on strengths and 

potential rather than deficits and weaknesses (Magyar-Moe et al., 2015). Positive 

psychology does not ignore negative emotions and experiences, but rather views 

them through a strength-based lens. This provides a different perspective which 

inevitably changes the focus of promotion, prevention, intervention and ongoing 

care, and research and evaluation. As stated earlier, the focus moves away from 

repairing weakness, deficits and risks to building strengths and protective factors. 

Frederickson (2013) is credited with the “broaden and build” approach to 

positive emotions. This theory assumes that both negative and positive 

experiences and emotions are essential and that positive emotions play a critical, 

protective role in building resources for human survival (Frederickson, 2013). 

While negative emotions (e.g. fear, anger, fight/flight) have helped humans to 

adapt in crisis situations, positive emotions (e.g. hope, curiosity) have helped 
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humans to broaden thinking and to adapt in the longer term (e.g. develop new 

skills or strategies) (Frederickson, 2013). Broaden and build is more proactive and 

less reactive. Positive emotions are also important and necessary because they 

promote well-being, flourishing, behavioural flexibility, and more (Centre for 

Confidence, 2006, par. 3). This broader focus fosters the development of 

intellectual and psychological resources, creativity, interest and more (Centre for 

Confidence, 2006, par. 3). These resources have lasting benefits, and in particular, 

they can be drawn upon in times of challenge; they facilitate relationship building 

and more (Centre for Confidence, 2006).   

Attention to positive individual traits includes focus on: strengths and 

virtues, capacity for love and work, courage, compassion, resilience, creativity, 

curiosity, integrity, self-knowledge, moderation, self-regulation and self-control, 

and wisdom (European Network, 2011, par 3). Other traits include happiness, 

optimism, well-being, motivation and confidence (Centre for Confidence, 2006; 

Positive Psychology Centre, 2016). Positive psychology includes the study of 

well-being, happiness and their influence on health (Positive Psychology Theory, 

2016). Seligman created the acronym PERMA as a way to describe this focus, 

with each letter representing one of the five “building blocks” of well-being and 

happiness: Positive emotions – feeling good; Engagement – being completely 

absorbed in activities (also termed “flow”); Relationships – being authentically 

connected to others; Meaning – purposeful existence; Achievement – a sense of 

accomplishment and success (Positive Psychology Theory, 2016). These concepts 

are important in understanding positive mental health. 
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Defining positive mental health and positive mental health promotion. 

Positive mental health (PMH) has its roots in positive psychology, and the origin 

of the term positive mental health is generally credited to the Austrian 

psychologist Dr. Marie Jahoda who coined it in protest of the dominant focus on 

illness and deficits in the field of mental health (Keyes, 2007). Positive mental 

health remains an emerging construct and definitions of mental health are often 

used interchangeably as definitions of positive mental health. There is general 

consensus in the literature that: Positive mental health is distinct from mental 

illness; is an important component of health; and is shaped by individual, 

physical, environmental, social, cultural and socio-economic influences (CIHI, 

2009, p. 8). Gilmour (2015) defines positive mental health as “a combination of 

feeling good about and functioning well in life” (par. 3).   

Canada’s Positive Mental Health Indicator Framework (Public Health 

Agency of Canada, 2016) and the PHAC (2012) use the same definition for 

mental health and positive mental health. This is a consistent finding in the 

literature. Key elements of positive mental health include: The ability to enjoy 

life; the ability to deal with life’s challenges; emotional well-being; spiritual well-

being; and social connections and respect for culture, equity, social justice and 

personal dignity” (CIHI, 2009, p. 10). Additional key concepts have been 

suggested and will be discussed shortly. 

The term well-being is often used interchangeably with mental health, 

positive mental health and wellness. There is no consensus around a single 

definition of well-being or mental wellness (CDC, 2013).  However, there is 
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general agreement that well-being includes the: presence of positive emotions and 

moods, absence of negative emotions, sense of satisfaction with life, as well as a 

sense of fulfillment and positive functioning. Well-being can be experienced in a 

number of domains including: economic, physical, emotional, social, 

developmental, psychological, engagement in work and activities, and more 

(CDC, 2013). The similarities between the concept of well-being and positive 

mental health are clear and for the purposes of this paper, well-being and mental 

wellness will be subsumed into the term positive mental health.  

Positive mental health has been explored from both deficit-based and 

strength-based approaches. When positive mental health is conceptualized from 

strength-based approaches, its focus is on health, protective factors and 

integration or wholism (PHAC, 2012). Prevention in strength-based approaches 

focuses on finding and promoting strengths and assets (PHAC, 2012).  The Public 

Health Agency of Canada (2012) defines mental health promotion as: “The 

process of enhancing the capacity of individuals and communities to take control 

over their lives and improve their mental health” (par 2). The PHAC continues to 

define mental health promotion and notes that it is “built on the foundation of 

fostering personal resilience through empowering all individuals to strengthen 

their coping skills, self-esteem and personal efficacy and to effectively utilize the 

resources offered by a supportive environment” (PHAC, 2012, par. 4). This is 

consistent with the CIHI (2009) definition: “Mental health promotion is about 

fostering the development of positive mental health, by supporting individual 
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resilience, creating supportive environments, and addressing the influence of the 

broader determinants of mental health” (p. 3). The PHAC (2012) notes: 

Mental health promotion also includes whole population 

approaches and applies equally to all people, sick or well, disabled 

or not disabled, problematical or unproblematic. It rejects reducing 

or confining individuals with vulnerabilities into a sickness, and 

emphasizes how important a mental health promotion approach 

can be to improve their well-being and quality of life, so as to help 

them overcome their difficulties. Thus, while a person may be 

identified as sick, needy or down-trodden, that person still has 

resources to draw on, skills to offer and talents to be nurtured (par. 

5). 

 

This emphasis on the dynamic aspects of health and well-being is 

important in understanding mental health from a strength-based perspective. Also 

important is the assumption that people have talents and skills to offer (as 

opposed to deficits). Finally, the explication of the rejection of privileging one 

population over another is important (i.e. those with or without illness). The latter 

point may initially seem paradoxical. However, it is subsumed within Keyes’ 

(2007) Two Continua Model.  

Continua models. Keyes (2007) notes that the traditional approach to 

mental health falsely assumes that “the absence of mental illness is the presence 

of mental health” (p. 95). He conceptualizes mental health and mental illness as 

being on separate but related axes. One axis represents the presence or absence of 

mental health, while the other represents the presence or absence of mental 

illness. The former axis is rooted in the salutogenic approach and the latter in the 

pathogenic approach to health (Keyes, 2007).  

The pathogenic approach views mental health as the absence of mental 

illness; is consistent with the medical model and other deficit approaches and has 
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dominated the field of mental health (Keyes, 2007). When mental health is 

defined solely within this single axis, the pathogenic approach is also known as 

the One Continuum (or Single Continuum) model of mental health (Keyes, 2007, 

CIHI, 2009).  By definition, the One Continuum model of health assumes that 

people with mental illness cannot simultaneously experience positive mental 

health (CIHI, 2009). This assumption excludes a significant percentage of the 

population (Keyes, 2007). 

The salutogenic approach views mental health as the presence of positive 

states of human feelings, behaviours and thinking; has been popularized in 

humanistic and positive psychology; and is philosophically consistent with 

strength-based approaches (Keyes, 2007, p.95). The term “flourishing” describes 

the positive axis of mental health, “languishing” describes the negative axis and 

the origin of the graph represents people with “moderate mental health” as they 

are neither flourishing nor languishing (Westerhof & Keyes, 2010).  

This salutogenic approach inspired two branches of research about well-

being, termed: hedonic and eudaimonic (Westerhof & Keyes, 2010). Research 

about hedonic well-being focuses on feelings of happiness, satisfaction, and 

interest in life and is often termed emotional well-being (Westerhof & Keyes, 

2010). Research about eudaimonic well-being focuses on realizing potential, 

functioning at optimal levels, engagement in meaningful activity and is often 

termed psychological well-being (Westerhof & Keyes, 2010). Flourishing is the 

multidimensional combination of eudaimonic and hedonic well-being, in other 

words “feeling good and doing good” (Frederickson, 2013).  
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Keyes added the concept of social well-being to reflect the importance of 

relationships and optimal functioning in society (Westerhof & Keyes, 2010). The 

CDC (2013) notes salutogenic conceptualization of PMH is limited because it 

does not connect positive mental health with physical well-being. This is an 

important point, and although the link between physical activity and PMH is not 

highlighted in some literature, the connection is well-documented in the work of 

major theorists in the field of positive psychology, including Frederickson (2013) 

and Morrison and Peterson (2015a, b). Mantoura (2014) notes that “mental health 

is profoundly linked to, and inseparable from, physical health” (p. 7). Continuing 

along this line, the South Australian Health and Medical Research Institute (2018) 

has adapted Seligmann’s acronym of PERMA and added the symbol of plus sign 

at the end of the PERMA acronym in order to incorporate “the trinity of physical 

health: physical activity, nutrition and sleep” (SAHMRI, 2018, par 16). The 

authors note that “we generally cannot have good overall psychological well-

being if we are neglecting our physical health. Research shows that there is a link 

between well-being and physical health” (SAHMRI, 2018, par 1,2).  

When the influences of both the pathogenic and salutogenic axes are 

considered together, mental health is viewed from a wholistic or complete 

perspective (CAMH, 2015b; Keyes, 2007). Keyes (2007) calls this the Two 

Continua Model (also called the Two Continuum Model and Dual Continuum 

Model).  This perspective considers the four quadrants of the Two Continuum 

model and defines complete, or positive mental health, as a state of being both 

free from symptoms of mental illness while also flourishing (Keyes, 2007). From 
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this perspective, mental illness is conceptualized as a chronic condition that can 

be stabilized and managed (CAMH, 2016). This perspective also helps to clearly 

differentiate mental health from mental illness, a differentiation that is often 

missing in the literature.  

Conceptualizing mental health in terms of quadrants has the potential to 

fragment and compartmentalize thinking (Morrison & Peterson, 2013). On the 

other hand, conceptualizing mental health in terms of pathways makes it clear that 

mental health and illness are dynamic and can change depending on the situation 

and other factors (CAMH, 2016; Morrison & Peterson, 2014). Watson, Carter and 

Manion (2014) note the importance of having multiple entry points in an 

integrated system of mental health care. New Brunswick’s Integrated Service 

Delivery (ISD) Program exemplifies this approach (GNB, 2016). 

Noting the already present national strategies that promote the pathogenic 

approach, Keyes (2007) calls for the addition of national strategies that promote 

salutogenic approaches, emphasising the critical importance of happiness and well-

being. He is not alone in this line of thought. The fourth king of Bhutan, King Jigme 

Singye Wangchuck, stated that “Gross National Happiness is more important than 

Gross Domestic Product” (GNH, 2016). Noting that Gross Domestic Product 

(GDP) does not reflect the mental well-being of a country, Bhutan has focused on 

“Gross National Happiness” (GNH) since the 1970’s (GNH, 2016). GNH is 

comprised of happiness and well-being and has been conceptualized in Bhutan 

within four pillars and nine domains that clearly link happiness, environment, 

culture and leadership (GNH, 2016). Ironically, a scan of the website describing 
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research and policy about GNH in Bhutan reveals a trend towards traditional 

deficit-based approaches, for example needs assessments (GNH, 2016). 

Along similar lines of measuring happiness and its relationship with 

economics, researchers and staff housed in the Faculty of Applied Health 

Sciences at the University of Waterloo (CIW, 2016) introduced the Canadian 

Index of Well-Being (CIW) in 2011. The CIW is intended to provide a way to 

address national well-being beyond the economic growth reflected in the GDP 

(CIW, 2016). The CIW “gives us the evidence needed to help steer Canada 

forward and build a society that responds to the call for greater fairness. The 

choices we make as a society will determine whether we face a distressed future 

or a better quality of life” (CIW, 2016, par 7). Comprised of eight domains 

(community vitality; democratic engagement; education; environment; healthy 

population; leisure and culture, living standards, and time use) with eight 

indicators per domain, the CIW provides a comprehensive evaluation that spans 

socio-economic and other determinants of health (CIW, 2016). The Healthy 

Populations domain includes physical, mental and social well-being (CIW, 2016). 

Data for the Index is drawn from cycles of the National Population Health Survey, 

which was introduced in 1994 (CIW, 2016).  This method of collecting data 

retrospectively could be criticized for being passive or reactive. In some ways it 

begs the question: Are there approaches or interventions that could be used with 

intention to promote well-being rather than measuring it by examining statistics 

that are already two or three years old? The current approach feels a bit like 

playing catch-up? 
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Strategies that help to foster well-being are important and are consistent 

with salutogenic approaches. Recognizing the importance of salutogenic 

approaches, the United Nations passed a resolution in 2011 entitled “Happiness: 

Towards a Holistic Approach to Development” noting that happiness is a 

fundamental human goal and universal aspiration, and in 2012 the UN recognized 

March 20 of each year as the International Day of Happiness (UN Happiness, 

2016).  

Demonstrating a typical approach to the continuum, the Mental Health 

Commision of Canada (2012) refers to concepts from the salutogenic axis (e.g. 

mental health, well-being, mental health promotion) solely within the context about 

how they could prevent problems or promote recovery from mental illness, with 

particular focus on suicide. A problem-oriented, deficit assumption underlies this 

approach and makes it more consistent with the pathogenic view. Keyes (2007) 

cautions against this pattern of approaching the mental health continuum from a 

pathologizing perspective in which people are identified as having “symptoms” of 

mental health much the way they are identified as having symptoms of mental 

illness.  

Keyes (2007) notes the salutogenic approach is more cost-effective 

because people who are experiencing positive states of mental health are more 

productive and are able to contribute more to society. The Centre for Addictions 

and Mental Health (CAMH, 2016) builds on this theme noting: If 20% of 

Canadians have at least one mental illness, by extension this means that 80% of 

the population do not have mental illness. This is a significant percentage of the 
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population and yet they are excluded when approaches focus only on mental 

illness prevention. Moreover, they are assumed to be mentally healthy and 

productive, which is often not true (Keyes, 2007). Given the benefits of positive 

mental health, this line of thinking is short-sighted and expensive (Keyes, 2007).  

Mantoura (2014) adapts the public health model (based on the work of 

Geoffrey Rose and modified by Huppert and using Keye’s ‘languishing to 

flourishing terminology,’ p. 9) to illustrate the benefits of improving the mental 

health of the whole population.  Mantoura (2014) uses the public health model to 

illustrate that approaches that lead to a small improvement in the positive mental 

health states of a general population are more effective than those that target only 

treatment and prevention of mental illness. Mantoura (2014) notes that small 

improvements in flourishing at population levels results in fewer missed days of 

work, better quality in activities of daily living, fewest chronic physical diseases 

and conditions, the lowest health care system use, and the highest levels of 

psychological functioning (p. 9). The same author notes: “Instead of a risk 

reduction model, which typically serves as the basis of prevention activities, 

mental health promotion rather endorses a competence enhancement perspective 

targeting the whole population” (p. 10). It is important to note that the Harm 

Reduction Model and some models of empowerment, all of which are popular 

approaches to mental health, are ultimately deficit-based approaches (Mantoura, 

2014).   

Positive mental health protects against many health challenges. These 

include traditional challenges like mental illness, disease, shortened life 
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expectancy and more. When approached from strength-based perspectives, 

positive mental health moves beyond focus on risks and deficits to the promotion 

of resilience, thriving, and much more. This has greater potential to benefit the 

mental health of individuals, communities and populations (Mantoura, 2014). 

Many of the key concepts of positive mental health (for example resilience and 

empowerment) have been explored from both deficit- and strength-based 

perspectives. Not surprisingly, and as stated earlier, deficit-based concept 

explorations tend to focus on risks and disease. The focus in this next section is on 

concept exploration from strength-based perspectives. 

Key concepts in positive mental health.  

Resilience. Resilience is: “The essential feeling of being in control with 

regard to oneself and to the outside world” when faced with the everyday “ups 

and downs” that are natural parts of every person’s life” (PHAC, 2012). In fact, 

these are the essence of life. For example, in terms of youth mental health, some 

children thrive despite being exposed to more “downs than ups.” Resilience has 

also been defined as the capacity to rebound and successfully adapt in the face of 

adversity and can be applied to individuals as well as systems such as families and 

schools (ACT, 2016). The PHAC (2012) notes resilience is influenced by the 

three concepts: a sense of being, the way we are and how we feel about ourselves; 

a sense of belonging, the way we relate to others and to our social, physical and 

cultural environments; and a sense of becoming, what we do in our lives, our 

aspirations and how we develop (PHAC, 2012).  The concept of hope is an 
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important part of these aspirations and hope is linked to resilience (Perry & 

Jackson, 2014). 

Discussions about resilience sometimes also include references to the 

concepts of grit and perseverance. Chambers (2015) differentiates between them 

as follows: “Resilience is the “ability to bounce back after adversity or 

disappointment; being able to manage and adapt to sources of stress or adversity; 

perseverance tends to be associated with steadfastness on mastering skills or 

completing a task; having a commitment to learning; grit . . . is defined as the 

tendency to sustain interest and effort towards long term goals. It is associated 

with self-control and deferring short term gratification” (par 2-4). These concepts 

can essentially be subsumed within the category of the emotional characteristic of 

successful learners (Chambers, 2015).  

The ability to “bounce back and thrive” during the life course has been the 

subject of much of the research about resilience. There is consensus that it is 

difficult to remain resilient during prolonged exposure to adversity, particularly in 

the form of poverty and exclusion (Murphey et al., 2014; Raphael, 2013).  There 

is also consensus that resilience is not a guaranteed response or a trait (Murphey 

et al., 2014). Rather, it is an interactive living process between system and 

environment and is situation dependent (ACT, 2016). Protective factors can 

increase the chances of resilient responses and are therefore important to address 

if PMH is to be supported.  

Protective factors. Protective factors are elements that moderate or buffer 

against adversity, reducing the risk of negative outcomes (ACT, 2016). They are 
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like resources that children and youth can use to help them manage the ups and 

downs of life.  Protective factors for resilience at the individual/system level 

include: easy-going temperament, confidence, social-competence (the ability to 

reach out and connect to people to create a support network), and problem-solving 

skills and good cognitive ability, autonomy- even in early childhood (self-reliant, 

willing to explore new things), sense of responsibility for their own lives, sense of 

purpose and optimism (ACT, 2016; Morrison & Peterson, 2013; Murphey et al., 

2014).  

Protective factors at the environmental level can be subdivided into 

family, community/school, and larger community/societal levels as follows: 

Family level protective factors include: warm, engaged and responsive parenting 

style, high but realistic expectations; Community level protective factors include: 

access to caring adults outside the family, the opportunity to engage in 

meaningful participation (opportunity to take on responsibility and make 

meaningful contributions to family or community); Larger community and 

societal resources: create bonds with school, have access to health care, live in 

communities that are safe where neighbours trust and look out for each other, 

supported by child-and family-friendly public policies (ACT, 2016; Morrison & 

Peterson, 2013; Murphey et al., 2014).   

The buffering effect of positive relationships at any level is also supported 

by Perry and Jackson (2014). These same authors note that healthy relational 

interactions protect and buffer against trauma and other challenges faced by 

youth. Hurlington (2010) subsumes the above protective factors into three: caring 
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relationships; high expectations and opportunities for meaningful contribution. 

Research with survivors of concentration camps and war zones demonstrates that 

protective factors are not bound to ethnic, geographic or social boundaries (ACT, 

2016).  

Protective factors have broad application and can mitigate the effects of 

risk factors (ACT, 2016; CIHI, 2009). Strength-based approaches embed 

protective factors universally for all youth while remaining cognizant of youth 

who have additional risks and who may also benefit from additional support 

(Morrison & Peterson, 2014). Protective factors are integral factors to positive 

youth development (PYD). 

Positive youth development. PYD is a strength-based “. . . approach or 

philosophy that guides communities in the way they organize services, supports, 

and opportunities so that all young people can develop to their full potential” 

(Dotterweich, 2015, p. 10). PYD is influenced by the following theories and 

models: Ecological Theory (or Socio-Ecological Theory) in which it is assumed 

that the social and physical environment influences the health and behaviour of 

youth who live within a  “nested” system of relationships and systems, (e.g. 

individual factors/genetics, interpersonal factors/family, institutional & 

community/school, social, economic, political, and more); Maslow’s Hierarchy of 

Needs and the acceptance of belonging as a foundational need for survival and the 

assumption that children who are preoccupied with meeting survival needs cannot 

focus on learning and other forms of engagement; Social Toxicity Theory in which 

social factors that are known to influence youth include: racism, poverty, sexual 
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exploitation: health threats (particularly from early exposure to drugs and 

alcohol), lack of benevolent adult authority (to model positive social and moral 

values) (Dotterweich, 2015, pp. 11-13). Recent findings in neurobiology and 

epigenetics have highlighted the importance of social connections, noting that 

from birth, humans are biologically programmed for interpersonal connection 

(Perry & Jackson, 2014). In fact, the term ‘collective connection” has been coined 

to reflect the relationship between biology, mental state, and the human need for 

social connection and meaningful relationships (Dale et al., 2014).  

The PYD philosophy is manifested in a number of approaches. For 

example: A Canadian Organization, Resiliency Initiatives (2012), uses a strength-

based approach to target and support resilience. These are divided into two 

categories. The first category relates to Internal Strengths and includes 

personality characteristics or attributes of the individual (e.g., empathy, self-

esteem, self-efficacy). The second category relates to External Strengths and 

includes interpersonal settings or environments (e.g., supportive family, positive 

peer influence, caring school and community environment (pp. ii).  

Another example of the PYD philosophy in action is the Developmental 

Assets Framework (Search Institute, 2016) which follows a similar, two-pronged, 

strength-based approach from infancy through youth to support youth resilience. 

Assets are grouped as internal or external and are divided into eight subcategories. 

Internal assets include the subcategories of: commitment to learning, positive 

values, social competencies, and positive identity. External assets include the 

subcategories of: support, empowerment, boundaries and expectations, and 
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constructive use of time (Search Institute, 2016).  Developmental Assets are 

defined as the positive experiences, qualities, behaviours and characteristics that 

help youth to thrive and flourish (Search Institute, 2016). This framework has 

been adopted by organizations spanning the globe, including public health in 

Halton, Ontario who note that this positive approach crosses the boundaries of 

culture, race, gender, income and religion (Ourkids, 2016). Elements of PYD are 

also found in self-determination theory (SDT). 

Self-Determination Theory (SDT): Relatedness, competence, autonomy. 

The relationships of the key concepts in Self-Determination Theory (SDT; Deci & 

Ryan, 2000), are often explained using the abbreviation of RCA, which represents 

the concepts of relatedness, competence, and autonomy. These are “innate 

psychological nutriments that are essential for ongoing psychological growth, 

integrity and well-being” (Deci & Ryan, 2000, p. 229).  Relatedness refers to a 

sense of belonging and feeling connected to others through relationships that are 

supportive (Morrison & Peterson, 2015a).  

Competence refers to feelings of accomplishment and worth that arise when 

people feel recognized for their abilities, strengths and gifts (Morrison & 

Peterson, 2015a). Autonomy refers to a sense of control over decision-making and 

feeling supported in that process (Morrison & Peterson, 2015a).  

 Self Determination Theory assumptions are consistent with positive 

mental health as defined by the WHO (2004) and the PHAC (2012). SDT has 

often been associated with theories about motivation and self-efficacy and 

Frederickson (2013) clearly links it to positive mental health. 
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Mental fitness and psychological well-being. The RCA model is 

subsumed within the conceptualization of mental fitness used by the province of 

New Brunswick (GNB, 2016c; Morrison & Peterson, 2015a). Mental fitness can 

be defined as “the modifiable capacity to utilise resources and skills to flexibly 

adapt to challenges or advantages, enabling thriving” (Robinson, Oades & Caputi, 

2015, p. 53). It can also be defined as “our personal sense of psychological 

wellness” (GNB, 2016c; Morrison & Peterson, 2015a).  

The term mental fitness is thought to have been developed to help reduce 

the “conceptual confusion” (Robinson, Oades & Caputi, 2015, p. 54) over the 

terms positive mental health and mental illness. Noting that the terms physical 

health and physical illness are seldom, if ever, used interchangeably, these same 

authors note that the term mental fitness facilitates the transition to stopping 

interchange of mental health and mental illness.  

They also note that the term mental fitness implies striving towards 

optimal mental fitness, much like the term physical fitness implies striving 

towards optimal physical health. The role of SDT in this process, particularly to 

understand fitness motivation is also emphasized (Robinson, Oades & Caputi, 

2015). Mental fitness can be measured using the Mental Fitness and Resilience 

Inventory (MFRI). This validated scale captures the level of fitness at an 

environmental rather than an individual level, also measuring organizational 

resilience and readiness for change (Morrison & Peterson, 2015a). The Positive 

Leadership Inventory (PLI), another validated scale, measures positive leadership 

practices associated with healthy and effective workplace environments (WMA 
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Wellness, 2018). Both tools help organizations develop baseline profiles of their 

workplace environments, enabling them to focus strategic planning activities and 

monitor their progress related to embedding practices relating to mental fitness, 

resiliency and positive leadership practices (WMA Wellness, 2018). 

Circle of Courage. Brendtro, Brokenleg, and Van Bockern (2002) 

developed the Circle of Courage following an anthropological comparison of 

child rearing practices in Western and Native American cultures. They noted that 

First Nations peoples of North America used “sophisticated, child development 

strategies designed to nurture caring, respectful and courageous children. They 

created communities for children in which underlying value systems supported 

the process of youth development. We have called this child rearing philosophy 

the Circle of Courage” (Brokenleg & Van Bockern, 2003, p. 22).   

The circle represents the interconnectedness of people and it can be 

subdivided into the four quadrants of: generosity, belonging, mastery and 

independence (Brokenleg & Van Bockern, 2003).  Each quadrant embodies a core 

value for nurturing all children, regardless of culture, in a climate of respect and 

dignity (Brendtro, Brokenleg, & Van Bockern, 2002).  Brendtro, Brokenleg and 

Van Bockern (2005) note that the Circle “marks the critical indicators, the vital 

signs for positive youth development. However complex our curriculum or 

counselling systems, we must never lose sign of the basics. All children need 

opportunities to experience Belonging, Mastery, Independence and Generosity” 

(p. 131).  
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The authors note that this circle is a model of positive youth development, 

the authors make intentional connections with Indigenous ways of knowing as 

well as strength-based approaches including theories about resilience and self-

worth (Brendtro, Brokenleg, & Van Bockern, 2002, 2005). They also note that 

“because the Circle of Courage is based on universal needs, it expresses what 

philosopher Mortimer Adler calls ‘absolute values.’ All persons are genetically 

programmed for these needs. Thus, the Circle of Courage applies with any 

population” (Brendtro, Brokenleg, & Van Bockern, 2005, p. 131). 

Empowerment and self-efficacy. The concept of self-efficacy is usually 

applied at individual levels while the concept of empowerment is applied at broad 

(e.g. community level) or individual levels (PHA, 2012; Rawlett, 2014). Both 

concepts refer to feeling a sense of control and support in exercising that control 

(PHAC, 2012; Rawlett, 2014). Discussions about self-efficacy are often 

associated with discussions about Self-Determination Theory (Deci & Ryan, 

2000) and motivation. Self-efficacy helps youth to feel they are capable of 

meeting their goals and motivates them to persevere (Morrison & Peterson, 

2015a). 

Rawlett (2014) notes the relationship between empowerment and self-

efficacy has not been clearly defined in the literature and conceptualization varies 

across disciplines. It could therefore be argued that empowerment and self-

efficacy are two different constructs.  However, there is agreement that 

empowerment occurs when individuals and communities are provided with the 

resources and supports needed to make changes that they feel are important 
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(Rawlett, 2014). This changes the traditional balance of power in relationships so 

that power and the potential for capacity building rest within the 

individual/community and not the external “expert” (Rawlett, 2014). The PHAC 

(2012) notes that empowerment contributes to resiliency.  Although 

empowerment is an important concept in positive mental health, it can also be 

conceptualized in ways that facilitate incorporation into deficit-based approaches 

that focus on risk reduction (CIHI, 2009).  

Relationships and social-emotional learning. Social-Emotional Learning 

(SEL) theory has its roots in research about resilience and prevention and 

acknowledges the relationship between mental health and academics: “When 

young people acquire social and emotional skills, they tend to have better 

outcomes relating to mental health, academic achievement and life. In other 

words, they are more likely to flourish” (Cooper, 2013, p. 8). SEL is a buffer than 

can promote resilience (Perry & Jackson, 2014). SEL can be divided into five 

competencies:  

Self-awareness: The ability to accurately recognize one’s emotions and 

thoughts and their influence on behavior. This includes accurately 

assessing one’s strengths and limitations and possessing a well-grounded 

sense of confidence and optimism.  

 

Self-management: The ability to regulate one’s emotions, thoughts, and 

behaviors effectively in different situations. This includes managing stress, 

controlling impulses, motivating oneself, and setting and working toward 

achieving personal and academic goals.  

 

Social awareness: The ability to take the perspective of and empathize 

with others from diverse backgrounds and cultures, to understand social 

and ethical norms for behavior, and to recognize family, school, and 

community resources and supports.  

 



51 
 

Relationship skills: The ability to establish and maintain healthy and 

rewarding relationships with diverse individuals and groups. This includes 

communicating clearly, listening actively, cooperating, resisting 

inappropriate social pressure, negotiating conflict constructively, and 

seeking and offering help when needed.   

 

Responsible decision-making: The ability to make constructive and 

respectful choices about personal behavior and social interactions based 

on consideration of ethical standards, safety concerns, social norms, the 

realistic evaluation of consequences of various actions, and the well-being 

of self and others (Cooper, 2013, p. 1).  

 

Diversity: Inclusion and Belonging. Environments that welcome diversity 

and foster feelings of relatedness, belonging and inclusion are important in 

promoting positive mental health, particularly given the innate human need for 

meaningful social relationships (Perry & Jackson, 2014). Diversity includes 

recognizing, respecting and valuing the fact that youth have differences that make 

them unique (Morrison & Peterson, 2015b). When diversity is welcomed and 

considered a strength, youth are provided with opportunities to contribute and to 

realize their full potential (Morrison & Peterson, 2015b). Discussions about 

diversity typically focus on: race, gender, religion, culture, income, sexual 

orientation, ability, age, family type and more recently, learning preference.  

Welcoming diversity means welcoming equality, promoting human rights 

and creating environments that reduce barriers to equality. In terms of promoting 

more inclusive learning environments, this has contributed to the 

conceptualization of universal design for learning (UDL), differentiated 

instruction, and UNICEF’s Child-Friendly or Rights Respecting schools. These 

types of supportive environments require a power shift away from traditional 

system-centred models toward student-centred models (Morrison & Peterson, 
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2015b). Youth are more likely to feel safer to learn and to feel a sense of agency 

in terms of their education.   

Saxena and Belfer (2005) note that “Although there has been almost 

universal ratification of the UN Convention on the Rights of the Child, there is no 

evidence to suggest a correlation between the Convention’s ratification and the 

development of child and adolescent mental health services to support access to 

care and the elimination of discrimination” (p. 12). This contradiction between 

theory, policy and practice demonstrates the complexity of system change.  

Assumptions about positive mental health.  Orpana et al. (2016) 

developed a conceptual framework for positive mental health that includes the 

following components, or assumptions: Positive mental health is a state of well-

being that is applicable to all people; both risk and protective factors (also known 

as determinants of mental health) can be used to focus or direct efforts and 

interventions designed to improve population mental health; entry points for these 

interventions include the following domains, all of which are drawn from the 

social-ecological model:  individual, family, community and society; positive 

mental health must be supported over the life-course because risk and protective 

factors vary and accumulate and early experiences may affect positive mental 

health in later life.  

This positive mental health conceptual framework serves as a foundation 

for the Positive Mental Health Surveillance Indicator Framework (PMHSIF; 

PHAC, 2016a). Within this Framework, the above domains are subdivided so that 

positive mental health can be measured by indicators.  The authors also note that 
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positive mental health and well-being theory fall primarily into either hedonic or 

eudaimonic branches of research, which is reminiscent of the Two Continuum 

Model of mental health. It is important to note that the PMHSIF and its 

framework applies to populations over the age of 18 years (PHAC, 2016a). The 

Positive Mental Health Indicator Framework will be discussed in more detail later 

in this paper.  

 Traditional perspectives. Oprana et al. (2016) acknowledge that the 

PMHSIF Framework was created in response to gaps in knowledge about positive 

mental health that were identified by Changing Directions, Changing Lives 

(2012). The need to move beyond focusing on mental illness is also noted. So too 

is an intentional move away from traditional, illness-oriented assumptions about 

mental health (Oprana et al., 2016). Although deficit-based vs strength-based 

approaches are not mentioned, the framework contains a number of concepts that 

are common to positive mental health conceptualized from strength-based 

perspectives, for example resilience and protective factors. However, there are 

also distinct differences in the way these and other concepts are approached and 

these are characterized by the pattern of strengths being viewed within the context 

of deficits and illness. In other words, the conceptualization of positive mental 

health from strength-based perspectives differs from deficit-based perspectives. 

Strength-based perspectives. Positive mental health promotion from 

strength-based perspectives brings together key concepts in approaches that are 

integrated and intentional in focus. Morrison and Peterson (2015b) note that the 

guiding assumptions of positive mental health in health and education are similar 
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and include the belief that: Youth want to do well and have inner gifts and 

strengths that will flourish when supported; youth must feel engaged and 

empowered in order for positive development to occur; the environment 

(including social contacts and networks) in which youth live and learn influences 

their sense of well-being and can provide important resources; relationships with 

adults and peers that are characterized by genuineness, unconditional caring and 

affirmation and empathy are essential. 

 Positive mental health assumptions recognize the influence of context and 

the environment on youth (Morrison & Peterson, 2015b). The most effective 

environments are characterized by consistent messaging and support manifested 

through policy, research and practice across disciplines and sectors (Morrison & 

Peterson, 2015b).  This consistency is reflected in language, philosophy and 

programming that is guided by “bottom up” rather than “top down” approaches 

(Morrison & Peterson, 2015b). Leadership that models a participative rather than 

an authoritative approach is critical (Morrison & Peterson, 2015b). Also 

imperative is support from and follow-through by leadership so that PMH 

promotion can be practiced as intended (Morrison & Peterson, 2015b).  

Lippman, Anderson Moore, and McIntosh (2009) note the advantage of 

strength-based approaches to positive mental health includes cultivating 

children’s strengths, “assets, positive relationships, beliefs, morals, behaviours 

and capacities” so that they will have the resources they need to be able to grow 

successfully across the life course (p. 4).  These same authors note the importance 

of including children as active participants in decisions and monitoring about their 



55 
 

well-being. Interventions are primarily universal and build protective factors, but 

they can also be targeted and they are flexible enough to proactively respond to 

changing situations (Morrison & Peterson, 2015b). When interventions and 

resources are targeted only at those who are highest risk (as with the traditional, 

deficit-based approaches), reducing the steepness of the social gradient curve 

(through hierarchical linear modelling) is slowed and there is a reduction in 

positive mental health impact at population levels (WHO, 2014). In addition, 

resources and interventions must be multi-leveled and multi-sectoral, so that 

health, education, transportation, justice, social welfare, housing, are all involved 

(WHO, 2014). 

Correlates of positive mental health. Positive mental health from 

strength-based perspectives has now been explored in terms of definitions, 

concepts and assumptions. Integrated, comprehensive and consistent support for 

positive mental health requires shifts in philosophy, values, attitudes and program 

design for work with youth. Perspectives that build protective factors and target 

whole populations along the life-course, particularly at periods of vulnerability 

(e.g. developmental transitions) are essential to positive mental health promotion 

(Mantoura, 2014). When these shifts occur, positive mental health is positively 

correlated with youth who are able to flourish and contribute to their 

communities. This occurs at individual, group and population levels. Lippman, 

Anderson Moore, and McIntosh (2009) stress that it is: “imperative for 

governments to understand the mechanisms by which children and youth flourish, 

how to maximize human and economic potential, and how to assess and facilitate 
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that flourishing” (p. 1). These outcomes are not just a consequence of the absence 

of mental disorder, but are associated with the presence of increased positive 

mental health (Friedli & Parsonage, 2009). 

 Moffatt, Dyck and Muzumdar (2013) argue for widespread application of 

policy and practice interventions that promote positive mental health at different 

levels, noting that this will result in numerous benefits, including: improved 

physical and mental health, better educational performance, reduced school 

dropout rates, greater productivity of workers and increased earnings, improved 

relationships within families, improved circumstances for child development, 

safer communities and reduced crime; reduction of risk behaviours such as 

tobacco use, the misuse of alcohol and drugs and unsafe sex; lowered rates of 

some mental disorders and suicides.  

In addition to the above correlates of positive mental health, Morrison and 

Peterson (2015b) include the following: Identification and effective management 

of emotions; promotion of normal and healthy child and adolescent development; 

exploration and use of children’s and youths’ strengths and capacities; 

development of meaningful family, school and community relationships; 

enhancement of positive coping and problem-solving skills; creation of 

meaningful and positive learning environments; increased participation in 

structured community recreational and leisure activities; enhanced respect and 

appreciation for diversity and individual differences; increased understanding and 

de-stigmatization of mental health conditions; enhanced opportunities for children 

and youth to demonstrate age-appropriate autonomy and choice; heightened 
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sensitivity to the needs of others and demonstration of pro-social behaviours; 

increased involvement in structured and unstructured physical activities; reduction 

in high-risk behaviours; enhanced academic achievement and school attendance; 

decreased oppositional behaviour and increased academic confidence and 

engagement.  

Schools as a Setting for Promoting Positive Mental Health Approaches 

Positive mental health, learning and adaptations. This section explores 

schools as a setting for promoting positive mental health approaches. Support for 

school-based mental health approaches is growing at provincial, national and 

international levels (School-based Mental Health and Substance Abuse Coalition, 

SBMHSA, 2013). This movement recognizes that schools are important 

community resources (Cooper, 2013) where children typically spend six or more 

hours a day (Morrison & Peterson, 2015b; 2014). Because children spend roughly 

twenty-five percent of each day in school, the school environment can have a 

major role in influencing children’s health behaviour (Stewart-Brown, 2006). The 

school years constitute a prolonged period of time in which children experience 

significant development in a number of areas, including cognitive, emotional, 

social, physical, neural and more (CHNIG, 2013).  

Many health habits are learned in childhood and these will influence 

health during the life course (CHNIG, 2013). Schools have the potential to reach 

children who would otherwise not have access to education about healthy habits; 

access to services or opportunities to build assets (Morrison & Peterson, 2013; 
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SBMHSA, 2013). Schools also provide an opportunity for youth to interact with 

caring adults who can play an important role in PYD (Dottwerweich, 2015).  

The MHCC (2012) recommends schools as a setting for mental health 

promotion so as to “prevent mental illness and suicide wherever possible (p. 13). 

Cooper (2013) notes that the most common response to the increasing rates of 

youth social, emotional, and behavioural problems in Canada has been the 

introduction of in-school or after-school programs that target one specific type of 

behaviour, for example: bullying or drug use, or one particular skill, such as 

conflict resolution. The same authors note these programs are usually short term 

and rarely integrated into the regular curriculum. Many of these programs have 

been developed in response to a local need, are not evidence-based, have not been 

empirically evaluated and many do not include fundamental features (for example 

standards or guidelines) designed to ensure program effectiveness. Finally, even 

when evidence-based programs are offered, it is not always clear that they are 

implemented with fidelity. “Fidelity” means that the program model is closely 

followed, with no changes to the content, instruction, or length of the program. 

Alterations to the program model mean that the program may not be effective any 

more. The School-based Mental Health and Substance Abuse Consortium 

(SBMHSA; 2013) arrived at similar conclusions following a review of school-

based mental health and substance abuse programs in Canada. Findings in a 

Cochrane Review were similar (Langford et al., 2014). In light of this 

information, discrete, short-term approaches that target behaviours and are deficit-

oriented may be of questionable value in school-based mental health initiatives. 
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However, whole school approaches offer an alternative to the limited 

focus of discrete programs that are offered either in- or after-school. Whole 

school approaches provide universal access to mental health support (Cooper, 

2013). Consistent with the belief that it is the right of youth to have access to 

mental health care, these approaches also make economic sense (Kirby, 2013). 

Mental illnesses and addictions cost Ontario at least $39 billion a year, in addition 

to the emotional costs to people living with a mental illness and their friends and 

families (Kirby, 2013). However, promotion, prevention and early intervention 

targeted at children and families can produce significant net cost benefits to 

Canada. For every $1 spent on early intervention and treatment of mental illness 

in children and youth, an estimated $7 will be saved in future health-care costs 

(Kirby, 2013). 

 National Canadian strategies for school-based mental health remain 

focused on stigma reduction, prevention of illness and mental health literacy 

(Oprana et al., 2016; SBMHSA, 2013) which perpetuate pathogenic and deficit-

based approaches towards mental health promotion. The emphasis on increasing 

access to services has led to an absence of strategies to help children develop 

resilience and manage life transitions (CAMH, 2013, p. 21). However, there are 

alternatives. 

When positive mental health is promoted through strength-based, whole-

school approaches (approaches focusing not only on academic success, but on the 

broader aims of education such as social and emotional competencies), youth 

flourish (Cooper, 2013; Morrison & Peterson, 2013). Comprehensive programs in 
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schools, if applied efficiently and completely (Weare & Nind, 2011), are the most 

consistently effective approach in influencing children’s development and 

behaviour (Jané-Llopis, Barry, Hosman, & Patel, 2005). Schools can help 

children build resilience and other strengths that will help them navigate life’s 

challenges (WHO, 2014). Schools can also buffer the transfer of intergenerational 

transfers of inequity (WHO, 2014). Perry and Jackson (2014) report that schools 

also have the potential to buffer the intergenerational transfer of abuse and 

relational poverty and can also promote youth resilience. 

Schools are most successful in the above when they use strength-based 

approaches that focus on the environment, which is also consistent with social-

ecological approaches (Barry, 2009; Morrison & Peterson, 2015a, 2013). Social-

ecological approaches recognize the power of integrative, multilevel action at 

individual, family, community and social environments, including schools 

(Morrison & Peterson, 2015a). These approaches are most effective when they 

incorporate collaborative and participatory styles of leadership and facilitation 

and when they focus on enhancing the overall health mental health and well-being 

of the whole school (Morrison & Peterson, 2015a). Whole school approaches are 

more likely to shift population mental health and contribute to optimal 

functioning for all youth, including those who are at increased risk for 

experiencing mental health concerns (Barry, 2009; Morrison & Peterson, 2015a; 

PHAC, 2015a).  

Comprehensive Schools Approach. One of the earliest whole school 

approaches to health promotion was the WHO’s Health Promoting School (HPS) 
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Framework (Langford et al., 2015), which is characterized by emphasis on three 

features:  promoting health through the school curriculum; engaging not only the 

school community but also the community of students’ families, outside agencies 

and the wider community to fully utilize all available resources and promote 

synergy and capacity building; recognizing the influence of the school ethos or 

environment, also knowns as the ‘hidden’ or ‘informal’ curriculum on the 

promotion of student well-being. This curriculum encompasses the values and 

attitudes that are promoted within the school setting and physical environment of 

the school (p. 2).   

These features are common to other whole school approaches to health 

promotion, all of which were inspired by the Ottawa Charter for Health 

Promotion (1986). An example widely used in Canada, is the Comprehensive 

School Health (CSH) framework (Pan-JCSH, 2016; Morrison & Peterson, 2015a, 

2013). Almost 40 national level organizations in Canada endorse comprehensive 

school health through a Consensus Statement (2007). This statement notes that 

comprehensive school health “promotes the overall health and learning of 

children and youth, as well as adults who work in and with schools, 

parents/caregivers and surrounding communities. This approach also seeks to 

coordinate multiple interventions in the form of policies, programs and services 

delivered by various professionals, agencies and government ministries” 

(Canadian Consensus, 2007; Pan-JCSH, 2016).  

The Comprehensive School Health Framework embeds a holistic, 

strength-based approach to positive mental health promotion in schools (Morrison 
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& Peterson, 2015a, 2013). It recognizes that children who are physically and 

emotionally healthy are better able to reach their academic potential and it 

integrates the promotion of health (including mental health) into all aspects of 

school (Morrison & Peterson, 2013).   Given “the important interplay between 

emotional health and school success, schools must be partners in the mental 

health care of our children” (National Centre for Mental Health Promotion and 

Youth Violence Prevention (NCMHPYVP; 2009, p. 1). Divided into four separate 

but inter-related “pillars”: social and physical environment; healthy school policy; 

teaching and learning; and partnerships and services, the approach “builds 

capacity to incorporate well-being as an essential aspect of student achievement” 

(Pan-JCSH, 2016, p. 1).   

Social and physical environment. Many of the concepts that are 

fundamental to positive mental health are subsumed within the pillar of social and 

physical environment. The social environment of a school focuses on the quality 

of relationships among and between staff and students in the school and 

recognizes the influence from families and the wider community (Pan-JCSH, 

2016). The social environment can be constructed so that it promotes 

psychological and emotional safety and well-being, as well as promoting feelings 

of competence, autonomy and connectedness in both students and staff (Pan-

JCSH, 2016). Integrating these concepts into the social environment builds assets, 

helps children flourish and promotes positive mental health (Morrison & 

Peterson, 2013).  
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Exposure to healthy and protective social and physical environments 

positively impacts child development and may help to buffer toxic home 

environments (Perry & Jackson, 2014). Social and physical environments 

constitute the “ecology” corner of the triangle known as the eco-bio-

developmental model of human health and disease, which is endorsed by the AAP 

(Shonkoff & Garner, 2012). This model is emerging and schools have the 

potential to play an important role in promoting healthy youth development. 

Morrison & Peterson (2013) use the following themes in addressing this pillar of 

comprehensive school health: physical and emotional safety; school and 

classroom climate; and use of physical spaces. 

 The physical environment of a school includes its buildings, grounds, play 

spaces and equipment (Pan-JCSH, 2016). It also includes basic amenities that 

promote health, for example: sanitation, air quality, availability of healthy food 

and supplies for handwashing, clean drinking water and more (Pan-JCSH, 2016).  

It protects youth and promotes connectedness through a built environment that 

facilitates play and exposure to natural environments (WHO, 2014). Research 

about the connections between the built environment, active transport and mental 

health is growing (PHAC, 2016b, WHO, 2014).  For example, Taylor, Kuo and 

Sullivan (2001) found that exposure to green spaces increased the ability of 

children with Attention Deficit Disorder (ADD) to concentrate and focus on 

learning. Adding plants to a school classroom or workspace can enhance mental 

health, promote feelings of well-being, and increase productivity (WHO, 2014).  
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 Morrison and Peterson (2013) note that creating environments that 

promote physical and emotional safety requires planning so that students and staff 

feel protected at all times, including during crises. Youth are more likely to thrive 

when they live and work environments that are “consistent, predictable and 

nurturing” (Perry & Jackson, 2014). This includes understanding positive 

behaviours that are expected in the classroom and in unstructured school spaces; 

how to proceed during times of emergency; proactive interventions on the part of 

school staff to prevent behavioural challenges during times of class transition, 

arrival and departures from school, etc. (Morrison & Peterson, 2013).  It also 

includes ensuring that all children feel a sense of connection to their school, 

which is fostered when staff know the names of children and demonstrate genuine 

care and respect for all members of the school community. It includes the 

implementation of school wide programs that teach social and emotional learning 

as well as rapid responses by staff to issues of bullying or other issues (Morrison 

& Peterson, 2013). 

 The pillar of social and physical environment also includes the school and 

classroom climate. School and classroom climate are defined as “the quality and 

character of school life. It is based on patterns of school life experiences and 

reflects norms, goals, values, interpersonal relationships, teaching, learning and 

leadership practices, and organizational structures” (NSCC et al., 2008, p.5). 

Assessing the school climate provides important information about student and 

staff feelings of engagement with the school in terms of social (belonging), 

academic (participation in academic and non-academic activities), and intellectual 
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(personal commitment and willingness to engage in learning) (Morrison & 

Peterson, 2013). Ensuring students have opportunities to express their voice and 

opinions and to contribute to decisions about school practice and policies that will 

affect them, are strategies that promote positive feelings about school climate. 

 Promoting positive mental health also means recognizing the potential 

impact of physical space and the messages of welcome and inclusion that are 

communicated through adherence to principles of universal design (Morrison & 

Peterson, 2013). As its name implied, universal design promotes the creation and 

design of environments that are accessible and as barrier free as possible. Rather 

than focus on accommodating people, universal design focuses on proactively 

removing barriers so that spaces are accessible to all people, regardless of ability, 

culture, language or other characteristics (Rapp, 2014).  This purposeful and 

intentional focus that is applied prior to the design of a space or learning 

environment is different from retrofitting a space and reflects a welcoming of 

diversity in people who will use the space (Rapp, 2014). Although the concept of 

universal design originated within the field of architecture, its inclusive nature 

resonates with many fields, including education and health.  

Healthy School Policy. Policies, guidelines and practices have the 

potential to contribute to an environment that promotes and supports student well-

being and achievement (Pan-JCSH, 2016). When these reflect an integrated 

approach that promotes positive mental health, they help to shape the school 

environment so that it is respectful, welcoming and caring for all members of the 

school community (Pan-JCSH, 2016). In addition, they facilitate clarity and 
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consistency “in leadership practices, decision-making processes, as well as 

guidelines, rules, and procedures that affect how programs, services, and 

relationships are negotiated in the school and community settings” (Morrison & 

Peterson, 2013, p. 40).  Effective leadership ensures policies and related practices 

are implemented in the spirit in which they were intended so that they contribute 

in meaningful ways to school culture (WHO, 2014).  

Ensuring a school ethos that promotes positive mental health can be 

particularly powerful in creating a supportive environment for students and staff 

(WHO, 2014). Policies that promote PMH from strength-based perspectives 

reflect a philosophy that values inclusive, safe and caring environments. When 

school staff are supported by opportunities for professional development and 

training, their ability to promote positive mental health becomes evidence-

informed, consistent, collaborative and timely. They are able to recognize and 

respond to social and emotional cues from children using strategies that promote 

feelings of being understood and cared about. School discipline policies promote 

positive mental health when their goals are restorative justice and student re-

engagement in the school community (Morrison & Peterson, 2013).  

Understanding the influence of effective leadership in promoting positive 

mental health is paramount. Leaders who model positive mental health behaviours 

and actions in their daily routines reinforce the importance of policies. Examples 

of these practices include: promoting high academic standards and expectations; 

ensuring accountability throughout the school in terms of upholding and modeling 

guidelines about appropriate and respectful behaviour; ensuring every student in 
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the school is assigned an adult who will take the time to know and care for that 

child; recognizing and embedding positive mental health practices into formal and 

informal curricula and helping students understand the linkages; ensuring social 

and emotional learning is promoted in school improvement plans and is 

consistently addressed in school teams and community partnerships (National 

Centre for Mental Health Promotion and Youth Violence Prevention, 2009, in 

Morrison & Peterson, 2013).  

Teaching and learning. The teaching and learning pillar of 

comprehensive school health recognizes that teaching and learning occur in both 

informal and formal ways (JCSH, 2016). It includes curriculum, resources and 

associated activities (JCSH, 2016). It acknowledges that school staff benefit from 

opportunities for professional development about health (including positive 

mental health) and well-being. Teaching and learning require an understanding 

about the connections between mental health and academic learning and belief 

that “healthy students are better learners, and better-educated individuals are 

healthier” (JCSH, 2016).  Positive mental health promotion, therefore, provides 

youth with opportunities to acquire the knowledge, skills and attitudes to enhance 

their learning outcomes (JCSH, 2016; Morrison & Peterson, 2015a). The teaching 

and learning pillar includes building youth’s social and emotional skills in the 

belief that these are as important as cognitive skills to success in school and 

beyond (Cooper, 2013). PMH from strength-based perspectives recognizes the 

potential in teaching and learning for reciprocity and collaboration between youth 

and school staff. Youth are active participants in the learning environment and 
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their voices are respected and heard (Morrison & Peterson 2015a). This approach 

to teaching requires a paradigm shift away from traditional pedagogy in which 

teachers viewed students as “empty vessels ready to be filled with knowledge” 

(Cooper, 2013).   

Morrison and Peterson (2013) note that the teaching and learning pillar 

includes the following key practices and perspectives: differences and diversity in 

the classroom; culturally relevant practices; cooperative methods; autonomy-

supportive practices; strength-focused applications and social skills development 

(p. 29). Welcoming differences and diversity in the classroom is subsumed within 

teaching that is informed by principles of universal design for learning. In this 

way, the curriculum “is purposefully and intentionally designed right from the 

start to address diverse needs . . . This is a philosophical distinction as well as a 

technical one” (Rapp, 2014, p. 3). The promotion of positive mental health in 

teaching embeds messages of inclusion and support for all students and 

communicates the message that everyone has an equal right to learn. Thus culture, 

family type, gender, ability and more are recognized for their influence on 

learning and are acknowledged in the planning of instruction, student groupings 

and more (Rapp, 2014; Morrison & Peterson, 2013).  

Teaching and learning within a comprehensive school health approach 

also acknowledges the “inner motivational resources that may be supported or 

impeded by conditions” that children experience in the classroom context 

(Morrison & Peterson, 2013, p. 33). Teachers who understand the importance of 

autonomy-supportive practices develop effective listening skills, are mindful of 
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their everyday language and use words and phrases that communicate acceptance 

rather than judgement, control or dualism. They involve students in learning and 

explain the rationale for activities and routines that are necessary but that students 

may find “boring.” When planning learning content and instructional activities, 

they incorporate students’ interests, preferences and strengths and they provide 

active learning opportunities at both individual and group levels (Morrison & 

Peterson, 2013). 

Autonomy-Supportive practices are also reinforced through strength-based 

approaches. The latter entails learning about students’ interests, support systems 

and “points of personal connections that reflect their preferences, interests, areas 

of competency and aspirations” (Morrison & Peterson, p. 34). Beginning to learn 

from a place of strength, rather than deficit and weakness, builds confidence and 

motivation to learn and avoids marginalizing students who are struggling. This is 

particularly important when helping students, many of whom are vulnerable to 

being marginalized, to build social skills. Social skills are “critical for initiating 

and maintaining friendships with peers and adults” (Morrison & Peterson, 2013, 

p.35). Students who do not feel a sense of belonging at school are more likely to 

drop out of school or demonstrate behavioural challenges (Morrison & Peterson, 

2013). 

Partnerships and services. Partnerships within a comprehensive school 

health framework include establishing relationships and connections between 

school and students’ families, as well as among other schools and community 

resources (JCSH, 2016). Partnerships help to build capacity as community 
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organizations, services and resources are leveraged to their fullest potential 

(JCSH, 2016). Maximizing effectiveness requires health, education, justice and 

other sectors to work together with a unified approach in order to promote student 

and staff positive mental health and well-being (Pan-JCSH, 2016; Morrison & 

Peterson, 2015a). Building relationships with families requires sustained efforts 

that are founded in trust and respect. This contributes to a sense of partnership and 

collaboration between schools and families and understanding that the boundaries 

between home and school become blurred as events that happen in one setting 

often influence student behaviours and emotions in the other. Therefore, it is 

important that families feel supported by the school and that they understand the 

important role they play in student education (Morrison & Peterson, 2013). 

 Positive growth and development in children are promoted when they 

form positive attachments with caring adults (Morrison & Peterson, 2013, p. 38). 

This can be facilitated through the implementation of adult-student mentorship 

programs, partnerships with family and youth-serving agencies, and school and 

community-wide mobilization activities. These relationships help children to 

develop skills in resiliency as they interact with adults who model the skills. 

“School sites may also be utilized as central locations for the delivery of 

coordinated services for youth and their families” (Morrison & Peterson, 2013, p. 

38). When these services are offered with flexibility and the possibility of 

“stepping-up or stepping-down” as needed by the family, then the possibilities for 

the promotion of positive mental health are significantly potentiated (Morrison & 

Peterson, 2013). 
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There is significant evidence that the comprehensive school health 

framework can make a positive difference in the promotion of health for youth, 

particularly when implemented with consistency, fidelity and strong leadership 

(Langford, et al., 2014; Stewart-Brown, 2006). Whole school approaches are 

more effective than discrete programs, both in terms of health outcomes and cost 

(Kirby, 2013; Jané-Llopis, Barry, Hosman, & Patel, 2005). The importance of 

whole school approaches, which focus on both environment and the whole 

child/school/community are now being recognized for their potential impact on 

population health (CHNIG, 2013).  

Role and Emerging Roles of Nurses in School Health 

Roles of nurses in the school health settings. This section explores the 

literature about the roles of nurses in promoting health in schools. These roles 

range from providing direct client care to coordinating services and capacity 

building with staff. The emerging concept of Practice Development is also 

explored because of its emphasis on creating environments within which nurses 

and clients are able to thrive and flourish. This focus is consistent with strength-

based approaches to promoting positive mental health in schools.  

Comprehensive school health. Nurses have a unique perspective due to  

their understanding of both health and education (CHNIG, 2013). “The 

comprehensive promotion of health, mental health and education can be 

considered to be a pathway to whole school improvement” (Maras, Weston, 

Blacksmith & Brophy, 2015, p. 176).  In Canada, public health nurses, or nurses 

who have specialized knowledge pertaining to the field of public health, have 
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typically coordinated whole school approaches as part of their role (CAMH, 

2015a; CHNIG, 2013).  These nurses require knowledge of school and 

community resources; well-developed relationships with students, teachers and 

the community; the ability to focus in wholistic ways on individuals, groups and 

school populations; and strong leadership skills (CHNIG, 2013; Maras, et al., 

2015). In this capacity, nurses act as “bridges” to resources both in and outside of 

schools and use collaborative, multifaceted approaches to optimizing the health of 

students (CHNIG, 2013). These nurses must be well-versed in integrating 

strength-based approaches like asset-building and positive mental health (Maras, 

et al., 2015). Punch (2016) notes that “public health nurses working in schools can 

have a major impact on Ontario students but reduced numbers and high caseloads 

are limiting their effectiveness” (par 1).  

In recent years, primarily due to fiscal restraints, system restructuring, and 

shifts to program-based services, public health nurses have had to adjust their 

work within comprehensive school health approaches (CHNIG, 2013). Many 

public health nurses are responsible for large numbers of schools (for example, 35 

schools) and this makes it difficult for nurses to develop relationships with 

schools and communities and to be knowledgeable about resources (CHNIG, 

2013; Punch, 2016). In addition, some schools have shifted to program-based 

models of health, rather than integrated, whole school approaches, further diluting 

the role of public health nurses (CHNIG, 2013).  

These challenges to the role of nurses in school health have resulted in 

many public health nurses being unable to practice to their full scope and 
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potential (CHNIG, 2013). When public health nurses have a decreased presence 

in schools there is an overall decrease in the understanding of schools and 

communities about the role of the public health nurses in comprehensive school 

health (CHNIG, 2013). Particularly distressing is the report of nurses who have 

become unsure of their role (CHNIG, 2013). Schofield et al. (2011) report a 

“national crisis” in terms of clarity about the role of nurses in community, with 

particular concern that nurses’ scope of practice is being underutilized and that 

nurses “are being replaced” by other disciplines (p. 1054). This diminished role 

for nurses: 

. . . runs counter to evidence about childhood development . . . Research 

shows the brain continues to develop dramatically from late childhood to 

young adulthood, making it a crucial time to learn healthy practices and 

coping skills. Nurses are also needed to tackle the ongoing problem of 

childhood obesity. School years also encompass critical transition periods 

that can lead to anxiety and depression (Punch, 2016, par 10, 11). 

 

As evidence has mounted about the effectiveness of child-centred, whole 

school, preventive, strength-based approaches, there has been a gradual move to 

return public health nurses to a more central role in comprehensive school health 

(CHNIG, 2013). As health care systems are being transformed across Canada and 

in other countries, and as understanding about population health and primary 

health care increases, there has been a call for nurses to work to their full scope of 

practice within the school context (CHNIG, 2013; Schofield et al., 2013). This 

scope includes a focus on well-being for members of the school community and 

other concepts that are consistent with positive mental health.  

Registered nurses in New Brunswick also play an important role in 

comprehensive school health through the Healthy Learners in Schools Program 
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(HLSP; GNB, 2015a). Introduced in 2000, the four pillars of comprehensive 

school health are reflecting in the goals of the HLSP, which are:  

 To promote, enable and encourage students to make healthy 

lifestyle choices through implementation of programs and services 

which create a healthy learning environment. 

 To promote and mobilize accessible health services at school that 

support individual behaviour change to meet primary health care 

needs of students. 

 To establish partnerships within the community that support health 

at the primary health care level, with a commitment to a 

collaborative approach and shared responsibility. 

 To complement and support the ability of the school community to 

respond effectively to children and families in need and support 

healthy child development on a continuum of health services 

(Healthy Learners, n.d., par 4). 

 

  HLSP nurses are experienced public health nurses who receive additional 

training in order to fulfill their role. Much of their work occurs as members of 

interdisciplinary teams and committees that include dieticians, other public health 

nurses, school principals, school district administrators, members of school 

communities, including school families, community police officers, and a number 

of other agencies and government departments, including those of Health and 

Education and Early Childhood Development (GNB, 2015).   

Much of their role is at the committee level and includes providing high 

level expertise advice and coordination of services. They are often involved with 

the creation of policy, health initiatives, community capacity building, advocating 

for youth and more. Unlike other models of school nursing, HLSP nurses do not 

provide direct client care. For example, rather than conduct head lice checks on 

youth in schools, they are more likely to teach school staff, youth and families 

how to prevent and manage lice infestations. The rationale for this approach is 
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that it is the school staff who have the majority of direct contact with youth. This 

makes it more likely that they will have established trusting relationships with 

youth, understand their preferred approaches to learning, and be therefore better 

positioned to provide health promotion. It is the role of the HLSP nurses to ensure 

that teachers are provided with resources that are evidence-informed and 

appropriate (GNB, 2015).  

The New Brunswick model includes one to two HLSP nurses for each 

Education Centre in the Province. This makes the number of nurses relatively 

small with a total of 12. Nurses are distributed in Anglophone Schools Districts as 

follows: three nurses in Anglophone School District (ASD) - West (Fredericton, 

Oromocto, Woodstock and Edmundston regions); three in ASD - South (Sussex, 

Saint John and St. Stephen regions); three in ASD - North (Campbellton, 

Bathurst, Miramichi, and Rexton regions) and three in ASD - East (Moncton and 

Dieppe regions) (GNB, 2016d).  

School-Based Health Clinics. School-based health clinics provide 

services that many youths would not otherwise be able to access, including 

primary and secondary prevention (CHNIG, 2013). Access to health care is a 

central issue from both primary health care and child rights perspectives (CHNIG, 

2013). Particularly vulnerable are youth who live in rural areas or areas where 

there are no services; whose families are not able to afford care; or are not willing 

to access services (McNall, Lichty, & Davis, 2010). Services vary from 

immunizations, sexual health care, dental care, medical care (including mental 

health care), and universal primary prevention programs (for example social and 
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emotional learning; McNall, Lichty, & Davis, 2010). The role of nurses varies 

from public health nurses to Nurse Practitioners. In New Brunswick, the latter 

have been particularly active in the provision of sexual health clinics in high 

schools, with no roles in middle or elementary schools (CBC, 2015; GNB, 

2016b).  

Advantages of school-based clinics include: decreases in youth missing 

school in order to attend appointments that are off-site; increased follow-up on 

appointments; early detection of health issues; and decreased stigma associated 

with accessing services (McNall, Lichty, & Davis, 2010). Without a philosophical 

shift towards strength-based approaches, disadvantages could include the 

perpetuation of siloed, fragmented and deficit-oriented care, albeit in one 

geographical location. Should this occur, the focus would likely remain on 

services and programs rather than integrated, comprehensive approaches.  

A review of the literature by Yau and Newton (2012) noted school-based 

clinics are a relatively new phenomena in Canada. Aside from the four that 

opened in Toronto in 2012, they reported there are two school-based clinics in 

Saskatchewan (both of which are less than ten years of age). They also reported 

there are 34 Youth Health Centres in Nova Scotia.  

Youth Health Centres (YHC).Youth Health Centres (YHC) are similar in 

some ways to school-based health clinics in terms of providing primary and 

secondary health services (for example: injury prevention, mental health, sexual 

health, healthy eating, addiction issues) (Nova Scotia, 2014).They differ from 

School-based clinics in terms of the following, which are considered key 
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components to any YHC:  youth involvement and engagement; clinical and health 

promotion services; community development and partnerships; and outreach 

services to diverse and marginalized youth (Nova Scotia, 2014). Within the 

context of YHC, nurses work as part of interdisciplinary teams. 

Advantages include cost savings and increased access to services and 

intentional focus on capacity building and inclusion of youth voice. 

Disadvantages include the perpetuation of deficit-based and/or narrow approaches 

to mental health and a lack of intentional emphasis on PMH and strength-based 

approaches. Focus can remain on services and programs rather than philosophies 

and whole-school approaches. The majority of YHC’s in Canada are housed in 

high schools (CAMH, 2013), thus excluding younger children. 

Wraparound Approaches (PBIS, RTI and ISD). Despite an increase in 

the number of services available to youth, long wait times remain and families are 

often forced to navigate systems that are fragmented or siloed, repetitive, 

expensive and fail to make statistically significant changes in youth mental health 

outcomes (MHCC, 2013a). The term “wraparound” reflects a different approach 

and a philosophy of care that centres around youth (USOSEP, 2016a).  The 

wraparound process is an organized way to provide support that reflects a valuing 

of human to human connection and compassion (Burns & Goldman, 1999). Its 

tenets are consistent with those of strength-based assumptions of PMH and 

recognize that humans want and need other humans in order to survive and that 

this process includes the need to feel connected to others and live within a social 

system (Burns & Goldman, 1999).   



78 
 

Considered “best practice,” wraparound focuses on establishing positive 

relationships between youth and their formal and informal support systems and 

includes a distinct planning process (USOSEP, 2016a). Wraparound services 

cross disciplines and sectors and provide comprehensive, unconditional, flexible 

support that assumes youth have strengths and are capable of having a voice in 

how their services are delivered and who is involved with the process (Grimes, 

Kapunan & Mullin, 2006; Stroul, Blau, & Friedman, 2010). Initially developed 

through work with youth who had complex, mental health challenges, the 

wraparound philosophy and approaches have evolved so that they can be applied 

at broader, population levels (Stroul, et al., 2010; USOSEP, 2016a).  

As the title implies, these services are tailored to youth and are flexible 

enough to increase their intensity and duration as required (Grimes, Kapunan, & 

Mullin, 2006). Wraparound approaches are based on Stroul and Friedman’s 

Systems of Care (Grimes, Kapunan, & Mullin, 2006).  They follow six principles 

at both individual and population levels, which include being: child-centred (so 

that care can be individualized); family-driven (recognize youth are nested within 

their family and require the support and involvement of family); community-

based (keeping youth as close to their family as possible and utilizing local 

resources);  culturally and linguistically competent (respectful of behaviours, 

ideas, attitudes, language, customs, rituals, ceremonies and practices of family’s 

ethnic group); integrated service delivery (with care coordination and seamless 

service delivery); comprehensive array of services (flexible enough to be 

individualized to youth); clinically-appropriate, age-appropriate, and least 
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restrictive/least intrusive (takes place in settings that are the most natural for the 

child and family and are the least restrictive and intrusive to meet the needs of the 

child and family) (USOSEP, 2016a, par 6).  

Burns and Golman (1999) note:  

An ecological perspective guides wraparound. This means that 

development occurs in the context of interactions between the child and 

his/her environment. To increase healthy functioning, environmental 

forces, including the family, the community, and the service system, must 

support the strengths of the child and family. Values include voice and 

choice for the child and family, compassion, flexibility, and the core 

values of the system of care. (pp 12-13)  

 

The complexity of wraparound and integrated systems makes evaluation 

through traditional methods challenging and much of the research to date has been 

quasi-experimental, descriptive or comparative (Stroul, et al., 2010). A Canadian 

comparison analysis of the costs of caring for children through wraparound versus 

traditional approaches (residential and young offender placements) over a nine-

month period, were $9,175.30 for wraparound versus $27,748.00 for traditional 

(Debicki, 2009).   

Wraparound is consistent with ecological systems theory and strength-

based approaches (USOSEP, 2016a). In terms of approaches to positive mental 

health, schools are an appropriate context for wraparound service. One of the 

best-known examples of this integration is the Positive Behaviour Intervention 

System (PBIS) in which the major goal is youth success within the context of 

their families and schools (USOSEP, 2016a). The PBIS approach is different from 

traditional, deficit-oriented approaches for a number of reasons, including the 

intentional focus on youth strengths across settings (home, school, community) 
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and life domains (social, cultural, basic living skills, academics, etc.) (USOSEP, 

2016a, par. 6).  

Services within PBIS approaches are offered at three levels of delivery as 

follows: primary (universal services are delivered at school wide levels to all 

youth); secondary level (services are targeted to groups of youth who are at-risk 

or in the early phases of behavioural issues, may or may not involve staff from 

outside the school); and tertiary level (specialized services are delivered, often on 

an individual basis, often involving staff from outside the school) (USOSEP, 

2016b). A pyramid is often used to depict these three levels because its shape 

parallels the proportions of students who will be reached: at the base, universal 

approaches are appropriate to the majority of students, targeted to a smaller 

number, and individualized to an even smaller number (USOSEP, 2016b).  

While the PBIS approach targets youth behaviours, the Response to 

Intervention (RTI) approach targets academics (USOP, 2016b).  The combination 

of RTI and PBIS provides effective instructional strategies for both academic and 

behavioural systems (USOSEP, 2016, par 5). The same pyramid and description 

of levels used to describe PBIS can also be used to describe RTI (USOSEP, 

2016b).  

Morrison and Peterson (2014) use a triangle to depict the example of 

integrated service delivery (ISD) approach, noting that is compatible with PBIS 

and RTI models. The ISD approach entails professionals from a number of areas 

(education, justice, health) streamlining care for children and families who meet 

the criteria for mental health support. The ISD model is designed to centre around 
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youth and provide services in schools across age and grade levels. In other words, 

services are child-centred, rather than the traditional provider-centred approach. 

Combining care in this integrated manner helps to reduce silos, save money, 

reduce wait times and can increase both provider and user satisfaction (GNB, 

2016a).  

Advantages of ISD include an intentional, whole school, child-centred 

approach, as well as deliberate focus on strengths and promotion of protective 

factors. These are clearly explicated in the philosophy of ISD. Disadvantages 

include challenges associated with change, as well as with role transition and 

clarity of expectations (GNB, 2016a). 

The ISD Program in New Brunswick is in the process of being 

implemented at a Provincial level following evaluation of five-year 

implementations at two demonstration sites. An evaluation of the pilot 

demonstrated decreased wait times, increased access to services and lowered costs 

(CBC, 2016; GNB, 2016a).  

Regardless of the approach being used, be it PBIS, RTI or ISD, the Figure 

below illustrates the concept of a pyramid of interventions in which the majority 

of children receive universal programming, or Tier 1; a smaller number of 

children receive targeted group intervention, or Tier 2; and an even smaller 

number of children receive intensive, individual intervention, or Tier 3. 
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Figure 1.  Pyramid that Illustrates Prioritizing of and Approaches to 

Intervention 

 

Reference: https://www.ldatschool.ca/wp-content/uploads/2014/08/Tiered-

Approach-Pyramid.jpg 

Morrison and Peterson (2013) note that increasing the delivery of 

universal services (primary level) can shift health outcomes in a cost-effective 

manner, much like shifting the health of a population by increasing well-being as 

noted in Mantoura (2014). However, this shift requires changes in the 

organizational culture and environment in schools (Morrison & Peterson, 2013; 

Mantoura, 2014). Regardless of the setting, key factors in supporting the success 

of this type of service delivery include: organizational culture, leadership, 

accountability, and partnerships (Waxman & Hughes, 2003). 

https://www.ldatschool.ca/wp-content/uploads/2014/08/Tiered-Approach-Pyramid.jpg
https://www.ldatschool.ca/wp-content/uploads/2014/08/Tiered-Approach-Pyramid.jpg
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Nurses who are employed in the ISD system have specialized training in 

the field of mental health and working with youth. Their work involves 

membership in interdisciplinary teams and they are often able to provide unique 

perspectives about the health impact of issues being addressed (for example, the 

implications of a medication that has been prescribed to a child). Within the 

current system, HLSP nurses are not members of ISD teams. Although they share 

some of the same skills, their roles are different. However, as the system 

continues to evolve, this could change. 

Emerging roles in nursing: Person Centred Nursing and Practice 

Development.   

While (2014) notes that “nurses need to change the discourse of clinical 

practice so that public health and promoting health are central to practice rather 

than an occasional adjunct” (p. 1191). This requires a “new approach to public 

health practice and professionals’ leadership” (Resiliency Initiatives, 2013a, p. 5).  

This new approach places people and communities at the centre and moves away 

from the traditional, deficit-oriented paradigm (Resiliency Initiatives, 2013a). 

“System changes and culture shifts at agencies and among service providers will 

require dedicated leadership” (Watson, Carter & Manion, 2014, p. 7). 

Nurses are well positioned to lead and influence community practice 

towards a more central role for public health and health promotion for a number 

of reasons. Subsumed within these reasons is the assumption that strength-based 

approaches are integrated into public health and health promotion roles of public 

health nurses. Theses nurses are well positioned to influence and lead change for 
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the following reasons: Nurses are guided by a community and public health 

practice-model and standards of practice (CHNC, 2011); nurses are able to 

establish powerful relationships with clients (While, 2014); nurses are able to 

draw on the metaparadigm of nursing (Chinn & Kramer, 2015) which is 

consistent with key concepts of positive mental health. A more detailed 

explanation of these reasons follows.  

Firstly, nurses are guided by the Canadian Community Health Nursing 

Professional Practice Model (CHNC, 2011) and the Canadian Community Health 

Nursing Standards of Practice (CHNC, 2011).  Both documents are explicitly 

strength-based and encourage nurses to use holistic approaches that address issues 

of social justice and system change (CHNC, 2011). They delineate specific 

strategies and standards that can be adapted to a variety of settings, and they help 

nurses to explicate their roles. 

 Secondly, when nurses operate from a strength-based paradigm, their 

relationships with clients can be transformative and capacity building, particularly 

when clients become active participants in change processes that are empowering 

(CHNC, 2011; While, 2014). Included in the role of nurses is advocacy for the 

embedding of social justice in health policy (Chinn & Kramer, 2015; CHNC, 

2011). This type of advocacy is often a central focus of public health nurses and 

this can lead to system change at broad levels. 

Thirdly, the metaparadigm of nursing provides a perspective that is 

holistic and integrated. This metaparadigm is comprised of four central concepts: 

person, nurse, health and environment, with the values of social justice and caring 
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at the centre (Chinn & Kramer, 2015; CHNCC, 2011). The relationship between 

each of these concepts is dynamic, reciprocal and recognizes the influence of 

environment on health. This perspective is consistent with key concepts of 

positive mental health, including the emphasis on environment/context, 

relationships, and the importance of strength-based, integrated approaches. 

Increasing attention to the concept of person (individual, group or 

population) has led to the development of a number of terms that describe an 

emerging focus of care: patient-centred; client-centred; individualized; people-

centred; and “person-centred” care, all of which are used interchangeably by 

nurses and other disciplines (CHNC, 2011; CNA, 2005). Common to these terms 

is an intentional move away from focusing on task-centred care (which often 

centres around meeting the needs of institutions and agencies) and an effort to 

promote more holistic, individualized care that is high quality, efficient and cost 

effective (McCormack & McCance, 2010, 2016). Although the terms are often 

used interchangeably, it is important to understand that they can reflect different 

values and approaches and this changes the meaning of the term (CHNCC, 2011; 

McCormack & McCance, 2010, 2016). 

 Patient-centred, individualized and client-centred care are often used 

within the context of primary health care (McCormack & McCance, 2010). 

People-centred care is an umbrella term that covers the other concepts and is 

associated with a specific set of core values: “empowerment; participation; central 

role of the family and community in any process of development, and an end to 

gender and all forms of discrimination” (WHO, 2016b, par. 3). McCormack and 
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McCance (2010) identify concepts that define person-centred care: being in 

relation; being in a social world; being in place and being with self (p. 27). 

Particularly in the United Kingdom, person-centred care has become central to 

nursing practice and embedded in health policy (McKormack and McCance, 

2016). The concept continues to evolve. 

McCormack and McCance (2010, 2016) developed a mid-range 

theoretical framework, titled The Person-Centred Nursing Framework (PCN). 

Person-centred care within this Framework recognizes that it is critical that 

nurses: establish authentic and caring relationships with patients and colleagues; 

practice within organizational cultures that foster: safety, quality of care, respect 

for patients and staff, creativity, reflection and self-awareness; and are supported 

in their practice by leadership that is effective and trustworthy (McCormack & 

McCance, 2010, 2016). Within this framework (Figure 2), nurses are encouraged 

to rethink and question their everyday work, continually seeking to understand the 

rationale and evidence that supports what they do (Dewing, 2016; McCormack 

and McCance, 2010, 2016).  
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Figure 2. The Person-Centred Care Framework 

 

 

Reference: McCormack, B. & McCance, T.  (2016) Person-centred Practice 

Framework in Person- centred Practice in Nursing and Healthcare.West Sussex:  

Wiley- Blackwell. 

 

There are four constructs within the PCN Framework: prerequisites (focus 

on the attributes of the nurse); care environment (focus on context in which care is 

delivered); person-centred process (focus on delivering care through a variety of 

activities); expected outcomes (which are the results of effective PCN) 

(McCormack & McCance, 2010, p. 36). The conceptualization of these constructs 

is consistent with strength-based approaches, particularly the emphasis on 
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understanding the context, establishing authentic relationships and creating 

organizational cultures that promote flourishing. The PCN Framework has been 

well-studied and nursing practice from this approach has been found to: increase 

patient satisfaction with care; increase wholism in approaches to care; increase 

nurses’ satisfaction with work; decrease nurses’ anxiety about work; promote 

more positive work environments; and more (Dewing, 2016; McCormack & 

McCance, 2016).  

Developing person-centred nursing entails more than adopting a 

framework, it involves changing a culture. This means transforming philosophies 

and approaches in practice, organizations and in populations. The process is 

complex, takes time and requires long-term commitment at many levels, 

particularly leadership. Like the evolution of approaches to positive mental health, 

the shift towards person-centred environments has been uneven, with gaps 

between the theory and practice of caring and person-centredness (McCormack & 

McCance, 2016). Person-centred nursing resonates with nurses and many have 

tried to create person-centred environments within their own practice as they try 

to build momentum for larger system change. This has led to a phrase coined by 

McCormack and McCance (2010) as “person-centred moments.” In fact: 

The real challenge for all organisations is the movement from 

individual ‘person-centred moments’ to ‘person-centred cultures’. 

It is clearly evident from the international literature that this cannot 

happen by relying on the individual motivation of practitioners, but 

instead requires a sustained commitment to facilitated culture 

change with teams and across organisations (Mitchell, 2015, par 

11).  
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Practice Development (PD) provides a way to facilitate culture change in 

nursing and health care (Dewing, 2016). The most common definition of PD 

states it is:  

A continuous process of improvement towards increased 

effectiveness in patient centred care. This is brought about by 

enabling health care teams to develop their knowledge and skills 

and to transform the culture and context of care. It is enabled and 

supported by facilitators committed to systematic, rigourous 

continuous processes of emancipatory change that reflect the 

perspectives of both service users and service providers 

(McCormack & McCance, 2010, p. 8). 

  

The above reference to transformation of organizational culture separates 

PD from other approaches to the implementation of evidence-informed practice 

(McCormack & McCance, 2010, p. 140). This transformation is facilitated by the 

embedding of a nurse who is skilled in person-centred nursing within the 

organization at the front lines of practice. This nurse, or practice developer, 

strives to “create conditions whereby reflection, critique, collaboration, high 

challenge with high support and active learning can be sustained as integrated 

components of practice and which collectively bring about changes in the practice 

culture” (McCormack & McCance, 2010, p. 141). The practice developer helps 

staff to “see the possibilities.” A practice developer may already be a member of 

the practice team, or may be hired externally to the team, or a combination of 

both. Transforming organizational culture takes time, and the developer should be 

funded to remain with the team for at least two years. Research in Australia and 

Scotland is already demonstrating the cost-effectiveness of Practice Development, 

particularly in terms of increasing employee engagement, increases in retention, 



90 
 

reductions in sick time and increasing patient safety (Dewing, McCormack & 

Titchen, 2014; McCormack & McCance, 2016).  

 The International Practice Development Collaborative (IPDC, 2016) is a 

group of practice developers who have formed a community of practice designed 

to promote Practice Development. The aim of the IPDC is to work with nurses 

and across sectors to develop person-centred cultures that are “dignified, 

compassionate and safer for all” (IPDC, 2016, par 8). Practice Development is an 

appropriate role for public health nurses as it is consistent with the metaparadigm 

and core values of nursing (person, health, nurse, environment and core values of 

caring and social justice). Practice Development recognizes the role of nurses in 

helping to transform environments so that “moments” of person-centredness 

become “cultures” of person-centredness (Dewing, 2016). Practice Development 

recognizes that this transformation helps nurses, people (in other words, patients 

and populations) to become more satisfied with their care and to experience 

enhanced feelings of well-being and flourishing (McCormack & McCance, 2010).  

There is increasing emphasis on promoting healthy organizational cultures 

across sectors, particularly in the fields of health and education. Risk management 

and quality improvement tools are thought to facilitate the process and the 

assumptions that underlie these tools reflect assumptions that may or may not be 

consistent with strength-based approaches. Dewing (2016), notes that dualistic, 

mechanistic approaches to changing organizational cultures lead to rigid protocols 

and checklists. These cultures do not consider the values or beliefs of clients, 

context, or the skills and clinical judgement of nurses. They often squash 
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conditions that promote flourishing and well-being. She notes that there are often 

ways to collaborate and find creative solutions that meet the needs of all parties 

involved while maintaining standards of safety. This process requires self-

awareness on the part of nurses as well as confidence that they will be supported 

by their leadership and organizational culture. Traditional approaches to gaining 

these and other skills involve attending formal education sessions that occur 

outside the context of the everyday work environment. These sessions tend to 

have pre-set agendas, specialized facilitators, and require additional staff to cover 

the work of those who are attending the training. Follow-up to learn about 

implementation or translation of training in the workplace is rare if nonexistent 

(Dewing, 2016). 

Dewing (2016) proposes social learning be implemented in the context of 

nurses’ workplace so that nurses can discuss the issues that matter to them in 

supportive environments. Examples include weekly or monthly gatherings, 

coaching sessions, or impromptu learning or knowledge “huddles.” Social 

learning can contribute to culture change as nurses who work together begin to 

learn together in ways that are meaningful to them. Aliakabari, Parvin, Heidari, 

and Haghani (2015) explicate the influence of humanist psychology on social 

learning theory and note that learning from this perspective relies on 

teachers/nurses who are able to create conditions so that students/nurses are able 

to learn by following their curiosity. The same authors note that the role of the 

teacher to give students “the responsibility and freedom to learn as they wish and 

willing to learn. However, there is often a clear structure as minimum required 
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limits, which there are tips for getting started. It is possible to achieve by the 

needs of the curriculum, but the process of learning will be remained open” (par 

55). Aliakabari, et al. (2015) note that this process requires tremendous skill and 

self-awareness on the part of educators, who must not only be experts in content 

but also in social learning pedagogy.   

Dewing (2016) refers to current risk-adverse health and education climates 

in which research and knowledge are seldom translated into practice or 

organizational culture. She also notes: “Changing the culture is about making 

people notice more what is going on in practice, finding it easier to ask questions 

or challenge people in positive ways . . . Those three things alone create a safer 

care environment and help everybody to be responsible for quality” (Dewing, 

2016, par 16). Dewing also notes that cultures of creativity, innovation and 

transformation require the explication of values and performance expectations to 

which all nurses subscribe and can adhere. She notes transforming organizational 

cultures so that they become places of flourishing and staff engagement requires 

social learning and leadership skills that many nurses in leadership positions are 

not taught. Practice Development provides an approach that facilitates this 

learning.  

Many of the tools that are used by practice developers to transform 

organizational cultures are freely available for adoption into research and practice 

(Dewing, McCormack, Titchen, 2014). Research methods that are appropriate to 

Practice Development include appreciative inquiry, participatory approaches to 
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evaluation, logic models, and other strength-based approaches (McCormack & 

McCance, 2010). 

As health care continues to evolve from a medical model to primary health 

care approaches, the role of nurses is being challenged, particularly within the 

area of public health and school health. Given the wealth and variety of 

experience of nurses who work within the HLSP, it is important to capture their 

voices and perspectives. The role of nurses in promoting positive mental health 

from a strength-based perspective has not been explored and was therefore an 

important part of this study. The standards that guide HLSP nurses promote 

strength-based approaches and the primary health care model. Nurses should be 

well positioned to contribute to the evolution and reshaping of health care 

systems. Participatory research methods that incorporate the voices of these 

nurses and use strength-based approaches are an ideal way to begin these 

conversations. These methods must be able to address complex systems and be 

consistent with socio-ecological theory. 

Mental health challenges continue to rise in the youth population.  The 

principles of primary health care include the provision of services that are person-

centred. Person-centred care (PCC) as its name implies, prioritizes the values, 

interests and preferences of clients. The term can be applied to individuals or 

populations.  Strength-based approaches to positive mental health are holistic in 

focus and first consider whole populations rather than only those “at-risk.”  

Although person-centred care (PCC) is not a new concept, like positive 

mental health, it is emerging. McCormack and McCance’s (2010) theory of 
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Person-Centred Nursing (PCN) is helpful in understanding PCC from a strength-

based perspective. It focuses specifically on the role of nurses in facilitating 

change towards organizational cultures that promote human flourishing and well-

being. These are key elements of the theoretical framework of positive mental 

health.  Almost all PCC and PCN research has occurred within hospital and 

nursing home settings. In fact, the review of the literature for this dissertation did 

not identify any research using this theory within the realm of school health. 

Practice development provides a way to implement and also to research Person-

Centred Nursing and Person-Centred care. It emphasizes the importance of 

evaluation, particularly during times of organizational change. Research and 

evaluation methods appropriate to Practice Development include appreciative 

inquiry and other forms of participatory action research. 

Positive Mental Health:  Evaluation and Research Methods 

Importance of evaluation and research for positive mental health 

initiatives.  As nurses become involved in promoting positive mental health, 

particularly within the context of school-based settings, new roles and practices 

are emerging. It is important to understand these new roles and practices, and also 

to examine, reflect, refine them and engage in evaluation and research. These are 

important considerations if the contributions of nurses are to be maximized.  

Characteristics of evaluation approaches. Research is defined as “the 

systematic collection of data designed to develop or contribute to generalizable 

knowledge” (EVA1, 2016), while evaluation is defined as: The systematic 

collection and analysis of information about program activities, characteristics, 
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and outcomes to make judgements about the program, improve program 

effectiveness, and/or inform decisions about future programming (Patton, 2009). 

In other words, evaluation can be used to determine whether a body of knowledge 

is useful or credible. Evaluation is intended to be a sustained process, not a single 

event (Eval, 2016; Kellogg, 2004a; Morrison & Peterson, 2015b). The evaluation 

process entails “rigourous and independent assessment of either completed or 

ongoing activities to determine the extent to which they are achieving stated 

objectives and contributing to decision making” (UNDP, 2009, p. 8).  

Evaluation can be viewed within the context of planning and monitoring. 

Planning refers to the process of establishing the intent of an initiative or program, 

formulating strategies, organizing implementation components, or setting aside 

resources to reach identified goals. Monitoring is the means by which information 

about the initiative is gathered on an ongoing and regular basis. It demonstrates 

whether or not progress is being made towards reaching the program or initiative 

goals (Eval 2016; Kellogg, 2004a; Morrison & Peterson, 2015b). Evaluation can 

illustrate whether policies and programmes are effective (UNEG, 2015). 

Evaluation of an initiative relies on attention to detail in terms of 

delineating anticipated outcomes, identifying methods and timings for gathering 

data about the initiative, monitoring changes, and a framework for analysis of the 

changes.  The process must be flexible enough to accommodate refinements and 

modifications that are inevitably required with any new change or initiative 

(Morrison & Peterson, 2015b; UNDP, 2009). 
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Evaluation from strength-based perspectives is particularly useful in 

exploring positive mental health initiatives (Morrison & Peterson, 2015b). Some 

practical guidelines from the literature associated with implementation of 

evaluation methods that may be particularly helpful to positive mental health 

initiatives, include the following: 

 Focus on well-being and link evaluation goals with efforts to 

enhance the well-being of people (Kellogg, 2004a; Morrison & 

Peterson, 2015a). 

 Use multiple methods for the evaluation process that draw from 

different disciplines, techniques or approaches (Kellogg, 2004a; 

Morrison & Peterson, 2015a). 

 Use participatory approaches that are inclusive, entail high-level 

engagement and recognize the value of multiple perspectives 

(Kellogg, 2004a; 2004b; UNDP, 2009). 

 Ensure ongoing, effective communication so that all participants 

are clear about roles, responsibilities, expectations and more. This 

also promotes engagement as participants are able to monitor 

progress (Morrison & Peterson, 2015a; UNDP, 2009). 

 Build capacity through the meaningful involvement of participants 

in the evaluation process, including data collection, opportunities 

for dialogue and self-reflection and enhancing knowledge about 

the evaluation process and concepts (Kellogg, 2004a; 2004b; 

Morrison & Peterson, 2015a). 
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Evaluation and research in school-based mental health promotion. 

The credibility and value of practical and applied knowledge and evaluation is 

now accepted and widespread (Kellogg, 2004a; UNDP, 2009; UNEG, 2015a). 

Despite the evidence surrounding the importance of evaluation, less than half of 

Canadian schools reported incorporating evaluation into their school-based mental 

health programs (Manion, Short & Ferguson, 2012). Even when evaluation is 

incorporated, its conceptualization and standards of implementation vary 

markedly and in ways that lead to concerns about the validity and reliability of 

findings (Langford et al., 2014; Manion et al., 2012). These trends highlight the 

importance of targeted and widespread education regarding the meaning of 

evaluation and its relevance to school-based mental health programs and 

practices, as well as concrete and practical methods to facilitate its application in 

school settings (Morrison & Peterson, 2015a). Examples include: developing 

evaluation templates that address specific program domains or components, as 

well as common tools and measures for evaluation that can be applied 

consistently across schools and regions; access to technical support for guidance 

with the mechanics of program evaluation; the creation of infrastructure at 

provincial and national levels so that issues like process evaluations, outcomes, 

costs and more can be compared and addressed (Manion, et al., 2012). 

Suggested methods in school evaluation and research. Advances in 

applied fields of knowledge spurred the development of participatory approaches 

to evaluation (Bushe, 2012; Patton, 2009). Participatory approaches “allow us as 

human persons to know that we are part of the whole, rather than separated as 
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mind over and against matter” (Heron & Reason, 1997, p. 277). Characterized by 

democratic collaboration amongst evaluators and stakeholders, and agreement 

that knowledge is socially constructed, these approaches are particularly popular 

in the areas of education, health and organizational development in business 

(Bushe, 2012; Gamble, 2008). Participatory approaches offer practical and 

appealing ways to study complex social systems that are faced with change 

(Hargreaves, 2010). These systems could be groups, organizations or 

communities (Hargreaves, 2010; Rogers, 2008).  New research methods and 

designs that reflect the philosophical assumptions of the participatory approach 

have also evolved. Examples include: Participatory Action Research (PAR), 

Appreciative Inquiry (AI) and Practice Development (Crotty, 2013; Dewar, 2011; 

MacDonald, 2012).  

Participatory action research. Participatory Action Research (PAR) is a 

qualitative approach to research that falls under the broader umbrella of action 

research and is well suited to the fields of health and education (Crotty, 2013; 

MacDonald, 2012). Action research is an approach to social investigation and its 

purpose can vary from addressing and understanding a problem to engaging in 

sociopolitical action (McDonald, 2012, p. 36). “PAR seeks to understand and 

improve the world by changing it” (Baum, MacDougall & Smith, 2006, p. 854). 

PAR is characterized by the collaborative relationships that are developed 

between researchers and participants and the research is conducted “with” rather 

than “on” the population” (Heron & Reason, 1997; Rogers, 2008). MacDonald 

(2012) notes that: 
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The traditional social sciences are challenged by action research, 

which seeks full collaboration by all participants, who are often 

engaging in sociopolitical changes. By maintaining commitment to 

local contexts rather than the quest for truth, PAR liberates 

research from conventional prescriptive methods, and seeks to 

decentralize traditional research (p. 36).   

 

PAR fosters the development of collaborative, democratic and inclusive 

relationships in order to intentionally minimize power inequities within the 

research environment and ensure the voices of all stakeholders are involved 

(Crotty, 2013). One of the criticisms of PAR has been the fact that finding shared 

meaning and reducing inequity is more easily implemented in theory rather than 

practice (Heron & Reason, 1997; MacDonald, 2012).  This serves as a reminder 

that PAR design must be inclusive of populations who may feel they are 

marginalized or not be aware of the way in which they are excluded (MacDonald, 

2012). It is essential that conditions are created so that all members of the 

population feel confident their voices will be heard and trust that change will 

come from the process (MacDonald, 2012). Incorporating strategies for self-

reflection and creativity in research design may facilitate the process 

(McCormack & McCance, 2010).  

The PAR process is transformative as new perspectives are uncovered 

during an iterative cycle that separates it from most other approaches to public 

health research (Crotty, 2013; Heron & Reason, 1997). This “cycle of reflection, 

data collection, and action aims to improve health and reduce health inequities 

through involving the people who, in turn, take actions to improve their own 

health” (Baum, MacDougall & Smith, 2006, p. 854).  As participants and 

researchers collect, analyze, and reflect on the data, they become aware of actions 
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they can take to change their situation. Each time they repeat the cycle, they 

engage in a transformative process that can be depicted graphically to look like an 

upward spiral or corkscrew (Baum, MacDougall, & Smith, 2006; Heron & 

Reason, 1997). Ferrance (2000) describes participatory action research in terms of 

a six-step process that can be repeated. The steps include: Define the problem; 

gather data; interpret data; act on evidence; evaluate results; next steps (See 

Figure 3). 

The research process is capacity building and empowering as people 

develop an increased sense of control over their lives (Baum, MacDougall & 

Smith, 2006) much like health promotion as envisioned by the WHO (2016c). “At 

the heart of PAR is collective, self-reflective inquiry that researchers and 

participants undertake, so they can understand and improve upon the practices in 

which they participate and the situations in which they find themselves. The 

reflective process is directly linked to action, influenced by understanding of 

history, culture, and local context and embedded in social relationships” (Baum, 

MacDougall & Smith, 2006, p. 855). 
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Figure 3.  Steps in the Action Research Cycle 

 

Reference: Ferrance, 2000, p.9  CC BY-NC-ND 4.0 

Participatory research and positive mental health. In many ways, PAR is 

philosophically consistent with approaches to PMH (Morrison & Peterson, 2013). 

This is because both:  promote human flourishing; are concerned with practical 

issues; value participation and democracy; consider the process of inquiry as 

important as the outcome; recognize that the process is evolutionary and 

developmental (Heron & Reason, 1997). These same authors write: “So within 

the participative worldview the primary purpose of human inquiry is practical: our 

inquiry is our action in the service of human flourishing. Our knowing of the 

world is consummated as our action in the world and participatory research is thus 

essentially transformative” (p. 11). 

However, PAR differs from PMH because it retains some of the language 

and philosophy of deficit-based approaches. The most obvious example is the 

problem-identification phase of the PAR cycle (Hammond & Zimmerman, 2012). 

Research begins with the assumption that something is wrong with an 

https://creativecommons.org/licenses/by-nc-nd/4.0/
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organization or population and uses this deficit as a starting point for the 

investigation. It is not uncommon for PAR to also begin with a needs assessment, 

thus evoking the presumption that the organization or population has unmet needs 

that require fixing (Hammond & Zimmerman, 2012). Redolent of the biomedical 

model and mechanistic thinking, an inherent deficit-approach separates PAR from 

research methods like Appreciative Inquiry (AI) (Dewar, 2011).  

Appreciative inquiry designs. While the PAR cycle begins by identifying 

problems and asking “What is going wrong and what needs to be fixed?” within a 

system, the Appreciative Inquiry (AI) cycle begins by asking “What is going 

well?” (Bushe, 2010). Born from the discipline of Business, AI entails intentional 

focus on strengths and assets (Bushe, 2012; Dewar, 2011). It is not “action 

research with a positive focus” and there is no attempt to ignore problems (Bushe, 

2012). Appreciative Inquiries often explore the creation of environments in which 

people are able to flourish (Cooperrider, 2012; Bushe, 2012). AI is grounded in 

social constructionism (Dewar, 2011). 

Cooperrider (2012) refers to the “80/20 rule” in which people spend 80 

percent of their time focusing on problems and deficits, despite the fact that 

“excellence is not the opposite of failure and you will learn little about excellence 

from studying failure” (p. 10). He notes the systemic deficit-bias that crosses 

disciplines and sectors and is embedded in many organizational cultures so that 

less than 20 percent of attention is paid to strengths. Cooperrider (2012) advises 

reversing the above rule to create a positivity ratio in which people spend 80 

percent of their time focusing on strengths and 20 percent of the time focusing on 
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problems or challenges. He notes that “When we study excellence there will be an 

impact. When we study depression there will be an impact. The questions we ask 

determine what we find, and what we find becomes a powerful resource for 

planning and learning” (Cooperrider, 2012, p. 10). This reminder that small shifts 

in focus can make seismic differences in outcomes is reminiscent of Mantoura’s 

(2014) urgings to shift the focus of population health to promotion of well-being 

rather than prevention of illness.  

Cooperrider (2012) refers to the influence on AI from positive psychology 

and strength-based approaches and makes direct reference to the usefulness of 

Seligmann’s PERMA acronym (explained earlier in review of the literature) as a 

way to help people and organizations flourish. Cooperrider (2012) also refers to 

Frederickson’s “Broaden and Build” theory within the context of AI and notes 

that while fear and trauma constrict cognition and creativity, positive emotions 

nourish imagination, collaboration, innovation and more. This process is 

transformative as people and organizations participate in inquiry and become 

more aware of their own potential and the ideas of other colleagues (Bushe, 2010; 

Cooperrider, 2012). Generative spaces are created in which the energy from 

positive emotions inspires continued transformation and growth (Bushe, 2010; 

Cooperrider, 2012). 

AI assumes that “organizations (like schools) are centers of human 

relationships, and that relationships come alive where there is an appreciative 

eye—when people take the time to see the best in each other. Think in terms of 

constellations of strengths” (Cooperrider, 2012, p. 23). This assumption about the 
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central role that organizations play in terms of influencing relationships is 

redolent of assumptions about the importance of environment that is referred to in 

discussions about positive mental health as well as Person-Centred Care 

(McCormack & McCance, 2017). For example, Cooperrider (2012) notes: “We 

are learning about how to create spaces for this kind of transformational 

positivity, the intentional use of combinations of positive assets, strengths, 

positive emotions and whole system network effects to initiate, inspire, and better 

manage change” (p. 28). People and organizations work better when they have a 

sense of connection to each other and feel they are part of a larger whole (Morrisn 

& Peterson, 2015a,b). Cooperrider (2012) notes: “The well-known formula for 

bringing out the worst in human systems is separateness: entrenched silos, 

bureaucratic layering, solo players, we-they posturing . . .” (p. 20).  

Appreciative Inquiry Research begins with a group meeting, or summit, in 

which all stakeholders are encouraged to participate. This leads to participation 

from eight to 80 or more people. It is critical that leaders within the organization 

be involved and that trust is established (Bushe, 2010). A summit is not an 

opportunity for leaders to listen to members and then repress voices and concerns 

(Bushe, 2012). Facilitation of an AI Summit requires skill, particularly in terms of 

creating key questions and highlighting key points that are generated during the 

AI cycle (Bushe, 2010; Cooperrider, 2012). 

The iterative AI cycle follows either four or five phases and both are 

considered equally valid so that the choice of cycles reflects facilitator or 

researcher preference (Bushe, 2010; Cooperrider, 2012). A five phase 
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appreciative inquiry conceptualizes the beginning statement of focus as a phase, 

while a four phase inquiry does not. In the four phase AI Cycle, the beginning 

statement is separately titled Decide on a Focus, but it is not separated as a phase. 

In both approaches, subsequent phases are titled and follows:  Discovery (of 

positive strengths and core assets); Dream (opportunities and the values that are 

important to the group); Design (discuss aspirations, brainstorm); Deploy (results, 

make plans and follow post-summit) (Bushe, 2010; Cooperrider, 2012).  

The AI cycle leads to innovation when strong multi-disciplinary groups 

come together, build a collaborative and appreciative interchange, and explore the 

intersection of their different points of strength. Moreover, this macro-minded 

capability (i.e. the ability to connect ideas, people, and resources from across 

boundaries of all kinds) paves the way for something even more inspiring in 

management (Cooperrider, 2012). Appreciative Inquiry helps organizations to 

build capacity through positive change (Cooperrider, 2012; Hammond & 

Zimmerman, 2012).  Its effectiveness has led to increasing popularity, particularly 

within the fields of health and education (Hammond & Zimmerman, 2012).  

Paralleling this growth has been evolution of evaluation theory (Hammond 

& Zimmerman, 2012). Movement towards increasing efficiency and results 

within organizations, ensuring changes are informed by evidence, and increasing 

the involvement stakeholders and people who will be affected by any changes, 

has led to an increase in the use of participatory methods of evaluation (Coghlan, 

Preskill & Catsambas, 2003; Cooperrider, 2012).  
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Continuing in this line, AI is often paired with evaluation as the former is 

able to address the complexity of environment and systems, while the latter is able 

to provide a clear picture of the change process (Coghlan, Preskill, & Catsambas, 

2003). Changing complex systems and environments is an intricate process in 

which planning and monitoring must be attuned to the population affected 

(Kellogg, 2004b; Rogers, 2008). It also means that theories of change (TOC) must 

be utilized in ways that build capacity within the population, thus preparing them 

for the change process (Dewing, 2016; Morrison & Peterson, 2015b). Taking time 

to understand and develop this theory is essential to the success of an initiative 

and logic models can facilitate the process (Buitrago, 2015). Morrison and 

Peterson (2014) note a commonly used TOC is that of Prochaska and 

Diclemente’s (1983) Stages of Change because it is easily adapted, has been well 

used, and has practical appeal.  

Evaluators are often asked: “How do you know that the intervention made 

a difference? Perhaps there were other influences?” The fact that participatory 

approaches are not prescriptive and may not evaluate discrete interventions, 

makes answering these questions challenging and “messy.” Determining and 

measuring a cause-effect relationships in a multivariate environment is not 

possible because initiatives and interventions involving real people and places do 

not occur in laboratories and controlled settings. Many strength-based initiatives 

are designed to change organizational cultures (for example in schools). Their 

evaluation therefore requires methods and designs that are capable of addressing 

this complexity and that include the voice of participants. “Traditional research 
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methods have difficulty addressing this complexity” (Stroul, Blau, & Friedman, 

2010, p. 7).  

Chapter summary 

This chapter included a review of the literature and a detailed exploration 

of the conceptualization of positive mental health, including its importance, 

national and local trends, historical influences and emerging theory. The rationale 

for promoting positive mental health within the context of schools was explored, 

as was the role of nurses in the process. Consistent with a dual pathway model to 

well-being or positive mental health, the review addressed theories, research 

designs and methods that align with the values of a strength-based and positive 

mental health paradigm.  
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Chapter Two: Research Design and Methodology 

Introduction 

 This chapter presents details related to the theoretical framework, the 

research design, and the associated methods for my doctoral research 

investigation. The rationale for the selection of Appreciative Inquiry is discussed, 

as well as the paradigm within which it is situated. This section also includes a 

description of how my research plans were implemented over a 12-month period. 

Research Overview 

The intent of this research was to investigate the existing and potential 

roles of school health nurses in Positive Mental Health Promotion initiatives 

within the school environment. This study drew on the perspectives and practices 

of registered nurses and administrators who had experience working in supportive 

and leadership roles in the promotion of positive mental health within school 

primarily within Anglophone sectors in New Brunswick. Consistent with a dual 

pathway model to well-being or positive mental health, the study drew on 

theories, research designs and methods that affirm the values of a strength-based 

and positive mental health paradigm.  Problem-focused action research designs 

and methods were reframed within a positive psychology paradigm to explore and 

draw out strengths, promising practices, dreams and potential innovations in 

nursing roles for the promotion of positive mental health within the school 

context.  
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A 4-D Appreciate Inquiry research design and associated methods 

provided the basis for engaging participants in:  

 Discovering existing strengths related to nurses’ role for promoting 

positive mental health within the school settings no punctuation at the end 

 Dreaming or exploring potential innovations that could further embed 

positive mental health practices within school routines and relationships 

 Designing strategies or actions that could be undertaken to create and 

implement potential innovation in nursing roles or practices 

The process of data collection spanned an eight-month period. It involved initial 

in-depth interviews with eight registered nurses and administrators in which 

promising practices related to positive mental health promotion were described. 

This was followed by two rounds of focus group interviews, one to dream of 

potential innovations in nursing practices and professional roles (after six-months) 

and a second to examine potential designs for applying such insights in positive 

mental health initiatives within the school setting (after eight- months). 

Theoretical Framework for Positive Mental Health 

 The concept of positive mental health continues to emerge. The term 

appeared in the literature in the late 1950’s and has been explored from a number 

of perspectives since that time. Only in recent years has there been some 

consistency in the literature, thus creating an emerging theoretical framework. 

Prior to this time, conceptualizations have been inconsistent between and within 

disciplines.  
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It is important to understand the reasons that underlie this inconsistency 

because they continue to influence current approaches towards positive mental 

health, particularly in terms of directions for policy and research.  In essence, the 

reasons can be reduced to the philosophical underpinnings of the research and 

whether they are deficit- or strength-based oriented. The former orientation is 

more prevalent in dualistic approaches towards positive mental health. This has 

resulted in literature that conceptualizes positive mental health quite differently 

(Jane-Llopis & Anderson, 2010). Deficit-based literature perpetuates dualistic 

approaches to positive mental health that are more consistent with medical model 

theory about health, while strength-based literature is consistent with theory about 

primary health care approaches. However, the implementation of primary health 

care approaches is not always strength-based.  

In fact, a significant portion of the literature represents a hybrid in which 

the theory of primary health care is espoused (particularly regarding the 

importance of empowerment and prevention) while the practices and methods 

perpetuate medical model conceptualizations of health. Examples include 

conceptualizing positive mental health as an increase in literacy or a decrease in 

stigma about mental illness. This issue of hybridization and the contradictions that 

it presents has not been clearly explicated in reviews of the literature about mental 

health. However, there is some discussion about it in terms of general approaches 

to health (Llambias-Wolff, 2015b; Mehta, 2011). 

Regardless of philosophy, within the past three years in Canada, and five 

to six years in the literature from Ireland and Australia, there has been an increase 
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in consistency about the conceptualization of positive mental health. This 

constitutes the beginnings of a new theoretical framework for the study of positive 

mental health. It is within this framework that the research for this study is 

situated.  

 The traditional conceptualization of mental health is described as a single 

continuum model or pathway. This model depicts an axis or continuum with the 

presence of mental illness at one end and the absence of mental illness at the 

other. Mental health is conceptualized as the absence of mental illness. Within 

this model, mental illness and positive mental health are mutually exclusive 

(CAMH, 2015b; Westerhof & Keyes, 2010). 

 This approach is primarily deficit-oriented, focusing on risks of becoming 

mentally ill, weaknesses of individuals or health services, and the assumption that 

the absence of mental illness/disease equates to the presence of mental health. 

Within this approach, mental illness (regardless of the diagnosis, acuity and 

symptoms) cannot co-exist with mental health. This approach has been criticized 

for pathologizing health and perpetuating dualism and the traditional, medical 

model paradigm. It has also been criticized for assuming that an absence of 

mental illness equates to a presence of mental health. It has been said that the 

narrow gaze of this approach does not address the complex factors that contribute 

to mental illness and mental health. There is consensus within the literature that 

this model does not adequately describe positive mental health (CAMH, 2015b; 

Morrison & Peterson, 2015b; Westerhof & Keyes, 2010). 
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There is also agreement in the literature about the relevance of the dual 

pathway (or dual-factor, dual continuum, or two continuum model or approach). 

This model is depicted visually as two pathways, axes or continuums. One axis 

(typically the x-axis) conceptualizes mental illness in terms of its presence or, in 

other words at opposite ends of a continuum. This is similar to the single pathway 

model. However, the models differ with the addition of a second axis (the y-axis). 

This axis conceptualizes mental health as languishing and flourishing at opposite 

ends of a continuum. Factors from both axes contribute to understanding mental 

status within this model. For example, a person might experience a state of 

simultaneous low mental illness and high languishing. In other words, absence of 

mental illness does not necessarily equate to mental health. “Complete mental 

health” or optimal mental health is defined as a state of flourishing in which there 

is high positive mental health and low mental illness.  

Figure 4.  Two Continuum Model of Mental Health 

 

Reference: https://cambriancollege.ca/bridgingthedistance/pages/staff.html 

https://cambriancollege.ca/bridgingthedistance/pages/staff.html
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Morrison & Peterson (2015a) caution against viewing positive mental 

health in terms of single or discrete quadrants. They encourage an integrated 

perspective and conceptualization as a dual pathway rather than a continuum. The 

tendency to fragment positive mental health may lessen when it is conceptualized 

as a pathway rather than a quadrant (Morrison & Peterson, 2015b). In a similar 

train of thought, Westerhof and Keyes (2010) caution against conceptualizing 

“symptoms of positive mental health” and “symptoms of mental illness.” 

The Two Continuum model does not assume that the absence of mental 

illness equates to the presence of mental health. In addition, the model 

acknowledges that positive mental health can coexist in a person who has mental 

illness. It is, therefore, inclusive and applies to all people, regardless of their 

mental illness history. The model is also inclusive of other factors that influence 

health, for example, culture and other determinants of health. In fact, its 

applicability to entire populations and to aggregates (for example, youth) makes 

this approach consistent with the primary health care and the population health 

approaches. However, additional analysis is required before concluding that the 

Two Continuum Model is relevant to primary health care and by extension public 

health contexts. 

The advantage of the language of the Dual Pathway or Dual Factor Model 

is a clear conceptual separation of mental health from mental illness. This 

promotes clarity of discussion about positive mental health.  Research about 

positive mental health and the continuum of flourishing and languishing has been 

divided primarily into two areas: hedonic and eudaimonic well-being. Research 
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about hedonic well-being focuses on feelings of happiness, satisfaction, and 

interest in life and is often termed emotional well-being (Westerhof & Keyes, 

2010). Research about eudaimonic well-being focuses on realizing potential, 

functioning at optimal levels, engagement in meaningful activity and is often 

termed psychological well-being (Westerhof & Keyes, 2010). Deci and Ryan’s 

(2000) research about the role of competency, autonomy and relatedness fits 

within this dimension of well-being, as does Brendtro, Brokenleg and Van 

Bockern’s (2002) Circle of Courage. Flourishing is the multidimensional 

combination of eudaimonic and hedonic well-being, in other words “feeling good 

and doing good” (Frederickson, 2013). Keyes added the concept of social well-

being to reflect the importance of relationships and optimal functioning in society 

(Westerhof & Keyes, 2010). This is important as it reflects the fact that humans 

are social creatures, biologically programmed to live in groups. Mental health is 

challenged when these needs are not met. 

The positive emotions (e.g. joy, optimism, interest) that characterize 

positive mental health play a protective role in promoting mental health. This is 

illustrated by Frederickson’s (2013) “Broaden and Build Theory of Positive 

Emotions.” Frederickson emphasises the protective role that positive emotions 

play in building resources for human survival, noting that these emotions inspire 

creativity and innovation. These strengths are particularly important during 

challenging situations. This might seem redolent of research about mindfulness 

and neural integration, and although they are compatible, they are also distinctly 

different. 



115 
 

There is no doubt, however, that positive emotions serve as protective 

factors in supporting positive mental health. In fact, positive mental health itself 

can be a protective factor against physical health challenges, including 

cardiovascular disease, diabetes, trauma, mental illness and more.  Practices that 

promote positive mental health can be embedded in the environment and thus 

become accessible to all populations within that environment. 

Promoting optimal mental health is a complex nonlinear process. The 

pathway is dynamic and people move along it differently depending on a number 

of factors such as feelings of optimism, resilience, hope, purpose, gratitude, 

compassion, relatedness or connectedness, autonomy, competency (Brendtro, 

Brokenleg, & Van Bockern, 2002; Deci and Ryan, 2000; Morrison & Peterson, 

2015a,b). Positive mental health is also influenced by Costa and McCrea’s (1992) 

Five Factors of Personality (five broad factors of personality traits: extraversion; 

agreeableness; conscientiousness; neuroticism; and openness to experience). In 

other words, positive mental health reflects the complexity of the human 

condition.  

Current conceptualizations about positive mental health “nest” the 

individual at the centre of a system of other groups in levels that continually 

broaden outwards (for example: individual, family, school, etc.). The metaphor of 

a series of Russian nesting dolls has been used to describe this relationship and it 

is rooted in Bronfenbrenner’s (1977) ecological theory and socio-ecological 

theory (CDC, 2018). Individuals are influenced by their family, school and other 

layers of their system. These ecological and socio-ecological theories or models 
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accept that health is influenced by a complex web of factors that includes 

consideration of both person and environment (Bronfenbrenner, 1977; CDC, 

2018). Within ecological and socio-ecological models, elements of positive 

mental health (for example- resilience) can be strengthened or promoted by the 

system(s) of family, school, community, etc. and interventions are often directed 

across multiple systems at the same time, rather than focusing solely on the 

individual (Morrison & Peterson, 2015b). 

Research Design 

The design for this research was based on a review of the literature about 

methodologies appropriate for exploring the role of nurses in promoting positive 

mental health within the complex environment of schools. The rationale for 

specific choices is explained as the various elements of the design are explored. 

Designs appropriate to exploring complex environments.  

Appreciative Inquiry. Appreciative Inquiry (AI) is philosophically 

consistent with strength-based approaches to positive mental health (Morrison & 

Peterson, 2015a).  The conceptualization of positive mental health continues to 

develop and emerge from its roots in deficit-oriented approaches (Barry, 2009; 

Davis, 2011). When the study of positive mental health is accompanied by a focus 

on strengths and assets, there is an inevitable philosophical shift that leads to a 

reframing of questions and changes in perspectives (Morrison & Peterson, 2015a). 

The types of questions used in AI are appropriate to for facilitating this change or 

shift. The importance of making this shift as well as strategies to facilitate the 

change are gaps in the literature about positive mental health. They must be 
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explicated if the mental health of children and youth is to be addressed through 

system-wide and strength-based approaches (Morrison & Peterson, 2015a).  

Efforts to enhance the well-being of all children, rather than only those who are 

“at-risk,” require a shift in focus from the individual to universal wrap around 

approaches that are flexible and responsive. This is consistent with ecological 

theory and whole-school approaches (Morrison & Peterson, 2015).    

Appreciative Inquiry is an efficient and effective approach for studying 

and/or facilitating change in social systems, groups or communities (Bushe, 2013; 

Quinney & Richardson, 2014). Appreciative Inquiry can be applied at the 

individual, group or system level, and can be facilitated using formal or informal 

methods (Collister, 2010). Appreciative Inquiry integrates philosophy, theory, 

practice and research in an intentional effort to reduce traditional gaps in these 

areas (Cooperrider, 2012). In addition, rather than the typical focus on problems 

and “what is wrong,” AI focuses on “what is right” within a system and how 

things “could be” (Coghlan et al., 2003). It assumes that every organization and 

the people within it have strengths and positive attributes that can be maximized 

(Quinney & Richardson, 2014). Discovering these strengths, using them to 

imagine what the ideal system would look like, and then designing plans to create 

and sustain this ideal, are all integral to the AI process (Cooperrider, 2012). These 

activities generate hope and passion as people experience opportunities in which 

to use their creativity, imagination and begin to consider possibilities in change 

and how things “could be” (Bushe, 2010). The AI process is transformative and 

builds capacity as participants explore the potential for change and innovation. 
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During this process, they develop plans and strategies so that “what could be” 

becomes “what is,” thereby changing the organizational or system culture 

(Coghlan et al., 2003). 

Appreciative inquiry designs:  Theory, principles and assumptions.  

Social constructionism. Social constructionism is represented by an 

umbrella of terms and approaches such as post-Enlightenment, poststructuralism, 

postmodernism, contemporary hermeneutics, and discursive psychology, and 

more (Lahaye & Espe, 2010). These approaches are united through the agreement 

that reality is socially constructed and language is the primary vehicle through 

which we make sense of the world (Lahaye & Espe, 2010, p.37). Social 

constructionism invites the questioning of traditional assumptions about 

knowledge and truth. It argues that these assumptions are products that are shaped 

by history and culture (Lahaye & Espe, 2010). This leads to differences in 

assumptions about truth between groups and cultures, none of which are “better” 

or “more important” than another (Lahaye & Espe, 2010).  

Relationships play a central role in constructing reality because knowledge 

and reality are socially constructed (Lahay & Espe, 2010). Human beings are 

biologically social beings and individuals are therefore dependent on relationships 

with others in order to communicate and generate meaning through language, 

knowledge and more (Lahaye & Espe, 2010). This is also known as relational 

knowledge, or local or participatory knowledge and it is dynamic, changing with 

time, place, and context (Lahaye & Espe, 2010). Just as relationships and cultures 

vary, so do the social constructions of reality and truth, and these are what guide 
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action (Lahaye & Espe, 2010). This unites knowledge and action, making them 

inseparable (Lahaye & Espe, 2010). 

Language is the vehicle through which shared meaning about reality is 

communicated and therefore “a single word is never a single word, but rather a 

link to a world view” (Barret & Fry, 2005, p. 43 in Lahaye & Espe, 2010, p. 41). 

Therefore, “changing the vocabulary in a community could have powerful 

consequences” (Lahaye & Espe, 2010, p. 41). The power of AI is that it shifts 

language from being deficit-based to strength-based. This shifts the focus of 

organizational culture from problems and fixing weaknesses to assets and 

promoting well-being (Bushe, 2013). Cooperrider (2012) notes that AI is rooted 

in the theory of social constructionism. 

Principles of AI. Appreciative Inquiry is guided by five principles: The 

constructionist principle; the simultaneity principle; the poetic principle; the 

anticipatory principle; and the positive principle (Bushe, 2013).  

The constructionist principle serves as a reminder that AI is rooted in 

social constructionist theory. In other words, reality is socially constructed, and 

people therefore co-create their own realities as they interact and believe them to 

be true (Quinney & Richardson, 2014).  Organizational system/community 

culture is therefore shaped by the people within the system, their language and 

their relationships. Cooperrider (2012) describes this phase with the term “words 

make or create worlds” and this explicates the power of words, tone, and 

symbolism.   
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 Cooperrider (2012) writes that “what we focus on determines our reality.” 

Too often, there is a disconnect between the formal organizational vision and the 

informal culture that is reflected in the way people speak to, include and treat 

each other (Bushe, 2013). Busy lives, life challenges, and deficit-centred 

orientations can contribute to conditions so that even the most enthusiastic people 

can lose their sense of connection to an organization’s current and future state. 

Either consciously or unconsciously, they develop a contextual framework, 

assumptions and operating values “that guide their thinking and acting within the 

organization. They also develop an “in-house” language that allows them to 

communicate with ease, as well as a vision of the future” (Troxel, 2002, p. 2). All 

of these factors support the organizational culture and can be discovered through 

AI.  

 AI reflects the influence of poststructuralism in its emphasis on the power 

of words to influence discourse. These points are subsumed within the poetic 

principle, which emphases that organizational culture or “life” is manifested in the 

everyday stories and conversations of the members of the organization. These 

conversations express what people within the organization believe is important 

and invoke emotions and feelings (Bushe, 2013). The purpose of inquiry is to 

engage people in generating new stories, ideas, images and generate new 

possibilities for action (Bushe, 2013, p. 2). Lahaye and Espe (2010) describe this 

phase as “We can choose what we study.” 

The principle of simultaneity recognizes that organizations are dynamic 

and inquiry in and of itself creates change (Lahaye & Espe, 2010).  In other 
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words, regardless of the conversation, the process of inquiring into systems 

changes them (Bushe, 2013). “Seeds” are planted through conversation and the 

products that germinate from these seeds are deeply influenced by the questions 

that are posed and the way in which these questions are constructed (Bushe, 

2013). Within AI, there is no such thing as a “neutral question” (Bushe, 2013).  

“Social systems move in the direction of the questions they most persistently and 

passionately discuss” (Bushe, 2013, p. 2). 

The anticipatory principle recognizes the influence of assumptions about 

the future. In other words, “what we do today is guided by our images of the 

future” (Bushe, 2013, p. 2). When people feel there is hope for a positive future, 

they are more likely to act positively in the present (Lahaye & Espe, 2010). Thus, 

focusing on the future ironically brings the future into the present, making it a 

powerful agent for mobilizing change (Bushe, 2013). The process encourages 

aesthetic forms of knowing, including poetry, drama and more (Bushe, 2013). In 

other words, “Image inspires action” (Lahaye & Espe, 2010). 

The positive principle does not entail superficial focus on what is going 

well within organizations and disregard for problems. It does entail 

acknowledgement of the idea that in order for change generated from the AI 

process to be sustainable, there must be positive affect and social bonding within 

organizations. This means a presence of emotions like hope, excitement, 

inspiration, camaraderie and joy. These increase the possibilities of creativity, 

openness to new ideas and people, and cognitive flexibility. They also promote 

strong, healthy relationships between people and groups, which is essential for 
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change (Bushe, 2013, p. 2). “Positive questions lead to positive change” (Lahaye 

& Espe, 2010, p. 56). 

The principles of AI, as well as its assumptions, underlie both the 

philosophy of AI and the way in which it is conducted (Coghlan et al., 2003). 

Assumptions of Appreciative Inquiry. There are eight assumptions that 

are embedded within the AI approach. These assumptions reflect some of the 

principles that influence AI and they are consistent with the AI philosophy and 

worldview (Cooperrider, 2012). 

These assumptions are:  

1. In every society, organization, or group, something works.  

2. What we focus on becomes our reality.  

3. Reality is created in the moment, and there are multiple realities.  

4. The act of asking questions of an organization or group influences the 

group in some way.  

5. People have more confidence and comfort to journey to the future (the 

unknown) when they carry forward parts of the past (the known).  

6. If we carry parts of the past forward, they should be what is best about 

the past.  

7. It is important to value differences.  

8. The language we use creates our reality.  

The Appreciative Inquiry research process. The Appreciative Inquiry 

research process generates a theory and strategies so that members are able to 

create a sustainable culture that promotes well-being and flourishing. There is no 
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expectation of “cookie cutter” theory or strategy because AI recognizes that every 

organization and system is unique. There are, however, similar approaches that 

are used to bring about the organizational shift. These include the AI Cycle and 

the AI Summit. 

The AI cycle. There is some variation within the literature about the 

names and number of phases in the AI cycle. They are typically visually 

represented in a circle with uni-directional arrows pointing in a clockwise 

direction (Figure 5). 

Figure 5.  The 4-D Cycle of Appreciative Inquiry 

 

Reference: Cooperrider and Whitney (2005) 

The “4-D Cycle” is perhaps the most commonly described cycle in the AI 

literature. Before the cycle begins, participants decide on a focus or topic for the 

inquiry. This is sometimes depicted visually as a circle within the 4-D cycle. The 

process is sometimes described as a “Pre-Summit” as it occurs before the actual 

AI cycle begins (Cooperrider, 2012). This will be discussed in more detail shortly. 
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Within a 4-D Cycle, the first phase is called “Discovery” (of positive strengths 

and core assets), and it is followed by the phases of Dream (opportunities and the 

values that are important to the group); Design (discuss aspirations, brainstorm); 

and Destiny or Deploy (results, make plans and follow post-Summit) 

(Cooperrider, 2012).  

Another phase, called “Decide” (on the focus) can be added to describe 

the process of deciding on a focus or topic. In this situation, Decide becomes the 

first phase, and it is followed by the previously described steps of the 4-D Cycle, 

thus creating a “5-D Cycle” (Cooperrider, 2012).  

Deciding on a focus for research. Deciding on a focus for research is a 

key phase of AI. Although there is minor variation within the literature regarding 

terminology within and about phases, the underlying principles and assumptions 

remain unchanged (Bushe, 2013). In a 5-D cycle, the first phase is called “decide” 

(Cooperrider, 2012). In a 4-D cycle it is called “choosing the affirmative topic” 

(Cramm, 2010).  

The topic may be predetermined, as in the case of research about a 

particular topic (Cramm, 2010).  Cooperrider (2012) notes that ideally, an 

appreciative inquiry should only be facilitated when participants recognize there 

is a need for change. He notes that some of the most productive inquiries have 

occurred when organizational morale was low and leaders wondered whether 

employees would even participate. He also notes that deciding on the topic is a 

critical step in the cycle. In this case, the focus or topic is most effective in 
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promoting positive change if it evolves from a series of discussions or “mini-

interviews (Bushe, 2013; Cooperrider, 2012).   

In a 4-D cycle, this process is sometimes called a “pre-summit,” and it is 

facilitated by a Topic Selection Group that represents all those who interface with 

the organization (Bushe, 2013; Collister, 2010). The same four foundational 

questions are posed during this phase and repeated with minor variation during 

the next phase: 

1. Tell me a story about one of your peak or best experiences within this 

organization. 

2. What are the things that you value most about yourself? The nature of 

your work? Within your organization?  

3. What would you say are the core factors that “give life” to your 

organization?  

4. If you had three wishes that would heighten the vitality of the 

organization, what would they be? (Collister, 2010; Cramm, 2010). 

The number of people involved in the interviewing process and 

subsequent selection of the topic for the inquiry, depends on a number of factors, 

including: the size of the organization, number of people involved with the issue 

being explored, available resources to supply food, and meeting space 

(Cooperrider, 2012). It is essential that interviewers understand strength-based 

approaches and are able to coach each other and other participants to change their 

mindset from traditional deficit-based perspectives to those that are strength-

based (Cooperrider, 2012).  
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 “Whole-system” involvement in eliciting potential topics for the inquiry 

is essential to participant buy-in and engagement about the AI process (Cramm, 

2010; Whitney & Trosten-Bloom, 2003).  Therefore, if as many people as 

possible within the organization have input into potential topics, the final list of 

topics will be reflective of the organization as a whole (Cramm, 2010).  This 

includes people who might feel marginalized or who might not typically 

participate in organizational activities (Whitney & Trosten-Bloom, 2003). It 

includes not only people who are employed within the organization, but also 

clients and participants from outside the organization (Cooperrider, 2012). “What 

matters most is the chemistry of the whole… The formula is simple. Think 

strengths, think whole configurations” (Cooperrider, 2012, p. 18). 

Once the mini-interviews have been completed, the Topic Selection Team 

meets to review the stories and highlights from the interviews. The team looks for 

common threads and themes that emerge from the data (Collister, 2010). This 

process leads to the identification of three to five topics, based on emerging 

themes (Collister, 2010). These topics become the basis for the questions that are 

crafted during the Discovery phase (Collister, 2010; Cramm, 2010). 

In terms of topic selection: “The key question becomes “What do we want 

to create?” rather than “What do we wish to avoid or solve?” Human systems 

have a tendency to move in the direction of what they most frequently and deeply 

ask questions about” (Cooperrider, 2012, p. 17). Cooperrider (2012) uses the term 

“P-framing” “positive reframing” as a cue that the topic should “articulate a 

purpose that is bigger than the system” (p. 12). In other words, the focus of the 
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topic should be something that leaves participants feeling a powerful sense of 

purpose that stems from their involvement in the AI process. Cooperrider (2012) 

uses the example that it should move people from thinking of their work as a 

“job” to a “career.”  

Bushe (2013) notes the topic should be phrased using language that is 

“lively” and “inspiring.” It should reflect the passion and enthusiasm about the 

outcome of the inquiry focus. For example, the topic of “increased customer 

satisfaction” might be phrased as “inspiring fanatically loyal customers” (Bushe, 

2013).  “Good topics” meet the following criteria: they are stated in positive 

language; they reflect the direction in which participants want the 

organization/system/community to move; they are of genuine interest to 

participants and they are curious to learn more about them (Cooperrider, 2012).   

Cooperrider (2012) advises that the following five questions be used to 

guide choice and wording of an AI topic:  

1. Does the topic framing elevate or inspire positive emotion such as hope, 

inspiration and interest?  

2. Does it call for engagement?  

3. Does it hold potential for building high quality, positive relationships?  

4. Does it articulate or signify meaning that matters to the system and its 

interrelationships?  

5. Does it call for accomplishment—something that serves to inspire 

valuable achievement? (pp. 15-16). 
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Cooperrider (2012) notes the influence of Seligman, known for his 

seminal work in positive psychology and strength-based approaches. Participants 

must be able to trust that their participation will lead to meaningful change. This 

inevitably stimulates their curiosity and interest in the AI process (Cooperrider, 

2012). Continuing along this line, Frederickson (2018) states “David 

Cooperrider’s invention of Appreciative Inquiry aligns seamlessly with the 

science of positive emotions and positive psychology and is an exemplary means 

to leverage the fruits of this science for the greater good” (AI Commons, par 1). 

Discovery phase. The purpose of this phase is to discover the positive 

strengths and core assets that already exist within the organization (Bushe, 2013; 

Cooperrider, 2012). In other words, what makes the organization work well? 

Ideally, the Topic Selection Team continues their work by translating the topics 

into questions that will help to describe the organization when it is functioning at 

its best (Collister, 2010). Questions used during this phase are intentionally 

designed to be positive in order to remind participants of their accomplishments 

and experiences, particularly those that were surprising and elevating (Lahaye & 

Espe, 2010).  

During the interview, participants are asked questions similar to the 

following: 

1. What was your personal high point with [name organization]? A peak 

experience? When did you feel most alive or most a part of the [name 

organization]? What was your most rewarding experience? 
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2. What for you are the basic values that you cherish the most (hold most 

dear) that continue to give life to the [name organization]? 

3. What do you want the [name organization] in the future to be? If you 

could enhance one thing for further development of the [name 

organization] as an organization, what would it be? 

4. Can you draw a picture or image of [name organization]? (Troxel, 

2002, p. 8-9). 

Collister (2010) describes the first question as a “lead-in” and notes that it 

primes participants to think optimistically and “glass half full.” It also enhances 

attachment between the issue being explored and participants’ emotions 

(Collister, 2010). The second part of the question, as well as the remaining “sub-

questions,” are designed to move participants through time as they reflect on the 

topic and their related experiences in past, present and future (Collister, 2010). 

Collister (2010) notes that questions about the past explore cultural, social, 

educational, vocational and spiritual conditions that surround the experience (p. 

5). Sub-questions that focus on the present and ask “inward” questions, are 

designed to promote reflection about meaning and understanding of the root 

causes of success demonstrated in peak experiences and high points (Collister, 

2010, p. 5). Sub-questions that focus on the future are designed to stimulate 

thoughts about hopes, dreams, aspirations in relation to the topic, and may be 

accompanied by “transition questions” that encourage first steps towards a vision 

of the future (Collister, 2010, p. 5). 
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Participants are encouraged to use stories, metaphors, or examples about 

times when things were going well or they felt proud of their activities in relation 

to the topic of focus (Cramm, 2010). As with the previous phase, it is essential 

that all participants be given time to share their stories and reflect as the process 

cannot be rushed (Collister, 2010). During this phase in particular, but also at all 

phases of the inquiry, it is essential that all participants feel their voices are heard 

and that their opinions matter (Bushe, 2013; Cramm, 2010). The tone set during 

this phase influences the entire AI process (Bushe, 2013). Troxel (2002) describes 

his introduction to AI and the interview process. He recalls his feelings of 

“apprehension and guardedness” (p. 9) regarding AI and his complete change in 

attitude once the interview began and he felt the interviewer “seemed completely 

absorbed in all that I was saying, only interrupting to gain clarity” (p. 9). Troxel 

(2002) goes on to say, “I still remember the feeling I had when the interview was 

over: someone affirming and appreciating my involvement with the ICA [his 

organization] exhilarated me. I had a chance to recall, to retell my story about 

what ICA had meant to me, just me. And I had been provoked into thinking about 

our future in a profound sort of way” (p. 9). 

There are different strategies through which this information may be 

gleaned. Collister (2010) uses the term “Appreciative Interviews” and notes that 

they can occur in a variety of formats, including focus groups, phone, small 

groups, staff meetings, or internet-based. However, the one-to-one interview 

resonates with almost all groups and is often found to be the most productive 

format (Collister, 2010).  
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Cramm (2010) notes that the participatory nature of AI can be enhanced 

when a number of facilitators from within the system are trained to conduct these 

“mini-interviews.” This is particularly helpful when AI occurs at a large scale 

(Collister, 2010). These facilitators continue to work alongside the formal 

researcher, including during data analysis. It is important that interviewers 

understand the importance of remaining non-judgmental about participants’ 

responses and only ask follow-up questions to gain clarity (Troxel, 2002, p. 10).  

Participants are asked to listen carefully to the stories shared by others and 

there must be opportunities for this type of sharing (Collister, 2010). Stories and 

narratives are powerful didactic methods of transmitting traditions, values, social 

norms and more and “narrative is how we make meaning” (Collister, 2010, p. 6). 

As participants listen to and share their stories, they “build relationships, 

organizational wisdom expands, useful and innovative knowledge is shared, and 

hope grows” (Cooperrider & Whitney, 2005, p. 26 in Lahaye & Espe, 2010).  

They are reminded of the rich collection of wisdom and are inspired by the stories 

and examples of the organization functioning with amazing capacity (Collister, 

2010). As they search for the underlying root causes or factors for success, they 

discover the “positive core” of the organization (Lahaye & Espe, 2010). In 

addition, “Appreciation of the positive in the organization builds confidence for 

successful future change” (Waters & White, 2015, p. 20). Cooperrider (2012) 

describes this as:  

. . . an analytic phase for studying the positive core of the system, 

defined as all past, present, and future (potential) capacity. In this 

phase, AI achieves a union, a knowledge link, between the whole 



132 
 

system of stakeholders and its life-giving strengths (in relation to 

its task-topic) as well its smallest and biggest opportunities (p. 24). 

 

They begin to actually map the positive core of the organization. There is 

no specified format for this mapping (Collister, 2010). Examples include: a map 

of all of the organizations’ success factors or a rich description of the positive 

core (Collister, 2010).  

Dream phase. The purpose of this phase is to imagine the organization at 

its very best in the future (Bushe, 2013). The sense of community and passion that 

engaged participants in the first phase is now used to fuel their imagination as 

they envision the organization operating at its very best and dream about “what 

could be” (Bushe, 2013). This vision is based on the outcomes from the 

Discovery Phase in which participants developed a common understanding of the 

organizations’ strengths and values relating to the Affirmative Topic (Bushe, 

2013).  

A typical dream question would be to ask participants to imagine 

awakening from a long sleep, going to work, and learning that a miracle had 

happened – everything within their workplace was just as though they had 

imagined it would be if it were their idea of perfect. Participants are invited to 

visualize and describe what they see, hear and even smell, as if they were actually 

in the future – in that moment of the inquiry (Lahaye & Espe, 2010). They engage 

in visualization, silent reflection, guided imagery, and other creative exercises are 

used to encourage participants to think broadly and holistically about their dreams 

of a desirable future for the organization (Collister, 2010; Lahaye & Espe, 2010). 
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Focus groups are often used to bring participants together during this phase of the 

AI Cycle (Collister, 2010). 

 Participants are encouraged to present their images of the ideal future 

using skits, songs, poetry, or any form that they find enjoyable and fun (Cramm, 

2010).  Collister (2010) compares the process to “flow” referred to in positive 

psychology when participants are immersed in their common dream. Participants 

continue to engage in collaborative conversations about their dreams, finding 

common themes and recognizing the common threads which will become the 

positive core for the future vision of the organization (Collister, 2010). The 

process is invigorating at personal and organizational levels (Cooperider, 2012). 

Traditional vision or mission statements are discouraged in favour of symbolic or 

graphic representations of the common dream of how things “could be.” This 

prevents them from using the more traditional organizational practices of sharing 

lists and opinions, which typically invite evaluation and criticism from colleagues 

(Lahaye & Espe, 2010).  

 Design phase. Once the group has agreed upon a common dream, 

participants work collaboratively to strategize and design measures that will make 

the dream become a reality (Cooperrider, 2012). The process is strength-based 

and transformative (Bushe, 2013). When participants share their stories and 

dreams throughout the phases of the AI cycle, they inevitably begin to identify 

common themes and threads (Cooperider, 2012). The organization begins to 

transform as participants’ understanding of the organization becomes more 

holistic (Cooperrider, 2012). This understanding lessens decisions that 
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participants might have previously made based in self-interest, and promotes 

thoughtful choice of ideas from the Dream stage that will be incorporated into the 

Design phase (Lahaye & Espe, 2010).  

Common interview questions for this phase include: “What would our 

organization look like if it were designed in every way possible to maximize the 

qualities of the positive core and enable the accelerated realization of our dreams” 

(Cooperrider & Whitney, 2005 in Lahaye & Espe, 2010)? From these discussions 

is born a new social architecture that reflects the organization’s worldview 

(Collister, 2010, p.11). The organization’s structure, policies, systems, roles, 

relationships, procedures, products and services are reviewed to ensure that they 

are consistent in their integration of the organization’s worldview. Earlier 

versions of AI used the term “provocative propositions” (Bushe, 2011). More 

recent versions of AI use the term “Design Statements” (Cram, 2010). These 

statements are written in the present tense and are statements of the ideal situation 

(Cram, 2010, p. 7). Cram (2010) provides the following example from an inquiry 

involving high school teachers: “Teachers will freely give their time to parents by 

responding to questions and concerns” (p. 7). 

 It is expected that not all groups will design the same policies or 

leadership configurations, and therefore, participants who might be affected by 

the changes are asked about their preferences and involved with decision-making 

(Collister, 2010). This exemplifies an intentional move away from traditional top-

down and hierarchical decision-making.  
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Destiny Phase. This phase was originally entitled “delivery” but because 

it evoked images of traditional change management strategies; Cooperrider 

changed it to Destiny (Bushe, 2011). The phase has also been called “deploy,” 

(Cooperrider, 2012) but the term Destiny remains most common in the literature 

reviewed and is the term used on the AI Commons website (Bushe, 2013; 

Fitzpatrick, 2016).  

The design phase involves developing and implementing strategies that 

will make the dream phase sustainable (Bushe, 2013; Cooperider, 2012). The 

phase is ongoing as participants continue to monitor and adjust strategies, monitor 

and evaluate change, and begin new cycles of AI (Lahaye & Espe, 2010). 

Collister (2010) emphasizes the importance of celebrating positive successes 

within the organization and ensuring that the energy that was generated from the 

inquiry does not “fade into oblivion.” The ongoing nature of the Destiny phase 

leads to the beginning of another cycle of AI and this provides a way for the 

organization to remain relevant and adapt to changes that are inevitable (Collister, 

2010). 

The Appreciative Inquiry Summit. The term summit describes the format 

used to facilitate an appreciative inquiry cycle. The summit format varies and is 

influenced by logistical factors including the number of participants who are 

involved, funding, time available, and more (Bushe, 2010). One summit can be 

conducted for each phase of the 4-D or 5-D cycle, and summits may be scheduled 

on consecutive days or at longer time intervals (Cooperrider, 2012). Large 

summits are sometimes conducted in one day, with all four phases being 
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implemented during that day (Bushe, 2010). All participants can be gathered in 

one physical space for the summit, or participants can be interviewed at different 

locations. 

The interview process also varies, depending on the size of the summit 

and the reasons for the research. Bushe (2010) refers to a “Pre-Summit” at which 

researchers or facilitators interview potential participants to identify potential 

topics of inquiry for the summit. This identification of topics can also occur at the 

summit, as participants engage in a similar process and, in the case of a 5-D cycle, 

“decide” on the topic of inquiry (Cooperrider, 2012).  

At a large summit, one-to-one interviews may be conducted 

simultaneously by participants who are seated together in subgroups (Bushe, 

2010). Subgroups join other groups and share their findings. During this process, 

participants search for common themes. Groups may post their findings in 

strategic areas throughout the location of the summit and all groups rotate through 

the site and contribute their comments. Decisions regarding content that will be 

kept or discarded are made by the group democratically and by consensus 

(Cooperrider, 2012). This process is repeated at each phase of the AI cycle and is 

facilitated by a person or committee, who may be internal or external to the 

organization, and who hold deep knowledge of the AI process (Bushe, 2010).  

When an appreciative lens is used during research, the topic for the 

inquiry can be explored through a review of the literature and its relevance 

confirmed with participants through interviews. It is also common to use one-to-

one interviews during the Discovery Phase, followed by focus groups or larger-
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scale group interviews during other phases (Bushe, 2010; Whitney & Trosten-

Bloom, 2003).  

Universal outcomes of Appreciative Inquiry research. Cooperrider 

(2012) explains the appreciative inquiry summit leads to change that is illustrated 

through three outcomes. These outcomes occur universally when a cycle is 

successful: 

1. The elevation-and-extension outcome. “Here the word “elevation” means 

the elevation of inquiry and “extension” means the extension of 

relationships” (Cooperrider, 2012, p. 26). He continues to explain that 

although AI Summit phases sound “simple,” they require skill not only in 

facilitation, but also in terms of planning, particularly early in the AI 

process.  Seating plans are intentionally structured so that each group of 

participants includes people they might not ordinarily work with or 

encounter in a typical day. This is designed to promote discussions in 

which participants “cross siloes” and specializations. It is also designed so 

that participants, in the spirit of the curiosity and comfort in risk taking 

that the AI process is designed to evoke, feel inspired to draw on their own 

resources (including positive emotions like hope, inspiration, and 

gratitude) and to think “outside their comfort zone” or “the box.” 

Cooperrider (2012) refers to complexity science and the “sensitive 

dependence on initial conditions where a small change at one place can 

result in large differences to a later state” (p. 27).  
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2. The broaden-and-build-outcome. Building on Frederickson’s phrase which 

referred to creativity and resilience being born from positive experience, 

Cooperrider (2012) explains a similar phenomenon occurs within the AI 

cycle. He notes that AI ultimately involves discussion and collaboration 

with a broad and diverse group that represents all who interface with and 

within the organization. He continues by noting that combined with the 

focus on positive change, such discussion and collaboration will lead to 

understanding people and elements of the organization that participants 

would not otherwise encounter. As relationships are built and new visions 

are created, participants become more receptive to organizational change. 

This receptivity triggers them to use strengths like imagination, creativity, 

intelligence, innovation, and collaboration. They may experience 

increased self-confidence, self-efficacy, and new knowledge. This process 

is enhanced exponentially during a summit when a large number of people 

work closely together. The concentration of strengths acts like a “fusion 

chamber” from which a generative space is created, and a metaphorical 

release of energy stimulates the AI cycle and the positive change process. 

Cooperrider (2012) notes that this occurs most commonly at the 

intersection between the Discover and Dream Phases and the Design and 

Destiny phases. 

3. The Establish and Eclipse outcome. This outcome occurs when 

participants feel connected to the organization as a whole and to their 

relationships with colleagues (Cooperrider, 2012). In some ways, this is 
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similar to meeting basic psychological needs, which include competency, 

autonomy and relatedness, as well as other concepts that build resiliency 

and well-being (Deci & Ryan, 2000; Morrison & Peterson, 2015). 

Cooperrider (2012) notes that relationships become “life giving versus life 

depleting, marked by mutuality and high positive regard” (p. 31). This 

contributes to a sense of collective energy, caring and support that 

participants have likely never experienced in their “typical silos and solo 

operations” (Cooperrider, 2012, p. 31). Verleysen, Lambrechts and Van 

Acker (2015) postulate that the AI process creates social conditions that 

fulfill basic psychological wellness needs. 

 The changes described above serve as a reminder of the power that is 

unleashed when organizations become places of human flourishing and thriving. 

Cooperrider (2012) encourages organizations to shift from considering AI solely 

within the context of human resources management and leadership development, 

to fostering change at the macro level: “We must augment talent management 

with the wider horizon of systemic configurations” (p. 32). He introduces the term 

macro-strengths management and postulates that AI could help organizations 

navigate ever-changing landscape in business, education, health, and more. 

Values and beliefs of Appreciative Inquiry designs.  Whitney and 

Trosten-Bloom (2003) used a combination of interviews and focus groups to 

explore the reasons that AI works. They found six conditions through which AI 

unleashes power (Whitney & Trosten-Bloom, 2003, p. 1) and coined the phrase 

“six freedoms” to describe the conditions.  
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Freedom to be known in relationships captures the critical role that 

relationships play in creating positive change. The stories and conversations 

shared during the AI process build community as participants become understood 

beyond the “roles” in which they are usually caricatured and feel siloed and 

isolated. These roles often interfere with basic human needs of belonging and 

feeling a sense of competence. Through ongoing dialogue in environments that 

feel psychologically safe, participants realize they have more in common and are 

more connected to other members of their system than previously realized. It is 

important to recall that participants share their personal stories and feelings about 

times when they felt alive, engaged and proud of their work within the 

system/organization/community. 

Freedom to be heard describes the sense of liberation that arises when 

participants share their stories with interviewers who demonstrate genuine 

interest, caring and a desire to listen. One-to-one interviews, as well as group 

discussions in the AI process unleash a wealth of stories. “People who might 

otherwise feel ignored and without voice are invited to come forward with 

information, ideas, and innovations that are subsequently put into action 

throughout the organization” (Whitney & Trosten-Bloom, 2003, p. 2). This builds 

a powerful sense of community and engagement within the organization and 

serves as a reminder of the power of listening. 

Freedom to dream in community invokes the AI phase of dreaming in 

which, attention is put “on the visionaries, rather than the squeaky wheels – on the 

path ahead, rather than the problems of the past. It opens people’s individual 
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dreams up to the whole in ways that are both transformational and compelling” 

(Whitney & Trosten-Bloom, 2003, p.3). Once participants have the opportunity to 

use their imagination and creativity, the possibilities are endless.  

Freedom to choose to contribute invokes research about resilience and 

self-determination theory in that it refers to the importance of choice. When 

participants are able to choose if and how they contribute to the AI process, their 

contributions are more likely to reflect their passion, skills and strengths.  

Freedom to act with support means that participants feel supported and 

safe to innovate and create, knowing they might make mistakes in the process. 

This sense of “whole system support” contributes to environments that are 

characterized by cooperation and service based in a sense of being able to make a 

difference. “In an Appreciative Inquiry, people are invited to act on behalf of the 

things that passionately inspire them . . . the things that they know will make a 

difference in their organization and in the world. They are called to act in the 

service of the organization, with support from others at all levels of the 

organization” (Whitney & Trosten-Bloom, 2003, p.4). 

Freedom to be positive may sound over-simplistic, and yet it is surprising 

how embedded many organizations/systems/communities are in deficit thinking 

and feeling powerless to change their future. Whitney and Trosten-Bloom (2003) 

note: “In organizations today, it is simply not the norm to have fun, be happy, or 

be positive. Despite the pain it causes, time and again people allow themselves to 

be swept away in collective currents of negativity” (p. 5).  In contrast, 
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participation in the AI process requires intentional focus on the positive and “what 

gives life” to an organization/system/community.”  

Parallels can be drawn between the six freedoms (Whitney & Trosten-

Bloom, 2003) and the basic psychological wellness needs of relatedness, 

competency and autonomy (Deci & Ryan, 2000). In fact, there is overlap in some 

of the language used to describe the concepts and this sharing reflects the web-

like interconnections between the concepts.  Freedom to be known in 

relationships is similar to the basic psychological wellness needs of relatedness or 

belonging as is as the need to feel a sense of competency. Freedom to be heard, 

freedom to act with support reflect conditions that require a sense of 

autonomy/support. Freedom to dream in community, freedom to dream and 

freedom to choose to contribute reflect a sense of competence. Freedom to be 

positive might also be said to parallel the basic psychological need of generosity 

that is described in the Circle of Courage (Brendtro, Brokenleg & Van Bockern, 

2002). 

Key points to the success of Appreciative Inquiry. 

Generative and positive outcomes. Bushe (2010) recalls an AI Summit 

that followed the iterative cycle “to the letter” but turned out to be “one of the 

worst interventions I’ve ever run” (p. 3). He realized in hindsight that the 

explanation lay in an imbalance between the generative and the positive outcomes 

of AI. He notes that attention to only one of these outcomes, generally leads to a 

failure of the AI process.  Generativity refers to new ideas that arise from the AI 

process and shift the discourse within the organization so that everyone moves 
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towards a better future (Bushe, 2010). As individuals are inspired, their 

motivation to create and change comes from within and they feel more connected 

to their organization. As they continue to talk and create, organizational synergy 

develops and the organization moves towards a more positive, or better, future 

which emphasizes strength-based approaches. The term better future evokes the 

positive principle of AI. However, as Bushe (2010) notes, “AI is not action 

research with a positive focus” (p. 3). 

 The positive focus of AI is helpful when it is linked to the generative 

aspect of AI. In other words, focusing only on positive stories or experiences 

without generating shifts in discourse or new ideas that transform the organization 

is not particularly helpful. In fact, it can be an excuse for repression and silencing 

of voices by destructive leaders (Bushe, 2010). Appreciative Inquiry is not “a way 

to avoid the leader’s or change agent’s anxiety, while making an attempt at 

organizational development (Bushe, 2010, p 3-4).  

The juxtaposition of problems in Appreciative Inquiry? A common 

criticism of AI is that it ignores problems, even when there is effective leadership 

(Bushe, 2010; Coghlan, Preskill, & Catsambas, 2003). This is not true but the 

misconception is likely rooted in a lack of understanding about the positivity 

principle of AI (Bushe, 2010). Coghlan, et al. (2003) note that AI “does address 

issues and problems, but from a different and often more constructive perspective: 

It reframes problem statements into a focus on strengths and successes” (p. 6). 

This process requires changing philosophies and approaches from the traditional 

deficit-oriented ones to those that are strength-based (Cooperrider, 2012).  



144 
 

Coghlan et al. (2003) note: 

. . . AI does not turn a blind eye on ‘negative’ situations or ‘deficit-

oriented’ realities in organizations; it does not substitute a ‘rosy’ or 

‘romantic’ picture for an ‘objective’ and ‘realistic’ one. It accepts 

these realities for what they are – areas in need of conversations 

and transformation” (p. 6).  

 

Continuing in this line of thought, Whitney and Trosten-Bloom (2003)  

note: “We do not dismiss accounts of conflict, problems, or stress. We simply do 

not use them as the basis of analysis or action” (p. 18). Bushe (2010) adds:  

AI is just as concerned with eliminating problems as any other change 

process, but . . . it does so through generativity rather than problem-

solving. AI is interested in changing the “deficit discourse” to a more 

affirmative one, but again that does not preclude being concerned with 

problems. It just requires that we deal with them differently (p. 6). 

 

It is clear that “AI is not action research with a positive twist” (Troxell, 

2002). As stated earlier, AR is problem oriented and AI is strength oriented 

(Cooperrider, 2012). Changing these orientations requires more than superficial 

restatements of problems, it requires shifts in philosophy and assumptions 

(Cooperrider, 2012).  These types of transformations do not occur without 

intention, practice, buy-in from participants, and skilled AI practitioners who are 

able to design questions that are generative and positive, and who are able to 

skillfully facilitate the AI process (Bushe, 2010). When it is successful, AI 

changes how people think, not just what they do (Bushe, 2010).  

“Pay attention to what you want more of” and “Track it and fan it when 

you find it.” Leaders who follow AI principles “pay attention to what [they] want 

more of” (Bushe, 2005b). This contributes to building on strengths and strength-

based approaches (Morrison & Peterson, 2015b). This sounds easier than it is and 
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the AI leader/facilitator requires well developed skills in listening and reflecting. 

Bushe (2005b) provides an excerpt from an AI interview in which the participant 

is finally able to explain the essence of what he wants to see more of by an 

employee. At one point, the AI interviewer states: “You’re going to have to work 

harder at figuring out what it is you really want to see in her [an employee]” (p. 

699). It takes a few days longer before the participant is finally able to explicate 

what and how he hoped to see the employee contribute to the organization.  

Just as the above occurs, the participant in Bushe’s example realizes that 

in order for this contribution to occur with increasing frequency, he must follow 

the AI-inspired phrase “track it and fan it when you find it” (Bushe, 2005b, p. 

700). Tracking refers to remaining constantly aware of what is wanted and 

noticing it, even when it occurs in small amounts. Fanning it refers to finding 

ways to amplify what is wanted. This means demonstrating sincere appreciation, 

whether through praise or incentives (Bushe, 2005). The combination of “paying 

attention” and “tracking and fanning” can change organizational culture so that it 

becomes a place where people can flourish and feel pride in their work and 

commitment to their organization (Bushe, 2005b).   

Understanding pre-identity vs post-identity groups. Although each 

organization is unique, there are consistent findings in the literature that members 

who are engaged in the organization, feel a sense of connectedness to it (Bushe, 

2010; Morrison & Peterson, 2015b). Bushe (2010) refers to this as Identity and 

notes Pre-Identity Groups do not feel a sense of belonging to the organization or 

community, while Post-Identity Groups feel a strong sense of belonging. It is 
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important for researchers to understand and/or look for this identity as it 

influences the types of questions that are likely to elicit an appreciative inquiry 

that is both generative and positive (Bushe, 2010). For example, during the 

Discovery phase, traditional, “core questions” like “Tell me about your peak 

experiences in this organization,” are likely to contribute to building relationships 

and a sense of collective identity. However, when these types of questions are 

posed to a Post-Identity group, they are likely to be perceived as “navel-gazing” 

and can easily lead to disengagement from the AI process (Bushe, 2010). Post-

Identity groups are typically more interested in questions that relate to the efficacy 

of the organization (Bushe, 2010). 

Creating effective questions. Bushe (2010) notes that another challenge to 

creating an AI cycle that is both generative and positive lies in the creation of 

appropriate questions. Interviewers may create questions that contain specific 

qualities that apply to all phases of the AI cycle. Questions may be surprising 

(cause people to reflect and think; they haven’t thought about this before); they 

touch people’s heart and spirit (they recall meaningful, personal memories); and 

they build relationships (they help people feel at ease and comfortable within the 

interview setting; Bushe, 2010). 

Dewar (2010) used the term “emotional touchpoints” in AI interviews that 

she conducted as part of a Practice Development study. She credited the 

touchpoints as having a positive influence on the depth and quality of interview 

responses. Her descriptions resembled Bushe’s (2010) discussion about the effects 

of questions that are both generative and positive.  McCormack and McCance 
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(2010) remind researchers of the importance of creating environments in which 

people feel psychologically safe and therefore able to create, dream and flourish, 

and note that environment can also influence the research process. 

Purpose and scope of the study. This research used an Appreciative 

Inquiry design to explore the role of nurses in promoting positive mental health 

from integrated perspectives in New Brunswick schools. There was significant 

focus on recruiting nurses who had experience working in comprehensive school 

health as that is the most predominant approach used in New Brunswick Schools. 

However, administrators who understood the comprehensive school health 

approach as well as the Integrated Service Delivery (ISD) Approach (GNB, 

2016a) were also included because at the time of the study, ISD was being rolled 

out at a Provincial level following the five year implementation at two 

demonstration sites.  

Not only was positive mental health at an emergent stage, so too were the 

shifts from deficit to strength-based approaches in health and education. This was 

particularly evident in the evolving roles of nurses who worked in public health 

contexts like comprehensive school health and ISD. Research about positive 

mental health initiatives within the context of health and education required 

sensitivity to context and complexity of system change. This understanding was 

strengthened when whole school perspectives were included drawing from 

ecological as well as McCormack and McCance’s (2010, 2016) Person-Centred 

Care theory.  
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When studying emergent concepts and theory, it is important to have 

flexibility in research design (Patton, 2002). This flexibility permits the researcher 

to respond to situations and follow previously unanticipated and unknown paths 

that arise during the research (Patton, 2002, p. 40).  I chose AI not only because it 

is flexible, and strength-based, but also because it is respectful of participants and 

it promotes flourishing at individual and organizational levels (Bushe, 2013; 

Cooperrider, 2012). I used a 4-D AI Cycle of: Discovery; Dream; Design & 

Destiny (Cooperrider, 2012). The choice of an affirmative topic was completed 

through the review of the literature and other measures taken prior to the start of 

the research. This enabled the generation of appropriate questions. The Discovery, 

Dream and Design phases were used to collect data/information. As data were 

generated during each phase of the AI cycle, I compared it to the literature, 

reviewed it with participants, and reflected on personal meaning and nuances 

prior to the next phase of research. I continued this iterative process following AI 

protocols (Cooperrider, 2012). Findings from each phase were shared with 

participants and their perspectives and suggestions were incorporated, and then 

checked with them in to ensure that the cycle reflected their voices. Modifications 

were made accordingly. This collaborative approach will ideally contribute to a 

deeper understanding about the role of nurses in promoting positive mental health 

and generate innovative and sustainable plans. The content generated from these 

phases was further analyzed in the Destiny phase. Details about data collection 

and analysis are discussed later in this chapter. 
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Locating myself within the context of this research. Studying and 

researching positive mental health through appreciative inquiry is consistent with 

my philosophy of nursing.  This philosophy is integrated with my personal way of 

being. I believe in strength-based approaches and for me, the joy and satisfaction 

of nursing stems from establishing relationships with clients and staff and feeling 

that our work together is meaningful, generative and positive.  

Bushe (2005a) writes that “inquiring with the heart” is at the core of AI 

and the heart “is concerned with bringing things together and wholeness and it is 

from here that inquiry can be healing.” Bushe is referring to healing within the 

context of organizational development; however, I believe there are healing 

effects related to positive mental health promotion in schools. Children are a 

vulnerable population. I firmly believe that our role as adults is to nurture children 

and create environments in which they can flourish and fulfill their potential.  

Creating such environments is not an easy task, but as a nurse who has 

worked with children and families for more than thirty years, I recognize the 

critical roles that environment and relationships play in helping people to flourish. 

The fact that so many children attend school while simultaneously managing 

incredible challenges in the home and other parts of their life has never ceased to 

both amaze and sadden me. The ability of many children to adapt and survive 

never ceases to amaze me. I have always wondered why some children adapt in 

healthy ways, while others do not. I have also wondered what we as a society can 

do to create a world in which all children will have people in their lives who 

genuinely care about them, support them and help them find their strengths. The 
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statistics about mental health in children support the importance of exploring 

other approaches.  

Ironically, it was not until I began doctoral studies that I was able to find a 

way to address these questions. I was surprised to find the depth to which deficit-

based assumptions were so embedded in my nursing practice – particularly my 

language. Writing this dissertation, as well as many discussions with my 

Supervisor, have challenged me to reframe my assumptions about health and 

education.  I now have new language and theory that helps to explain what I am 

seeing and experiencing. I have begun to integrate strength-based approaches into 

my family life and already see a positive difference in our relationships. Doctoral 

studies have also helped me to integrate a number of my interests under the 

umbrella of strength-based philosophy, for example: positive mental health, 

appreciative inquiry, Person-Centred Nursing and Practice Development.   

During this research, I followed the principles of working as an 

appreciative inquirer (Dewar, 2011). This included using a strength-based 

approach that is also capacity-building and respectful of participants’ expertise, 

local knowledge and context (Dewar, 2011, p. 70). It also included adopting a 

facilitative approach that encourages collaboration and participation.  

Areas of inquiry. My supervisor suggested we call the process of 

choosing an affirmative topic “Reframing the Problem” and this generated much 

discussion between us. I initially struggled with the term “Reframe” used for the 

first phase because I thought it did not reflect the magnitude of the philosophical 

shift that is required to fully appreciate AI. In hindsight, I believe I was too literal 
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in my interpretation of Troxel’s (2002) comment that AI is not “Action research 

with a positive twist.” However, once I reviewed the literature about positive 

mental health, AI, Person-Centered Nursing, Practice Development and primary 

health care, I realized the breadth and depth at which deficit-oriented philosophies 

are embedded within the culture of education and health. As strength-oriented 

philosophies continue grow and resonate with broader populations, concepts like 

positive mental health are being reexamined and conceptualized differently. 

“Reframe” captures the very intentional steps that must be taken to shift towards 

orientations that “emphasize opportunities for positive actions. I eventually 

understood Reframe to be a cue to the importance of shifting towards strengths. 

It is important to understand the history that underlies any system and 

program change (Patton, 2002). In terms of this study, in addition to reviewing the 

literature about the concept of positive mental health, it was also important to 

understand the history of the promotion of positive mental health by nurses and 

other professionals in New Brunswick. This entailed learning about its context, 

funding, target audience, staffing patterns, larger political and economic context 

and more. My understanding of the historical context of the role of nurses in 

school health was informed through the review of the literature, in particular the 

work by Schofield et al. (2011) who describe the changing landscape of public 

health and the roles of nurses in comprehensive school health systems.  It was 

also informed by the work of Gottlieb, Gottlieb and Shamian (2012) who 

advocate for strength-based practice in nursing. In addition, reviewing the 

literature and reflecting on my own practice in both medical model and primary 
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health care models contributed to this phase. Deep and thoughtful discussions 

with my Supervisor also helped me to integrate many perspectives and deepened 

my understanding of strength-based practices. The research questions, design and 

methods were generated from this work.  

Research Questions 

The research questions were: 

1. What are the current roles and strengths of public health nurses in 

promotion of positive mental health in New Brunswick schools?  

2. When operating from strength-based perspectives, how do nurses view 

their potential roles in this process and what potential innovation could 

be further embedded in positive mental health practices within school 

routines and relationships?  

3. What actions could be undertaken to create, implement and sustain 

potential innovation in nursing roles or practices?  

Sampling strategy and participants. I used a purposeful sample of eight 

public health nurses and administrators who had experience in working within the 

Healthy Learners in Schools Program (HLSP) and/or working as administrators 

within the education system. Patton (2002) notes that purposeful sampling is 

appropriate when choosing “cases for study (e.g. people, organizations, 

communities, cultures, events, critical incidences)” (p. 40) because they are 

“information rich” and “illuminative” in that they provide rich insight about the 

phenomena being studied, rather than empirical generalization from a sample to a 

population (Patton, 2002, p. 40).  This type of sampling also had the potential to 
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identify additional participants who might have insight regarding themes or 

questions arising during a particular phase of the research. However, as the study 

continued, the data was rich, all participants remained in the study and there was 

therefore no need to seek additional participants. 

The Healthy Learners in Schools nurses and the administrators I 

interviewed were experienced in the use of integrated, comprehensive approaches 

and were involved with promoting positive mental health (Morrison & Peterson, 

2013). All participants had experience working with both Anglophone and some 

had experience working with the Francophone sector or the Integrated Service 

Delivery (ISD) demonstration sites. 

Participants were experts in their field, and well-versed in primary health 

care and system change. They had participated in training in positive mental 

health that was sponsored by the school district. They also understood strength-

based approaches and had witnessed the shifts away from deficit-approaches. In 

addition, they were able to consider mental health promotion from holistic 

perspectives. The metaparadigm of nursing encourages holistic thinking (Chinn & 

Kramer, 2015) consistent with ecological theory and whole system approaches 

such as Comprehensive School Health (Biglan, Flay, Embry, & Sandler, 2012).  

Research phases and data collection activities. 

Methods of generating information. The AI cycle entails an iterative 

process and each phase of the cycle depends on its predecessor. Therefore, 

generation and analysis of information/data were interdependent. For example, 

the Discovery Phase generated information about participants’ “best of” 
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experiences. When this information was analyzed, the positive strengths of the 

organization were explicated (Bushe, 2013). These strengths were used in the 

Dream phase to promote a sense of connectedness to the positive mental health 

initiatives in schools and a common dream that became embedded in a symbolic 

vision for the role of nurses in promoting positive mental health (Bushe, 2013). 

Each cycle also entailed reviewing the literature and “member checking” to 

ensure the analysis resonated with participants (Cramm, 2011). This process is 

discussed in more detail in the Analysis of Information Section. 

Timeline. When AI is used in health and education contexts, it is common 

to distribute the phases over a period of time (Dewar, 2011). This is because the 

traditional one and four-day summits that are often used in research in other 

disciplines (e.g. business or urban planning) are not feasible in health and 

education contexts. This is primarily due to logistical barriers of cost and finding 

replacement staff, as well as other associated expenditures (Dewar, 2011). This 

study took place as follows: Fall 2016- Affirmative Topic Choice/Reframe; 

Winter 2017- Discovery; Spring/Summer 2017-Dream; Fall 2017-Design; Winter 

– Spring/Summer/Fall 2018-Destiny.  

Discovery phase. The Discovery Phase generally entails finding an 

organization’s strengths and “life giving forces” (Cooperrider, 2012). These 

forces are the strengths that will support positive change, and they are explicated 

by examining “the best” of what has happened in the past, and what is currently 

working well (Cooperider, 2012). Within the context of comprehensive school 

health this included discovering: What is working well in terms of the role of 
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nurses in the positive mental health initiatives? What are the roles and associated 

practices of school nurses who work within comprehensive school health as well 

as integrated service delivery systems?  

In order to develop this understanding, each participant was invited to a 

semi-structured interview and each interview lasted between 60-90 minutes. 

Interview questions were constructed as per AI protocol and encouraged 

participants to describe situations and events when they felt things were going 

well with the positive mental health promotion and explored their perspectives 

about their role in the process. Questions were designed to elicit stories and 

narratives that described situations in which nurses felt they were valued, 

appreciated or noticed particularly effective strategies, etc.  

Consistent with the links between positive mental health and self-

determination theory, questions were tailored to explicate stories about feeling a 

sense of competence about their role; a sense of autonomy or some control over 

their activities; and a sense of relatedness or engagement with their work. The 

questions follow: 

 How do you define or describe positive mental health? What would you 

say are some of its essential features?  

 Describe your participation in current positive mental health projects or 

initiatives within the school environment. 

 How does/did your role impact or influence awareness, capacity-building 

or embedding practices related to positive mental health? Describe your 

role in terms of other team members or school health stakeholders. 
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 Tell me a story about a time when you felt really proud about your work 

within a school-based positive mental health initiative? What was the role 

of nurses within this positive mental health example (strengths)? 

Dream phase.  The purpose of the Dream Phase was to identify the dream 

or vision for positive change by exploring the scenario of: In a perfect world, 

what would be the roles of nurses in contributing to a positive mental health 

environment? 

The interview portion of the phase entailed one semi-structured focus 

group, to which all of the nurses and administrator who participated in the 

interviews were invited to attend. Those who were unable to attend were 

interviewed either in person or by phone. This was consistent with the 

recommendation that focus groups are ideally designed to include seven to 12 

members who have common features that are relevant to the focus of the study 

(MacDonald, 2012).  

General questions posed in the Dream Phase follow: 

 If you had a magic wand and were able to create the ideal positive mental 

health initiative for schools, what would it look like (think in terms of 

knowledge and awareness, use of strengths and capacity building, and 

embedding and sustaining essential practices related to positive mental 

health)? 

 Imagine and describe the role of nurses within this ideal positive mental 

health initiative?  
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 How would nurses spend their time? What would be their role? How 

would they work and collaborate with other school health stakeholders? 

What challenges might be experienced and what solutions would be 

developed? 

 What impacts would be evident and how would you know that these 

outcomes had been realized? 

It was anticipated that nurses might have difficulty imagining their roles in 

a perfect world because, as stated earlier, deficit-based approaches underpin much 

of current mental health promotion in health and education. When the focus of an 

organization is on problems and deficits, there is seldom time or support for 

exploring members’ strengths and creative outlets, and yet these often lead to the 

most innovative solutions (Dewar, 2011). This is reminiscent of Frederickson’s 

(2013) “Broaden and Build” theory.  

Therefore, some of the tools used in Practice Development were available 

in order to inspire imagination, discussion and creativity in case participants 

found it challenging to move from deficit-based to strength-based ways of 

thinking. Examples include: Values Clarification: A Tool for Developing a 

Common Vision & Strategic Direction; Claims, Concerns and Issues; Sensory 

Walkabouts; and The Fifteen Minute Reflection Space (Dewing, McCormack & 

Titchen, 2014). However, these tools were not required and participants were 

well-versed with strength-based approaches.  
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Design phase. The purpose of the Design Phase was to design or structure 

the positive change (Morrison & Peterson, 2016c, p. 5): How will we design or 

structure positive change?  

The interview portion of the phase consisted of one semi-structured focus 

group. Those who were unable to attend were interviewed in person or by phone. 

All participants were invited to review the vision that was generated during the 

dream phase. This provided another level of member checking. Because the 

design phase is about “giving form and structure to the values and ideas of the 

dream or vision” (Morrison & Peterson, 2016c, p. 5), it was anticipated that logic 

models and other tools associated with formative evaluation, would be created to 

assist with this process. The latter is appropriate because participants were in the 

early stages of adopting positive mental health promotion strategies. However, 

these tools were not utilized. 

The general questions for the design phase consisted of the following: 

 Is there anything you would add or change in the vision description 

regarding the role of nurses within PMH initiatives? 

 What steps, changes or transformations (strategic actions) would be 

necessary to move towards the fulfillment of the presented vision? 

 How would such strategic actions be structured or sequenced?  

 What would role of nurses be in this transformation(s)?  

 What challenges might be encountered? How might such challenges be 

addressed? 
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 What specific implications would there be for engaging nurses as well as 

other school health professionals in preparing for such a transformation or 

vision?  

Destiny phase (exploring implications and innovations). The destiny 

phase of Appreciative Inquiry typically addresses finding ways to implement and 

sustain the ideas that were generated in the Dream and Design Phases. In this 

research, the focus related to finding ways to transform school cultures into 

positive mental health environments. In fact, a model titled The Positive Mental 

Health Nursing Model, emerged from the data. This model represents an 

integrated whole that contributes to the understanding of the role of nurses in 

creating and sustaining positive mental health environments of schools.   

The methods of collecting information, or data, at each phase of the AI 

cycle have now been discussed. The next section describes the procedures through 

which the information was managed. 

Procedures for managing information collected. Interviews were held 

in rooms that were private and I attended to issues of maintaining privacy, 

confidentiality, ethics and consent. Interviews and focus group discussions were 

digitally recorded. I transcribed one of the interviews and the other interviews 

were transcribed professionally. Anonymity of speakers was preserved as names 

were not included when interviews were coded. All documents (e.g. digital 

recordings) containing confidential material were kept in a locked filing cabinet in 

my office. Other than my supervisor, I was the only person who had access to 

these documents. All participants were offered the option of me taking notes 
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during the interviews should they not feel comfortable having their interviews 

recorded. None of the participants chose this option. Consent forms were locked 

in a filing cabinet in my office that was separate from the locked filing cabinet in 

which I stored other data related to the research. This separation provided an 

additional layer of protection in that the names of participants could not be linked 

to the data. 

Attention to physical and social environment. Patton (2002) refers to the 

influence that the physical and social environments can have on the interview and 

advises researchers to be mindful of these factors. Cognizant of these words, I 

took field notes, particularly during focus group interviews (Patton, 2002). These 

notes provided a rich description of the environments in which interviews 

occurred (Patton, 2002). Field notes were dated, and they described where the 

interviews took place, who was present, the physical and social environment, and 

activities that occurred (Patton, 2002).   

In terms of the physical environments, participants had the option for 

interviews to take place at a location I offered, or at a location of their choosing. 

Interviews therefore occurred in a variety of settings, including participants’ 

offices, homes and university spaces. Regardless of the setting, I was mindful to 

create environments that were comfortable and conducive to generating 

thoughtful discussion. Participants often chose times for interviews during which 

they knew they would be uninterrupted and this often entailed their lunch break or 

immediately after work. I demonstrated respect for the participants who were 

taking time from their busy schedules to participate in the interviews by providing 
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light and healthy refreshments. I ensured the food was healthy, locally sourced 

and organic, as I recognized that this was important to many of the participants. 

Many of the individual interviews were conducted at the places where participants 

were employed. The space that I offered for interviews, which is where the focus 

group interviews occurred, included comfortable seating, temperature and a 

relaxing milieu. There was space in which to move around and also to seek 

privacy should it be required. Focus group interviews were scheduled at times 

when all or the majority of participants could attend, and I followed up with 

participants who were unable to attend.  

Social environment can be defined as “The ways in which human beings 

interact create social-ecological constellations that affect how participants behave 

toward each other in those environments” (Patton, 2002, p. 283). Patton (2002) 

writes in depth about the importance of attending to verbal and nonverbal 

communication, as well as observing the interactions between participants during 

both formal and informal interactions. He notes that “the most significant 

learnings” often occur “as a result of interactions with other participants,” 

particularly during informal situations (p. 286). This is consistent with AI theory 

in which the discussions between participants reveal commonalities that were 

previously unknown to each other and which unite and build strong relationships 

between participants (Bushe, 2013).  

Because the community of nurses and administrators who work in the 

Healthy Learners in Schools Program and related areas of public health is 

relatively small, many of the participants in focus group interviews already knew 
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each other and were familiar with the history of positive mental health and other 

initiatives in the Province. Participants had established patterns of trust and 

respect for each other. These were evident as I observed their verbal and non-

verbal communication. Also consistent with AI theory was the revelation of 

commonalities that were previously unknown to each other, particular in terms of 

personal experiences with health care providers. As participants shared these 

experiences, the group was deeply moved and the vulnerability associated with 

“being on the other side” of health care and education seemed to resonate with 

everyone. I experienced a deeper sense of empathy and feelings of connection 

with the group. Patton (2015) notes that empathetic responses are no longer 

interpreted as barriers to research but rather as empathetic sensitivity which in fact 

“enhances, enriches and deepens understanding” (p. 62).  

This deeper sense of connection is also noted as one of the universal 

outcomes of effective Appreciative Inquiry research entitled Establish and 

Eclipse. To review earlier discussion about Appreciative Inquiry as a 

methodology, Establish and Eclipse: “This contributes to a sense of collective 

energy, caring and support that participants have likely never experienced in their 

“typical silos and solo operations” (Cooperrider, 2012, p. 31). 

The iterative cycle of AI entails comparing notes from each phase of the 

cycle to the literature, as well as personal reflection by the researcher. As per this 

process, in addition to field notes that described physical and social environments, 

I maintained a journal in which I recorded my reflections. These reflections 

included questions and thoughts about possible connections between the literature 



163 
 

and the transcripts I was analyzing. They also included ideas about themes being 

identified and implications. I discussed these reflections with my supervisor at our 

meetings and found the process helpful. My supervisor provided insight and was 

able to help me move through the process of analysis. 

Method of analyzing the information collected. I used content analysis 

to analyze the information collected during this research because it is 

recommended when knowledge is fragmented and when the phenomena of 

interest are multifaceted (Elo & Kyngas, 2008). Patton (2002) notes that content 

analysis “refers to sense-making efforts that take a volume of qualitative material 

and attempts to identify core consistencies and meanings” (p. 453). Content 

analysis provides knowledge, new insights and a practical guide to action (Elo & 

Kyngas, 2008, p. 108). “Research using content analysis focuses on the 

characteristics of language as communication with attention to the content or 

contextual meaning of the text” (Hsieh & Shannon, 2005, p. 1278). Data are 

condensed, resulting in a series of categories or concepts that describe a 

phenomenon, sometimes leading to the generation of a model, or theory (Elo & 

Kyngas, 2008). An inductive approach to content analysis was identified as 

appropriate given that conceptualizations of PMH are emergent or in early stages 

of development in the literature (Patton, 2015).  Content analysis is a well-

established method of analyzing data within the field of nursing (Elo & Kyngas, 

2008). 

The sources of data for content analysis are typically written documents, 

for example, interview transcripts or diaries (Patton, 2015; Rose, Spinks & 
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Canhoto, 2015). Sources of data for this research included transcripts from 

interviews and focus groups, graphical representations and handouts created that 

were generated from interviews and focus groups. Patton (2015) notes that field 

and journal notes also provide insight into the data. 

Elo and Kyngas (2008) note that researchers must decide whether to 

analyse only the manifest content (written word) or to also include the latent 

content (sighs, laughter, posture, silence, etc.). This content is described as 

explicit and inferred communication respectively (Hsieh & Shannon, 2005). It is 

of note that during all interviews, participants’ verbal and nonverbal 

communication was synchronous. In other words, there was nothing significant in 

terms of latent or inferred content in this research. This is likely be due to the fact 

that participants knew each other and felt comfortable during interviews and focus 

groups. The social and physical environments were relaxed and participants felt a 

sense of trust with the research process. 

Rose, Spinks and Canhoto (2015) and Patton (2015) note that content 

analysis examines data using a process that is structured and systematic. Auerbach 

and Silverstein (2003) use the metaphor of a staircase to describe content analysis 

because steps must be followed in order for the analysis to progress. They state 

first step is to remember the research concerns and the second is to remember the 

theoretical framework that guides that research. It is important that researchers are 

aware that these will inevitably influence how they sort, prioritize and determine 

data to be relevant. For example, a mental health issue studied within a post-

positivist paradigm is likely to be researched quite differently in the critical 
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paradigm because of ontological, epistemological and other fundamental issues 

(Guba & Lincoln, 1994). I reminded myself that this research is situated within 

the constructivist paradigm and its theoretical framework draws from the strength-

based approaches of Appreciative Inquiry and positive mental health. Data for the 

research were drawn from interviews, some of which occurred within the context 

of focus groups. 

In order to analyze the data, it is essential that researchers become familiar 

with it at a deep level (Auerbach & Silverstein, 2003; Rose, Spinks & Canhoto, 

2015). In content analysis, this familiarity occurs when researchers review it 

repeatedly and make notes about content, a process sometimes described as 

becoming immersed in the data (Patton, 2015). “No insights or theories can spring 

forth from the data without the researcher becoming completely aware of them” 

(Elo & Kyngas, 2008, p. 109).  

I used paper copies of the transcripts and as I continued to reread them, I 

noted in the margins any words and other times phrases that I thought were 

relevant. Some words and phrases were deemed relevant because they were 

repeated, others because they fit with the literature, or because I had not noted 

them in the literature but sensed they could be important. I continued to repeat 

this process over and over again with each interview transcript at each phase of 

the research. This initial form of analysis is known as open coding (Elo & 

Kyngas, 2008). 

In addition to making notes of relevant data in the margins, I also followed 

Auerbach and Silverstein’s (2003) recommendation of highlighting all relevant 
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passages and cutting and pasting them into separate files that correlated with each 

participant interview and/or focus group. I then saved these files into a larger 

folder and labelled it with the interview number. I also ensured that I labelled 

each passage with its original interview number and transcript page number, so 

that I could review the original context if necessary. This marked the beginning of 

the next step in the coding process and it provided a process for organizing data 

so that it can be analysed (Auerbach & Silverstein, 2003; Patton, 2015). Although 

coding in content analysis can be completed through a number of different 

software programs, I continued to use the manual process of content analysis 

described by Auerbach and Silverstein (2003). This method is similar to that 

suggested by Rose, Spinks, and Canhoto (2015) and Patton (2015). 

I continued the process of explicating repeating ideas by grouping together 

related passages and relevant text. Auerbach and Silverstein (2003) recommend 

that researchers also include expressions of the same ideas or use of similar words 

to express the same idea by different participants when coding repeated ideas. As 

per these same authors, I combined all of the repeating ideas from the transcripts 

into one composite list and created a new document. This document thus 

contained a list of repeating ideas. The ideas could be tracked back to the original 

interview because I used a different font for each participant each time I cut and 

pasted an idea into this new document. This was helpful because I could then 

monitor how many of the participants expressed this idea. Although it was not an 

essential part of data analysis to ensure that each participant expressed the same 

idea, it added an additional layer of information.  
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I continued to review the repeated ideas in order to distill their essence and 

thus collapse similar ideas together. As I repeated the process, I moved from 80 

ideas down to 60.  This is consistent with the analysis guidelines suggested by 

Auerbach and Silverstein (2003). Two examples of repeating ideas were balance 

and simplicity. Eventually these were collapsed into the idea of “positive mental 

health requires.” This idea was collapsed into another, and so on.  

Auerbach and Silverstein (2003) note that once a list of repeating ideas has 

been organized and filed, the process of collapsing repeating ideas into groups 

with similar conceptual ideas, the step towards identifying themes begins. They 

note that the process of grouping repeated ideas into coherent categories 

eventually results in the identification of themes. They define a theme as an 

implicit idea or topic that a group of repeating ideas have in common (p. 48). This 

is consistent with Patton’s (2015) definition of a theme and he recommends 

researchers engaging in content analysis identify both themes and patterns. He 

notes a theme is more categorical or topical (e.g. fear) while a pattern refers to a 

descriptive feeling (“almost all participants reported feeling fear when . . .). 

Auerbach and Silverstein (2003) note that each theme should be named with a 

phrase that is easily understood while clearly expressing a common thread. They 

note that participants should be able to recognize themes as things that they might 

themselves have said. Rose, Spinks and Canhoto (2015) recommend the 

organization of themes into major themes and minor themes. The process of 

reviewing and collapsing continues until it is no longer possible to collapse and 

combine themes. Auerbach and Silverstein (2003) suggest that 10-20, with an 
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average of 15 themes typically characterize this stage of analysis. They also note 

that the number of themes is not intended to be prescriptive.  

Auerbach and Silverstein (2003) suggest that themes lay the foundation 

for theoretical constructs with the possibility of a theory or model being generated 

from the research, Elo and Kyngas (2007) recommend using the term concept 

rather than construct or category. These are abstract groupings that organize 

groups of themes by fitting them into a theoretical framework or model. They 

move the analysis from the description of subjective experiences found in 

repeating ideas and themes to a more abstract and theoretical level. This provides 

a deeper understanding of themes because they are understood within the context 

of the larger theoretical framework.  

I followed these recommendations as I analyzed the data. These themes 

are explored in detail in the Results Chapter of this dissertation. At the end of the 

first phase of the research, the Discovery Phase, I identified six themes relating to 

nurses’ perspectives about positive mental health, and five themes relating to the 

roles of nurses in positive mental health initiatives.  

I reviewed these themes with participants at the beginning of the Dream 

Phase, which was comprised of a focus group interview, to ensure the themes 

made sense and resonated with their experiences. To facilitate the process, I 

created two documents that were shared with all participants. One document was 

a summary of the themes and the other was a compilation of practices, resources 

and approaches shared by participants during interviews. These documents are 

discussed in more detail in the Results Chapter. Once participants who attended 
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the focus group interview had confirmed that the documents made sense to them, 

I sent electronic copies to all participants and followed up with phone calls and e-

mails in case participants wished to share additional comments or suggestions. No 

changes were suggested. This process exemplifies the collaborative approach of 

Appreciative Inquiry in terms of participants being able to confirm the “life-

giving” forces of positive mental health initiatives. Consistent with AI 

methodology, once the themes had been confirmed by participants, I compared 

these them to the literature in order to add breadth and depth as I wrote the results 

chapter.  

During the Dream Phase, participants decided together what roles or 

practices they would like to see more of within their organizations and in positive 

mental health initiatives. I wrote each of the research questions for this phase of 

the research on flip chart paper and posted it on the walls. The group discussed 

each question and I wrote down some key points while others were documented 

by participants. In addition to the transcribed interview notes, I also used the flip 

chart notes as data in the analysis process. As I reviewed the data, I repeated the 

coding process discussed earlier in this chapter and four themes emerged. These 

themes are discussed in more detail in the Results chapter, as is the document that 

I created in which the themes were summarized. I also reviewed the literature that 

related to the themes in search of patterns and areas that required additional 

review and/or research.  

I confirmed that the themes resonated with participants when we met for 

the second focus group interview and once again, participants had the opportunity 
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to suggest changes. As discussed in the Results Chapter, participants stated that 

they felt the themes captured their perspectives and that there was no need for 

changes.  

Once the themes had been approved by the participants, the second focus 

group interview progressed into the Design Phase of the research.  Once again, I 

wrote each research question on flip chart paper and posted the papers on the 

walls of the interview room. Again, the group discussed each question and I wrote 

down some key points while others were documented by participants. In addition 

to transcribing interview notes, I used the flip chart notes in the analysis process. I 

repeated the coding process discussed earlier in this chapter and four themes 

emerged. As I analyzed these themes, a model also emerged, and I called it, The 

Positive Mental Health Nursing Model. Thus, the Dream Phase became integrated 

with the Destiny phase. Participants were able to verify its authenticity when I 

sent them a summary of the analysis and related graphical representation.  

Ethics and consent process. I followed protocols for research as required 

by the ethics committees at UNB. This requires compliance with the Tri-Council 

Policy for Research Involving Humans (Gov. of Canada, 2014). Clearance for the 

study was obtained from leaders within the school districts and the local health 

authority.   

Guba and Lincoln (1994) note that ethics play an intrinsic role in research 

that is situated within the constructivist paradigm because “because of the 

inclusion of participant values in the inquiry (starting with respondents' existing 

constructions and working toward increased information and sophistication in 
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their constructions as well as in the inquirer's construction). There is an incentive-

a process tilt-for revelation” (p. 115).  It was thus important to ensure that 

participants understood the purpose of the research and they ways in which they 

would be asked to contribute. These issues were addressed in the Research 

Information Letter that described the research as well as the consent form that 

participants signed (See Appendix A). These included a description of the purpose 

of the research, the ways in which participation would be invited, including a 

tentative timeline, the way in which data would be stored, who would have access 

to it, and any potential risks to participants. 

Shenton (2004) notes that it is important that participants are aware that 

they can refuse to participate and can also withdraw their participation in the 

research at any time without fear of negative consequence and “they should not 

even be required to disclose an explanation to the investigator” (p. 67). The 

Research Information Letter included the following statements, which were 

reiterated on the consent form that participants signed before joining the research:  

Although there are no anticipated risks associated with participation in this 

study, the final decision to take part in this research is yours. 

If you agree to participate now, but later have a change of mind, you may 

withdraw from this study at any time with no consequence. Your co-

operation to take part in this study is greatly appreciated. However, there 

is no penalty if you do not participate.  

 When creating the Research Information Letter and Consent Form, I 

made a conscious effort to use language that not only described qualitative 

research, but also demonstrated respect for participants. I felt that it was important 

that all participants felt respected and knew that their voices and participation 
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were important to the research process. It was also important that participants 

understood how their voices would be represented when the results of the research 

were finalized.  Continuing along this line, Guba and Lincoln (1994) note that 

“The close personal interactions required by the methodology may produce 

special and often sticky problems of confidentiality and anonymity, as well as 

other interpersonal difficulties” (p. 115). This was addressed in the Research 

Information Letter which stated that: 

All information/data gathered from these meetings will be analyzed in 

aggregate form so that individual responses from participants will not be 

identifiable. I also understand that while the researcher will respect the 

confidentiality of participants in the focus group, and can request all 

participants in the focus group to do so as well, the researcher cannot 

guarantee that other participants will keep in confidence the names and 

opinions expressed.  

Tangential to this, Dewar (2011) notes that the participatory and applied 

nature of AI research requires people feel close and comfortable so that there can 

be open communication among the people involved to protect and promote the 

well-being of participants. Dewar (2011) notes that an ethical code of conduct that 

is agreed upon at the beginning of the study can facilitate this process.  

Maintaining Quality in the Research. All research is subject to scrutiny 

regarding the accuracy and meaning of its findings. This research was situated 

within the social constructionist paradigm and its quality can therefore be judged 

by assessing its trustworthiness and authenticity (Guba and Lincoln, 1994). Patton 

(2015) notes that although authenticity may be better aligned with the 

constructivist epistemology, trustworthiness and its criteria remain relevant to 

contemporary research. Both trustworthiness and authenticity will be discussed in 

the next section, including how they were addressed in this research. 
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Trustworthiness. Guba and Lincoln (1994) and Shenton (2003) agree that 

trustworthiness can be assessed based on four criteria: credibility (which parallels 

internal validity in the post-positivist paradigm); transferability (which parallels 

external validity), dependability (which parallels reliability) and confirmability 

(which parallels objectivity).  

 Credibility. Elo and Kyngas (2009) note that a number of these elements, 

including credibility, are universal to any qualitative research design (p. 112). 

Hsieh and Shannon (2005) note that trustworthiness is heavily influenced by the 

quality of the coding scheme used in the content analysis. They also note that it is 

important to describe the approaches used in the analysis as this provides a 

universal language for health researchers and this is supported by Shenton (2004). 

The approaches used in the analysis of the data collected for this research have 

been clearly outlined and the coding process described in detail. 

Although replication is not the intent of qualitative research, Hsieh and 

Shannon (2005) point out the importance of developing a complete understanding 

of the context of the research. They note that without this information, the 

findings might not accurately represent the data and the research will lack 

credibility (p. 1280). This is consistent with Shenton (2004) who notes credibility 

is enhanced when researchers develop “familiarity with the culture of 

participating organizations before the first data collection takes place” (p. 65). It 

was for this reason that I used purposeful sampling to invite participants to join 

the study. I had been taking nursing students to schools for their community and 

population health clinical nursing rotation for almost ten years before I began this 
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research. I was therefore somewhat aware of the organizational culture of the 

Healthy Learners in Schools Program. I had also been employed as a school nurse 

in the United States in 2002-2004. I therefore understood some of the many roles 

that nurses can play in schools. 

Shenton (2004) and Patton (2015) also note that the credibility of the 

researcher is also important as it is the researcher who is the major instrument in 

the collection to the data as well as the analysis. Therefore, some biographical 

information should be included, including funding sources (Shenoton, 2004; 

Patton, 2015). These issues are addressed in the section of the dissertation entitled 

“Locating Myself within the Context of the Research.” 

Shenton (2004) notes that it can be helpful to include a sample of a range 

of people in different organizations related to the area being researched in order to 

obtain a broader perspective. It is for this reason that the nurses and administrators 

who participated in the research reflected a broad range of school experience, 

from urban to rural to Anglophone to Francophone. The community of nurses is 

small and therefore a more detailed descriptions of the sectors within which they 

worked would compromise anonymity of participants. 

In addition, the concept of member checks is well accepted in the 

literature as an important element of credibility that can take many forms (Patton, 

2015; Shenton, 2004). Examples of member checking include: inviting 

participants to review transcripts of dialogues in which they have participated, or 

to review emerging theories and documents that have emerged from dialogues to 

ensure they resonate (Patton, 2015; Shenton, 2004). I continued member checking 
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at each phase of the research. Participants were offered a summary of their 

interview and summaries of focus groups and any other content that would be 

shared outside the group. In this way, participants could verify accuracy and 

confirm consent for the sharing of quotations, etc. Dewar (2011) notes this 

process to be a valued part of her research as it builds participants’ trust and 

ongoing participation in the AI cycle. 

Shenton (2003) also recommends frequent, collaborative, debriefing 

sessions between researchers and supervisors or project directors, etc. These 

sessions provide opportunities to broaden perspectives, talk through questions and 

concerns and develop ideas. They also help researchers become aware of the 

potential influence of their own preferences and perspectives on the research 

analysis. I met with my supervisor every two weeks and more often when needed. 

Depending on the phase of the research and the stage of analysis, sometimes our 

meetings were brief and other times they lasted for two hours or more. I found it 

extremely helpful to be able to talk about the research with someone I trusted and 

who was able to provide insight and encouragement. I left our meetings feeling 

re-energized and ready to return to the research.  

The expression “thick description of the phenomenon under scrutiny” 

relates to a detailed description of the area being researched, including the context 

(Shenton, 2004, p. 69). This description also helps readers determine whether the 

research findings make sense and are plausible. This determination is also 

facilitated when researchers explain the study results and their fit with the existing 

literature as well as how the current research contributes to existing literature. 
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This explanation is integral to the iterative process of Appreciative Inquiry and is 

discussed in the following two chapters. 

Transferability. Because qualitative research recognizes the influence of 

context, there is no expectation that conditions can be created so that the research 

can be replicated with the same results. However, Shenton (2004) notes that 

transferability is enhanced when readers have a better understanding of the 

boundaries of the study. These include sharing the following:  

The number of organizations taking part in the study and where they are 

based; any restrictions in the type of people who contributed data; the 

number of participants involved in the fieldwork; the data collection 

methods that were employed; the number and length of the data collection 

sessions; the time period over which the data was collected (p. 70). 

 

Elo and Kyngas (2008) are consistent with the above and they advise 

researchers to include a clear description of the context, selection and 

characteristics of participants, data collection and process of analysis (p. 112). 

These boundaries were detailed earlier in the chapter but to summarize, this 

research involved eight participants who were either nurses or administrators and 

who had experience working with the Healthy Learners in Schools Program and 

who understood the concept of positive mental health. The Research Design was 

Appreciative Inquiry and data collection occurred in four phases through 

individual and focus group, the average length of which was 60-90 minutes. 

Content analysis was the method used to analyze the data. The data collection 

period was approximately 12 months while analysis continued for an additional 

six months.  
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Dependability. This criterion is closely tied to credibility and it is 

positively correlated and supported by overlapping methods. Examples of the 

latter include focus groups and individual interviews (Shenton, 2004, p. 71). In 

addition, dependability is strengthened when the processes and methods followed 

within the study are clearly explained, thus enabling other researchers to repeat 

the research, cognizant that the results might not be the same. This could include 

details about the research design, details of data gathering, and an evaluation of 

the process (Shenton, 2004). This process has been illustrated and can be clearly 

followed by readers. 

Confirmability. This criterion is addressed when it is clear that research 

findings are the results of the “experiences and ideas of the informants, rather than 

the characteristics and preferences of the researcher” (Shenton, 2004, p. 72). The 

process of member checking, discussed earlier, also addressed confirmability. 

Patton (2015) notes:  

Any credible research strategy requires that the investigator adopt a stance 

of openness,being careful to fully document methods of inquiry and their 

implications for resultant findings. This simply means that the investigator 

does not set out to prove a particular perspective or manipulate the date to 

arrive at predisposed propositions. The neutral investigator enters the 

arena with no axe to grind, no theory to prove . . .  (p. 58). 

 

Confirmability is supported when researchers make their beliefs and 

assumptions explicit because neutrality does not mean detachment (Patton, 2015). 

This was completed in the section entitled “Locating Myself within the Context of 

this Research” in which I explained why the constructivist paradigm fit with my 

philosophy of nursing.  
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 Confirmability can also be supported through the use of an “audit trail” in 

which the results are traced step-by-step and represented in the form of a diagram 

(Shenton, 2004, p. 72). Visual aids that can be used to illustrate confirmability 

include logic maps, audit trails and figures.  

Addressing the limitations of the research also contributes to 

confirmability (Shenton, 2004). The limitations of this research are clearly 

outlined in the final chapter of the dissertation. This section also includes areas for 

future research. When combined, these discussions contribute to the 

trustworthiness of the research. 

Authenticity. Authenticity is assessed based on the criteria of “fairness; 

ontological authenticity (enlarges personal constructions), educative authenticity 

(leads to improved understanding of constructions of others), catalytic 

authenticity (stimulates to action), and tactical authenticity (empowers action)” 

(Guba & Lincoln, 1994, p. 114). 

Building on these criteria, Dewar (2011) writes that the above criteria to 

ensure authenticity were further developed by Nolan et al. (2003) with the 

purpose of ensuring the research findings are more accessible to all stakeholders 

involved in the research process. The criteria for authenticity are:  

 Equal access – Are views of all stakeholders solicited and represented in a 

balanced way?  

 Enhanced awareness – Do individuals better understand their own 

situation and that of others? 

 Encourage action – Is action stimulated and facilitated? 

 Enable action – To what extent have people been given the tools to change 

things (Dewar, 2011, p. 114) 
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I used these criteria as a basis of reflection throughout the study. Dewar 

(2011) notes these criteria are useful because they give equal emphasis to the 

importance of thinking and actions as outcomes of the research process. She notes 

that they also provide evidence about the quality of the research process. The 

participatory nature of the research addresses these issues as the views of all 

participants are represented and the importance of inclusion and respect was 

emphasized throughout the research. The discussions that arose during the 

interviews, particularly regarding the value of the Stages of Change model 

(Prochaska and DiClemente, 1983) explicate the enhanced self-awareness that 

participants voiced regarding their own experiences as well as the experiences of 

others. This is also true in terms of action being encouraged and enabled, 

particularly in terms of the model that emerged from the research. 

Elo and Kyngas (2008) encourage the use of authentic citations, which 

illustrate from where or from what kinds of original data the categories were 

formulated (p. 112). They caution researchers to ensure that participants cannot be 

identified through their quotes. Authentic citations were included throughout the 

reporting of the results and discussion chapters. However, the voices of the 

participants remained anonymous and although some might recognize their 

words, it should not be possible to identify them. 

Chapter Summary 

 This chapter addressed the theoretical framework surrounding 

Appreciative Action methodology as well as positive mental health and provided 

details about the research. The rationale for the choice of AI was reviewed, as 
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well as the constructivist paradigm within which it is situated. Details about the 

design of the research and methods used were also discussed. In addition, data 

collection, analysis and issues surrounding the management of data, ethics were 

delineated. The chapter concluded with a discussion about issues of 

trustworthiness and authenticity. The results of the research follow in the next 

chapter. 
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Chapter Three: Results 

In keeping with Appreciative Inquiry methodology, there were four phases 

to this research inquiry:  Discovery; Dream; Design; and Destiny. Each phase has 

a purpose and builds on the findings from its predecessor. This chapter explores 

the results of the first three phases of the research inquiry. Each section begins 

with a quote from one of the participants and comparisons to the literature are 

integrated into each section following the iterative process of Appreciative 

Inquiry.  Results of the final phase of the research are explored in the Discussion 

chapter of this dissertation. The results of the first phase are discussed in the next 

section.  

The Discovery Phase  

The first phase of the research, known as the Discovery Phase, was 

designed to elicit the ways in which positive mental health and its strengths are 

conceptualized by participants. The themes that relate to participants’ perspectives 

about positive mental health are explored in depth in the section entitled 

Perspectives about Positive Mental Health. 

In addition to defining positive mental health, participants were asked to 

discuss their involvement in positive mental health projects or initiatives within 

the school environments, as well as their role in impacting or influencing 

awareness, capacity building, or embedding practices related to positive mental 

health. These are explored in depth in the section titled Roles of Nurses in 

Positive Mental Health Initiatives.  
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A number of participants noted they knew good work was happening in 

other schools and parts of the Province, but they did not know details. A number 

of the participants noted the value in sharing and celebrating successes and 

strategies that promote positive mental health. 

I therefore created a document titled, “Examples from Practice, Resources 

and Approaches that Promote Positive Mental Health Cultures (Appendix B) that 

I shared through e-mail with all participants. This six-page document consisted of 

specific examples that participants discussed during the Discovery Phase of the 

research.  

Once interviews were completed and analyzed following the process 

explicated in the methods chapter, common perspectives and themes were 

identified. These were summarized in a two-page document entitled Positive 

Mental Health Perspectives of Nurses: Summary of Interviews (Appendix C). 

This summary was e-mailed to participants and also reviewed at the beginning of 

the first focus group. There was agreement amongst participants that the 

document captured key content.  

Perspectives About Positive Mental Health  

The ways in which participants conceptualized positive mental health 

were captured by six themes that emerged during analysis of the data. These 

themes are summarized in the following table and each theme is subsequently 

explored in more detail.  
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Table 1 

Discovery Phase Themes: Perspectives About Positive Mental Health 

Theme 1: One-dimensional approaches to well-being remain prevalent. 

 

Theme 2: Positive mental health literacy: Dual pathway emerging but mental 

health literacy could be further developed through embracing positive mental 

health concepts.  

 

Theme 3: Positive mental health emphasizes ecological approaches, strength-

based models and connectedness of people. 

 

Theme 4: Deci & Ryan’s (1985, 2011) Model of Psychological Wellness 

Needs provides good theoretical basis. 

 

Theme 5:  Prochaska & DiClemente’s (1986) Transtheoretical Model of 

Change: Remains relevant; recognizes importance of gaining self-awareness 

about positive mental health as a first step in shifting paradigms (Pre-

Contemplation to Contemplation); Process requires skill development, time. 

 

Theme 6: Positive mental health is relevant across the lifespan. 

  

 “It is ‘doing with’ people, not ‘doing to’ people.” 

One-dimensional approaches to well-being remain prevalent. 

Participants voiced concern that one-dimensional approaches to well-being 

remain prevalent in health care, schools and society. One nurse used the national 

Let’s Talk Initiative (Bell, 2017), as an example and stated “They’re still looking 

at diagnoses not so much looking at the positive part and preventing . . . diagnoses 

from happening.” The Let’s Talk campaign is “built on 4 key pillars: Fighting the 

stigma, improving access to care, supporting world-class research, and leading by 

example in workplace mental health” (Bell, 2017). Each of these pillars focuses 

on addressing mental illness. For example, the pillar of stigma is designed to 

decrease stigma and increase discussion about mental illness. The pillar of access 

to care is designed to decrease wait times and promote increased services for 
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mental illness, and so on. The central focus on mental illness perpetuates 

embedded assumptions that mental health can only exist within the shadow of 

mental illness. Another implication of this is that illness is a disorder, or deficit, 

and an absence of illness, by not being a disorder, must be the state to which to 

aspire. This assumption is reminiscent of the single continuum approach in which 

health lies at one end of a continuum and illness at the other. This is discussed in 

detail in the review of the literature.  

The Let’s Talk pillar of workplace mental health uses the terms mental 

health and mental illness interchangeably, thus perpetuating ambiguities in 

terminology. Is mental health the same as mental illness? A contradiction is 

explicated when the terms mental health and mental illness are used as if they are 

synonymous. How can mental health and illness be at opposite ends of a 

continuum and also be synonymous?  Continuing this line of thought, another 

participant noted:  

I think an important consideration when you look at positive mental 

health, because of the words ‘mental health’ which I guess historically 

comes with a negative connotation. Like, if you talk about mental health, 

the reflex for most people would be, well, you’ve got a problem, or you’ve 

got some kind of issue, and it brings you down the path of . . . the medical 

model, like, your number one focus is let’s find out what’s wrong and then 

we’ll try to fix it. (7, p. 1) 

 

Participants consistently acknowledged the contradictions within the 

single and dual continuum approaches to mental health. They noted in particular 

the deficit-oriented language and the emphasis on problems and illnesses. One of 

the participants explained the model as follows, noting that the deficit approach: 

It’s our culture. It’s our reflex mode, find a problem and fix it. And if 

there’s no problem, all is good with the world . . . You could be just like 
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even keel, you know, just your nose is above water and that’s it. Is that 

really the way you want to be? You’re not drowning yet, so you’re fine? 

 

“. . . It’s not another program, it is a way of being.” 

Dual pathway emerging but mental health literacy could be further 

developed.  There is agreement in the literature that the single continuum model 

of mental health and illness is not adequate (CAMH, 2015a; CMHA, 2017; 

Morrison & Peterson, 2016a,b; PHAC, 2016). Therefore, it is of note that 

elements of the single continuum model of mental health persist in current 

conceptualizations of mental health and illness, particularly in terms of 

terminology, and an inherently deficit-based approach. The term medical model is 

sometimes used as a synonym to these approaches and it is so deeply embedded in 

approaches to health and illness that its perpetuation may be unintentional 

(Llambias-Wolffe, 2015a; Mehta, 2011). 

Participants in the study were cognizant of the emerging two or dual 

continuum conceptualization of mental health (Keyes, 2007). This continuum, 

based on two axes, is discussed in detail in the review of the literature and briefly 

summarized within the context of the results in the following section.   

“Mental health theory and practice is at a crossroads” (Pemberton & 

Wainwright, 2014, p. 219). 

 

Reflecting a shift away from the limited One Continuum Model, the Two 

Continuum model has become accepted as a more wholistic approach to mental 

health and is used by authoritative sources, including the Public Health Agency of 

Canada (2016), Centre for Addiction and Mental Health (2015a,b) and the 

Canadian Mental Health Association (2017).  
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This model uses two continua, or axes to conceptualize both mental illness 

and well-mental health (CAMH, 2015a,b). The x-axis, or continuum depicts 

mental illness, with absence of illness at the negative end of the axis, and presence 

of mental illness at the positive end. The y-axis depicts states of mental health, or 

well-being, with languishing at the negative end and flourishing at the positive. A 

state of positive mental health exists when one has no mental illness and is 

flourishing. Another positive state exists when one lives in a state of flourishing 

with a mental illness that is controlled (CAMH, 2015a, 2015b). Mental health can 

thus be described in terms of quadrants (e.g. no mental illness and flourishing, 

also known as positive mental health).  

The Two Continuum Model is consistent with health promotion 

approaches that emphasize the promotion of health and prevention of disease, all 

of which are accepted in the literature as more effective ways to improve the 

health of populations (Hamilton & Bhatti, 1996; Mantoura, 2014). Health 

promotion approaches focus on wellness and on populations rather than 

individuals (Mantoura, 2014). In addition to addressing risks for disease, recent 

literature includes protective factors, which are thought to reduce risk by 

strengthening the person/population (CAMH, 2015a; Morrison & Peterson, 

2016a).  

 Participants in this study noted that the two continuum model does not 

capture the complexity of positive mental health. Referring to the y-axis as the 

“fabulous side,” one participant noted “start on the fabulous side of the 

continuum, work there and then we move on over [to the x-axis] as we need to, 
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but we might not need to . . .” In essence, she was referring to beginning with a 

strength-based lens. Another participant noted, “You have to use the strength-

based approach first , . . It’s the lens through which you see everything else.” 

Another participant stated, “I think if we don’t begin with strengths right away, 

we’re coming from a negative background . . . But if we’re coming about life 

looking at things as in having our glass half full, then it’s easier to cope with 

everything, whether it’s a test or whatever life brings us.” This view resonated 

with other participants during the focus group. Another participant noted:  

We don’t say that the medical model doesn’t exist, it does. I mean, people 

are depressed, they’re stressed . . . . all of these different diagnoses 

absolutely do exist and we can’t pretend they don’t, but at the same time, 

with the same people, these people have strengths and the idea of positive 

mental health is trying to identify what these strengths are and make them 

conscious, and put them up at the forefront  . . . (7, p. 1). 

 

  I wondered as I wrote my field notes if perhaps positive mental health 

looks different from a strength-based perspective than a deficit-based perspective. 

Perhaps this explains why the two continuum model, although more wholistic 

than the single continuum model, might not fully conceptualize positive mental 

health. I recalled discussions with my supervisor in which he noted the limiting 

tendency to conceptualize mental health into quadrants when using the two-

continuum model. For example, a person could have mental illness but be 

flourishing. He noted that positive mental health is more complex than could be 

expressed with this model and he preferred the term “Dual Pathway to Enhancing 

Mental Health (Morrison & Peterson, 2016a,b).” As he discussed this approach, 

he would emphasize the importance of using a strength-based approach to both 

mental illness and positive mental health. He would also remind me to consider 
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the influence of environmental factors on mental health. I did not fully understand 

what he meant until much later in the research process. This serves as an 

important reminder of the value of returning to the literature with each phase of 

the research as this provides an opportunity for not only finding new literature, 

but also revisiting concepts with a renewed perspective.  

“Nurses look for people’s strengths.” 

Positive mental health emphasizes ecological approaches, strength-

based models and connectedness of people. There was consensus among the 

participants that more emphasis should be placed on enhancing literacy about the 

emerging vocabulary of positive mental health from strength-based, ecological 

approaches. There was also consensus that nurses who were familiar with positive 

mental health used strength-based approaches and were intentional in their 

approaches to support positive mental health.  They recognized that this required 

a paradigm shift and use of a strength-based lens through which to view both 

mental health and mental illness.  

Participants referred to other concepts related to positive mental health, 

including resilience. Discussion about resilience was almost always located within 

the context of discussion about relationships. Discussions about resilience often 

included reference to the importance of having a network of support. This 

network was considered essential to both enjoy life and manage challenging 

situations and periods in life. This is discussed in more detail in the next section, 

which relates to the Model of Psychological Wellness Needs (Deci & Ryan, 1985, 

2011). 
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As participants discussed their involvement in positive mental health 

initiatives, they referred to examples, resources and examples that promoted 

positive mental health. Their explanations included clear links to concepts that are 

integral to strength-based positive mental health (Morrison & Peterson, 2016a). 

For example, all but three of the participants referred to a program entitled Roots 

of Empathy (Gordon, 2005).  The Program is designed to build empathy and 

positive emotions, and has been internationally recognized for its effectiveness in 

both the short and long-term.  A trained facilitator visits the classroom 27 times 

and a baby and parent (family) visit nine times during a nine-month span. Family 

visits occur in the middle of each of the nine themes that are discussed. 

Participants noted that although it is a stand - alone program, its underlying 

philosophy and the strategies used in the classroom promote positive mental 

health. 

 One participant noted: “All of these philosophies [restorative justice, 

welcoming inclusion and diversity] are embedded in the philosophy behind Roots 

of Empathy and in how people create a safe, caring, you know, risk-free learning 

environment.” (2, p. 8).  In a similar line, another participant referred to Roots of 

Empathy, stating:  

Recognizing how it [Roots of Empathy] does impact mental fitness in the 

classroom because it gives a safe environment for children to 

communicate personal things that they might not otherwise feel like they 

can, so in that way I think it’s so valuable, it’s invaluable. I would like to 

see every child experience it because what you’re making as well is 

parents who understand their role; how valuable their role is to begin with 

because the parent is the expert (3, p. 20).  

Participants discussed concepts that are part of positive mental health as 

they explained their work and involvement with a number of initiatives, resources 
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and practices that were promoting positive mental health. These have been 

referred to earlier in this chapter and can be reviewed in Appendix 2. 

As I reviewed my field notes, I realized that participants referred to 

concepts about positive mental health in ways that are consistent with 

conceptualizations found in the strength-based literature.  These concepts include:  

self-regulation; positive youth development; social-emotional learning; self-

efficacy; protective factors; mindfulness and mental fitness; resiliency, ecological 

approaches; strength-based approaches; psychological wellness needs; and 

generosity (Morrison & Peterson, 2016a). Participants consistently noted that an 

essential part of positive mental health is the promotion of practices that build 

relationships and a sense of connectedness among people.  These are subsumed in 

the Model of Psychological Wellness Needs (Deci & Ryan, 1985, 2011) and the 

Circle of Courage (Brendtro, et al., 2002) discussed in this next section. 

 “We are all about relationships. We are nothing by ourselves. 

 Relatedness is part of relationship.” 

 

Deci & Ryan’s (1985, 2011) Model of Psychological Wellness Needs. 

Participants referred to Deci and Ryan’s Model of Psychological Wellness Needs, 

as well as Brendtro, Brokenleg and Van Bockern’s (2002) Circle of Courage, 

noting these models provide a good theoretical basis for understanding and 

moving positive mental health into practical actions in environments.  The models 

are explained in more detail in the review of the literature. In essence, the Model 

of Psychological Wellness Needs postulates that psychological well-being results 

from the fulfillment of three basic psychological needs:  Relatedness (the need for 
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relationships and to feel a sense of belonging with family, peers and those who 

play a significant role in one’s life); Competency (the need to feel recognized 

having opportunities to exercise strengths and abilities); Autonomy (the need to 

exercise choice and have a sense of control in making decisions that affect one’s 

life; Deci and Ryan, 1985, 2011; Morrison & Peterson, 2016a, b).  

The Circle of Courage.  (Brendtro, Brokenleg & Van Bockern, 2002) is a 

model of positive youth development that integrates Indigenous philosophies and 

addresses universal principals for youth emotional well-being. It is divided into 

four quadrants: belonging, mastery, independence and generosity. The first three 

parallel almost identically with Deci and Ryan’s (1985, 2011) needs of 

relatedness, competency and autonomy respectively. The quadrant of generosity 

is consistent with literature about prosocial behaviour, citizenship and more. One 

participant noted:  

. . . you also have to have skills in order to be able to do these things that 

you want to be able to do, and, the relatedness part I think is the social 

part, which to me is so, so important. You have to have friends, you have 

to have family, you have to have people you can talk to, no woman is an 

island, you know. You need people around you, . . especially in times of 

crisis.  

She also spoke about the importance of optimism and hope. Echoing this 

sentiment, another participant stated:  

I think it’s that sense of belonging that’s huge, that relationship piece, but 

I also believe that it’s – I always describe it as that ability to get out of bed 

in the morning and approach life and make the best of it. That you’re 

going to have not so good days, you’re going to have good days, but if you 

have relationships, and you feel that you’re being valued as part of a team, 

you’re going to be able to go to work, or to school, or within your home, 

and you’re going to embrace life and you’re going to be supported . . . and 

the relationship piece is huge. . . If you don’t have the relationship then the 
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other two pieces, the competency and the autonomy, won’t be valued as 

much, right? 

 

These basic psychological needs form a foundation for mental health and 

contribute to the development of resilience. One participant captured this, noting, 

“We still need those other three areas (RCA) in order to get ourselves out of bed 

every day and make the best of our life, really . . . It builds that resilience in us 

and it kind of helps us rise above (crisis).” Another participant noted, “You know, 

you can interpret, I would say every situation in terms of mental fitness needs.” 

(7, p. 5). Mental fitness in terms of New Brunswick schools has become 

synonymous with basic psychological needs. In fact, the acronyms, used 

interchangeably, RCA (relatedness, competency, autonomy) and CAR 

(competency, autonomy, relatedness) have become part of the positive mental 

health vocabulary in New Brunswick.  

 “I really like the idea of Prochaska, it shows how we proceed and build 

capacity.” 

Applicability of Proschaska and DiClemente’s Transtheoretical Model 

of Change (1983). 

As participants discussed their role in the school-based positive mental 

health initiatives, they agreed about the importance of gaining awareness about 

positive mental health as the first step in the initiatives. Prochaska and 

DiClemente’s (1983) Transtheoretical Model of Change was mentioned 

repeatedly, demonstrating the fact that it remains relevant more than 30 years 

since its inception.  The fact that it takes time for people to move from the Pre-
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contemplation to Contemplation stages of change was also a consistent theme. 

One nurse stated: 

Well, that’s part of change theory, right? So, when you think about that 

change theory, you know, the first year, really the first year and a half, you 

know, we spend raising awareness, so you’re starting people to at least 

contemplate moving from that pre-contemplation to thinking about 

making changes and what could this means for our population that we’re 

working with, whether it be a school or whether it be a community of 

parents or what have you, right? They kind of need to have that time and if 

you skip that time stage then you’re probably most likely going to relapse 

at some point or the incentive or the initiatives just oftentimes we see it 

just peters out, so that change theory is very important and especially 

those initial levels of increasing awareness and providing information and 

you know, waiting for the community to be ready is very important as 

well. So, I would say, as far as you know instituting any initiative, 

especially when you’re working from a population health point of view. 

(#4)  

 

In terms of the positive mental health initiatives, the initial change process 

took at least one to two years. One participant noted: 

We need different sectors involved and everybody’s got to be speaking the 

same language and buy-in not just from nurses, but from teachers, from 

administration, from everybody, to realize that mental health affects 

learning, and it kind of comes first. If you don’t have mental health, you’re 

not going to be able to learn as effectively as, you know, you could 

otherwise.  

 

This is consistent with current mental health promotion literature which 

suggests it takes comprehensive approaches that extend beyond a single year of 

implementation. This is discussed in more detail in the review of the literature. 

There was agreement that strength-based positive mental health initiatives 

require a paradigm shift. One participant noted “I think the other part with 

positive mental health is that we need to recognize it at home, at school, in the 

workplace, it needs to be validated, it needs to be the same as “I’m going to the 

dentist.” People visit a dentist to treat cavities, but also to prevent them and also 
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to promote oral health. Oral health care is enough to prevent some people from 

ever getting dental cavities.  She continued to describe the importance of 

intervention from professionals, like psychologists, in a preventive manner. She 

noted she wished she had seen a psychologist “. . . 20 years ago, I’m thinking, I 

should have been seeing her all the time during all of my parenting issues.”  

After the interview, I wrote in my field notes that I agreed wholeheartedly 

with this participant. I thought about the difference between primordial and 

primary prevention. The former focuses on creating environmental and social 

conditions that prevent risk factors from ever arising (Strasser, 1978). To use a 

phrase from public health, it is further “upstream” than primary prevention and 

reminded me about the comments of the participant who noted that if we “focus 

on the fabulous side [y axis]” of the dual continuum model, there could be 

situations in which there will be no need to consider the “X” axis. In other words, 

it may be time to move positive mental health “out of the shadows” of mental 

illness. When I think about the dual pathway model described by Morrison & 

Peterson (2016a), I am reminded that the literacy about positive mental health 

really does need to be further developed. 

Studying strength-based positive mental health has helped me to 

understand my own parenting from a different perspective. It has taken an 

enormous amount of work to retrain myself to see behavioural and other 

challenges from a strength-based perspective. It has also changed the way I work 

with nursing students as I am now intentional with a focus on meeting basic 

psychological needs. Another participant noted:  
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When you look at the parenting literature, a lot of it’s deficit-based and 

very, you know, kind of medical model, so looking at what’s wrong 

instead of what’s right . . . It’s our culture. It’s our reflex, our default 

mode. Find a problem and fix it. And if there’s no problem, all is good 

with the world. (7, p. 7)  

 

A strength-based positive mental health paradigm shift begins with an 

awareness of the relevance of positive mental health. One participant described 

facilitating an education session about positive mental health for nurses. She 

stated:  

When my session was over, some of the response was not what I had 

expected. They were not only looking at what they could do for each other 

and the staff but, they were saying, “We need to do this in our own houses. 

We need to do this with our families.” 

 

Noting that positive mental health applies to all aspects of life, another 

participant stated, “This should be how we live our lives . . . It’s not just 

something we do only in schools.”  

 “This should be how we live our lives.” 

Positive mental health is relevant across the lifespan. Although this 

research focused on nurses’ roles in school-based environments, participants 

noted that the promotion of positive mental health crosses the lifespan and each 

stage of development influences the next in an interdependent relationship. When 

positive emotions and social and emotional competencies are nurtured from birth, 

children are more likely to develop prosocial attitudes and behaviours in youth. 

They are also more likely to demonstrate resilience throughout the lifespan. As 

part of this conversation, participants referred to other theoretical perspectives 

that were also integral to their work.  

 



196 
 

One participant noted: 

Positive mental health is really easy when your life is going fabulous and 

there’s nothing going on that’s a problem. It’s really, the rubber really hits 

the road when you are in a difficult situation, whatever that might be. So, 

you really have to, I think, dig deep into yourself for these things. 

 

 She referred to the work of popular author Brene Brown (2012)  and she 

noted that Brown describes this process of digging deep as: 

It’s messy and it’s dirty and it’s going to take you time to get through all 

that, and you’re going to be one step forward and ten steps back. But, 

you’ve got to do it and show up and . . . in times of difficulty, you want to 

run away but you have to step up and deal with it and sort of find that 

inner strength to do that. 

 

She paraphrased Brown, noting: 

She talks about how people are using addiction, whether it’s food, whether 

it’s alcohol, whether it’s drugs, whether it’s pornography, whether it’s 

online gaming, gambling, whatever, and a lot of these addictions are 

related to people’s unhappiness and not dealing with the issues that are 

going on in their lives. . .  And I think there’s so much we can do 

obviously preventively but we’re not getting to that. (1, p. 2).  

 

This participant also noted that “digging deep” is a skill that can be 

learned but it requires a supportive environment. She talked about the importance 

of having a network of supportive people and having people “you can turn to 

when you need one kind of support, and others you can turn to for other kinds of 

support . . . through happy and through sad.”  She referred to the Developmental 

Assets Framework (Ourkids, 2016) and noted “they say that, for kids, they have to 

have at least five core people in their lives. I think adults for sure” also want and 

need “to have that connection.” Echoing this theme, another participant stated:  

I think the other piece that I’ve always found or felt that is so important is 

that if I have somebody to go to on a great day and to celebrate my 

successes with, then I also need that person to be there when it’s not such 

a great day and things aren’t going so well. 
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These participants demonstrated that they had already integrated strength-

based approaches into their practice. They had made the paradigm shift away 

from traditional deficit-based approaches. As a result, this changed their focus and 

also their perspective on population health and health promotion.  

Summary of Perspectives on Positive Mental Health 

To summarize this section, participants were consistent in their 

identification of the relevance of a strength-based lens and its importance in 

defining and understanding positive mental health. Their conceptualization was 

consistent with that of the emerging Dual Pathway Approach (Morrison & 

Peterson, 2016). Because it begins with a strength-based lens first, through which 

all areas of mental health are viewed, the Dual Pathway Approach moves beyond 

the accepted contemporary conceptualizations that are found in authoritative 

sources, including the Canadian Mental Health Association and the Centre for 

Addictions and Mental Health. Central to the Dual Pathway Approach is an 

understanding of theory about meeting Basic Psychological Wellness Needs (Deci 

& Ryan, 1985, 2011). In New Brunswick, these needs have become synonymous 

with mental fitness and the abbreviations RCA/CAR. Although not always 

explicated clearly, they also subsume concepts within the Circle of Courage 

(Brendtro, Brokenleg & Van Bockern, 2002). 

As they explained various examples, practices and resources that promote 

positive mental health culture, participants were consistent in the articulation of 

key concepts in strength-based positive mental health approaches. These included: 

resilience; hope; protective factors that included a network of social support from 
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which to draw on to when life is “going well”, and also on which to draw during 

challenging times; optimism; empathy; mindfulness; culture and diversity, 

positive language; strength-based; prosocial behaviours; social and emotional 

learning and competencies (Morrison & Peterson, 2016a).    

Also essential was an understanding of change theory and the fact that it 

takes time for individuals and communities to move from one stage to the next. 

Participants noted that initiatives that ignore this process are rarely effective 

and/or lack sustainability. Nurses must be able to work with people and meet 

people “where they are” rather than where nurses “think they should be.”  

Roles of Nurses in Positive Mental Health Initiatives 

This next section explores the roles of nurses in school-based positive 

mental health promotion initiatives. As the interviews were analyzed and coded, 

five themes emerged which describe these roles. Themes are listed below in table 

format and discussed in more detail in the following sections.  

Table 2 

Discovery Phase Themes and Subthemes 

Consultants on creating environmental conditions related to positive mental 

health 

Decision-makers and collaborators in setting plans for creating positive mental 

health school environments. 

Catalyst role in empowering others. 

Connectors of positive mental health stakeholders. 

Motivated and positive role models. 
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 “The staff didn’t understand it was very important for them as well as 

students. If we don’t practice positive mental health, how can we do it with 

students” 

 

Consultants on creating environmental conditions relating to positive 

mental health. 

This first theme reflects the role that nurses play as consultants on creating 

environmental conditions relating to positive mental health. Sustainable change at 

system levels requires the creation of environmental conditions that are able to 

support the change. This means that people within the system understand and 

“buy into” the change and its associated theory. Within their role in the New 

Brunswick Healthy Learners in Schools Program, nurses built capacity in school 

communities to promote understanding and raise awareness about positive mental 

health. When nurses have established relationships with school communities, they 

are consulted for their expertise in training others in positive mental health 

practices and how to use resources. One of the nurses explained:  

Because we were part of public health, and of course in the school, like we 

couldn’t affect the children’s mental fitness without addressing the 

teachers’ [mental fitness] . . . And whatever it was, whether it was the 

CAR approach or the [Developmental] Assets – it was always for them to 

understand the importance of what we’re doing and why we’re doing it 

and then . . . as a nurse in a district doing health promotion, you don’t go 

in and talk to all the students. You can’t possibly. It has to go through the 

education system.  

 

The expertise shared by all participants was evident during the interviews. 

Not only were they experts in terms of understanding the role of positive mental 

health concepts, they were able to move theory into action.  The nurses 

seamlessly applied a number of other theories and models, some examples of 

which include: the Trans-theoretical Model of Change (Prochaska & DiClemente, 
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1983); the Population Health Promotion Model (Hamilton & Bhattie, 1996); and 

the Comprehensive School Health Model (JCSH, 2016). They were familiar with 

Morrison and Peterson’s publications about positive mental health (2015a,b; 

2014; 2013). They understood the importance of “meeting people where they are” 

and as a result, they helped to create environmental conditions that nurtured 

opportunities to promote positive mental health.  

Participants recognized that one of the strengths of nurses is their ability to 

understand system-level approaches, including universal approaches. One 

participant stated: 

The end result should be all the same, but it is good that everybody’s 

speaking the same language with that. So that was instrumental in my role, 

like to develop kits for every school, the videos went with the kit and 

lesson plans and to encourage whole school activities were part of that. 

But, it’s to recognize that it’s not just what happens in the classroom, it’s 

the whole school and that parents and community are part of the school 

community. 

 

In order to create the supportive environments that foster change, nurses engaged 

a number of strategies. They noted that they were also learning about positive 

mental health at the beginning of some of the initiatives and during those times 

they played a more supportive role in:  

 

assisting with, for example, guest speakers . . . making sure they had the 

resources needed to get the message [education about positive mental 

health] out to staff, so providing space, providing you know, even such 

things as a microphone, computer . .. so they could do the Lync sessions. 

Then it was our role to promote those Lync sessions to various education 

staff and schools, to encourage them to link in, or even to let them know 

that those resources were available for them at a more convenient date for 

them. So, we did a fair amount of that. We also went to Principals’ 

meetings and we put a word in about our role and about positive mental 

health and showing them posters. We passed out thousands of bookmarks. 
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We put posters up in schools. We distributed posters. We did everything 

we could to promote this whole positive mental health campaign. 

 

They noted this took almost a year. “Then the following year, there were a 

number of schools who were interested  . . . and we became involved again.” 

“When we work with people, we give them options.” 

Decision-makers and Collaborators in Setting Plans for Creating 

Positive Mental Health School Environments.  As environmental conditions 

became conductive to change and the nurses became more immersed in positive 

mental health initiatives, their roles evolved. For example, they also partnered as 

decision-makers and collaborators in setting plans for creating positive mental 

health school environments. Again, this occurred because nurses had well 

established relationships with the school staff. One participant noted:  

I already had that connection with the school and the staff, so it was easy 

to work with them. . . It was a new initiative for them so they didn’t really 

know where to start or how to get this rolling and so we were the support 

system and we kind of helped guide and facilitate them, so we, you know, 

helped them realize, you know, we need a positive mental health steering 

committee within the school, so we got that developed. We went to all the 

meetings and we kind of steered them in the right direction. (6.7).  

 

Another participant referred to the importance of having a “comprehensive 

plan in place in order to move the positive mental health initiative forward. . . The 

positive mental health initiative fits really well under that [Comprehensive School 

Health] umbrella” (4, p.4,3). She noted:  

I think they’ve [school staff] become more aware of what we’re able to do 

and, you know, some of the things that we can offer, and I think they also 

see us more as consultants as well, whereas before they might have tried to 

do a lot of that stuff on their own. But, the planning and consulting I think 

maybe is . . . yeah, yeah is a little more prominent. (5,6) 
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Nurses continually engaged in a process of reviewing not only the positive 

mental health initiatives, but also other factors that influence health, particularly 

the social determinants of health (Hamilton & Bhatti, 1996; Raphael, 2014). 

Participants also referred to standards and core competencies developed by the 

Public Health Agency of Canada (2008) and also developed by the Community 

Health Nurses of Canada (CHNC, 2011, 2009) that reflect the unique perspective 

of nurses. 

Noting the preponderance of disciplines to silo their work, one of the 

participants noted the tendency of people to identify as “. . . This is my 

profession, I’m phys ed. Or I’m a dietician, or whatever, and nurses I think are, 

well, we’re all of that plus more. You know, we really do have that wholistic 

[perspective].” (6, 7 p 19). Participants noted that nurses  

understand the importance of being, you know, mentally well, right? We 

understand the importance of how that if a person is not at their best or 

feel that they’re at their best and others things are going to suffer as well, 

right? You know, their physical health, you know, how they interact 

within their . . . You know, so, I think as nurses, we understand that 

overall well - being is so important.  

 

Another participant described nurses as “integrators” who understand “the health 

piece and the education piece and realize that health could impact behaviour . . . 

They pull things together that way. (7, p 18).  

The nurses in this study demonstrated their abilities as global thinkers with 

strong analytical and synthesis skills. These nurses were able to understand, from 

practice-informed perspectives, various barriers and opportunities for the 

promotion of positive mental health.  

 Continuing along this line, another participant noted that nurses  
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bring a skillset to our schools, they bring a [body of] knowledge, they 

bring another perspective. So, they’re a very key piece in terms of 

complementing and really supporting that comprehensive approach to 

moving, you know, supporting schools and supporting youth. And, in an 

education environment, I think staff need to see and hear sometimes from 

another perspective (8. P. 10). 

 

 Not only do nurses understand system-level approaches, they also 

understand universal approaches, examples of which include: The Comprehensive 

School Health Framework (JCSH, 2016) and the Population Health Promotion 

Model (Hamilton & Bhatti, 1996) approach. Nurses are therefore able to 

understand data and interpret it in terms of the multiple influences on well-being, 

mental health and positive mental health.  When they bring this knowledge and 

experience to positive mental health initiatives, nurses are able to assist in the 

development of comprehensive strategies that will promote positive mental 

health. The wholistic approach of nurses, combined with their unique body of 

knowledge crosses into many disciplines, positions nurses to facilitate school 

environments that promote positive mental health.  

“I like the words catalyst and empowerment . . .” 

Catalyst role in empowering others. Another theme that emerged was 

the catalyst role that nurses played in empowering others. This role extends 

beyond that of nurses creating environmental conditions that are conducive to the 

promotion of positive mental health. It is captured by examples in which nurses 

used their skills to engage others to build positive mental health capacity in 

schools. This meant working with a wide range of people, including youth 

leaders, school staff, administrators and staff at the district level. Nurses 

understood the importance of being flexible and proactive in order to generate 
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growth within the population. One participant noted “we work closely with the 

teams and kind of keep them on track, you know, because if a month or two go by 

and we don’t hear anything, we’re the ones saying something like: “Oh, have you 

thought about doing this activity at the upcoming PD [professional development] 

day.” (5,6 p. 4).  

Another participant spoke about the differences in communities and the 

  

need for nurses: 

  

to be responsive to whatever the community is. Like different schools, 

different communities are going to take the same message in a different 

way. . . So you [nurses] can see the differences in how the activities work 

and what works well and what doesn’t work well and, but really, I feel like 

our role is really, you know, to keep the schools on track (5,6 p. 7).  

 

Later in the interview, she noted that nurses are “able to distinguish which 

schools need more help than others” (5,6, p. 22) and adjust their actions 

accordingly. Critical to this ability was the ability to be flexible and respond based 

on the needs of the school. Also critical was the embedding of the nurses within 

the school community. Mutual trust and respect between community and nurse 

was imperative. 

 Participants were aware of and involved, to different degrees, with nurses 

working within these initiatives, and thus were able to point out successes related 

to positive mental health and that support momentum in current initiatives. They 

spoke about the positive mental health learning modules used for professional 

learning (Morrison & Peterson, 2016a) and noted “we’ve also listened to what the 

staff have told us, education staff, and we’ve made some modifications. We 

haven’t changed, but we’ve modified.” This participant used the word modify as a 
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synonym for making minor rather than major changes. Another participant noted 

that when schools were engaging in professional learning about positive mental 

health, “we have suggested a few things and a lot of times when we’ve suggested 

something or another activity, they have taken it and gone with it. We’ve also 

shared ideas between schools.” (5,6 p. 8). 

 Nurses also spoke about the transition in their roles from initially creating 

conditions that would support positive mental health initiatives, to becoming more 

involved in the establishment of initiatives to actually becoming the catalysts 

themselves. One participant noted that nurses play an important role in providing 

“professional learning and being able to have a voice within our schools and share 

that with educators.” (8, p. 3). 

“Public Health has always had positive relationships and nurses are 

known as ‘connectors.’ This is really an advantage for us as service providers.” 

Connectors of positive mental health stakeholders. Nurses recognized 

that in order for positive mental health initiatives to be sustainable and successful, 

stakeholders must be involved at many levels. One participant talked about a 

school that was anticipated by nurses and administrators to be “the most resistant” 

to positive mental health initiatives. To the surprise of everyone, one participant 

noted that school had “probably embraced it and has grown the greatest amount, 

so it’s quite exciting.” Credit was given to the nurses  

because they’ve involved so many other people, right…they’re [nurses] 

the gentle leaders but they’re embracing others to take it on and build that 

capacity and so, that shared capacity building . . . was key, as well, they 

[nurses] very quickly recognized how important the relationship building 

was with everybody in the building. (8, p. 9).  

 



206 
 

One of the nurses noted “You’re finding out things not only for the 

students but the staff at the school community members who are working with 

you, just so many . . . it’s all about positive mental health and it’s connecting 

people, and that’s something I think nurses do very well is we connect people.” 

(5,6, p. 21).  

 Nurses used their relationship building skills to create safe spaces for 

dialogue and problem-solving. They also ensured inclusion of all stakeholders in 

moving positive mental health environmental strategies. They used the growing 

awareness and knowledge of how to effectively engage school health stakeholders 

in a common vision of positive mental health. This included incorporating 

strength-based approaches into professional learning sessions about positive 

mental health. One nurse described moving an activity used in a public health 

staff day to a professional learning session about positive mental health at a local 

school. The activity was strength-based and entailed participants answering 

questions that when analyzed, illustrated their roles in teams as being similar to 

those of a corresponding animal, for example, a lion or an otter. Having shared 

this with the facilitator of the session, she described how the facilitator engaged 

the staff in completing the activity, then divided them into teams based on their 

corresponding animal. She noted, “. . . when you look at the other individual, you 

can see that in them because of the characteristics. . . You see what the strengths 

are of the people that you’re working with and how you can build off those 

strengths and how you can use those to your advantage.” (5,6 p. 9). 
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 Another activity nurses used to connect stakeholders related to 

professional learning about Deci and Ryan’s (1985, 2011) Model of 

Psychological Wellness. As part of the activity designed to promote 

understanding of the concept of competency, staff were divided into teams and 

answered trivia questions. The bonding that ensued promoted teamwork and 

deepened teacher and staff understanding about a key theory that is part of 

positive mental health.  

Another activity, entitled Find Your Twin promoted relationship building. 

Staff used a bingo-like card to find people who had similar interests. An example 

of a question was “find someone who likes summer.” These activities were 

immensely popular with staff and one participant noted, “You didn’t know you 

had all these commonalities with this particular person because maybe in the 

school you work in siloes, you know, maybe the English Department works all 

together and maybe the Science Department works all together.” (5,6 p. 10). 

 In addition to teaching staff about key concepts to positive mental health, 

these types of activities also help staff to apply the concepts to themselves.  

Maybe you’re a young teacher, you know, but you still have to [feel a 

sense of belonging] you prefer cats over dogs [and find others who feel the 

same way]. . . So, it’s a way of making connections and maybe 

encouraging some friendships.” The other advantage of these activities 

noted was that “you don’t have to have, like, a lot of trust for this . . . but it 

would build trust in relationships.” (5,6 p. 11).  

 

Participants were replete with stories that demonstrated activities and 

strategies they used to engage participants in both top down and bottom up 

approaches in the promotion of positive mental health. A number of participants 
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noted that “you have to begin with the leadership first and you have to keep the 

momentum going.”  Another commented:  

You know once they’ve [school staff] been in this [type of initiative] they 

realize that it’s not more work for them, it’s just, you know, trying to 

increase their overall positive mental health, and then the goal is 

eventually, you know, because we’re working so closely with the staff 

over these first three years, then it is going to trickle down into the 

students as well. They’re going to start looking at the students differently 

– not at all the negative things about their students, but looking at the 

strengths within the students and getting them to learn based on their 

strengths, right? That’s you know, just, it’s huge! (5,6 p. 14).  

 

“That really made me proud . . .” 

 

Motivated and positive role models. The participants in this study voiced 

satisfaction in seeing others successful in the promotion of positive mental health. 

One participant described her feelings as she watched a school leader discuss 

resilience, a key concept of positive mental health.  

She is just so well spoken and so she has really taken, I feel, like a 

leadership role . . .I was just like, wow, you’ve got it [understanding of the 

concept] and then you made me understand it even a little bit more. Um, you 

know, I feel that just watching her and how she has grown into this role has been 

amazing. . . she brings everybody together and motivates them as a team. That 

really made me proud to be part of the team, right? And so, our role was really 

just we were supportive, we gave her the resources. We gave her all the 

information and she went with it, right? (5,6 p. 20). 

 

 This sense of pride and feeling that they were helping to make positive 

changes motivated nurses to continue their work. The process included 

identifying and building on the strengths of stakeholders, thus again 

demonstrating the ability of nurses to capacity build at many levels. Nurses were 

able to build leadership in the school community that would foster positive mental 

health promotion. For example, one nurse noted, “We’ve also identified staff in 

that [a particular school] who have particular strengths.” (5,6 p. 20). Nurses did 
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not use only the formal leadership positions of staff as their criteria when building 

leadership capacity, but rather looked for people to whom others “were going to 

listen.” (5,6, p. 20). “We kind of maybe steered them a little bit into this person 

will do this well and then, again, finding out who were the creative people, who 

were the people who liked to lead with physical activity.” (5,6 p. 20). These types 

of actions demonstrate a high level of leadership capacity within the nurses. 

However, nurses rarely acknowledged their role, other than identifying the pride 

they felt about the accomplishments of others. One nurse stated “I’ve been very 

proud when they’ve [school team] been able to take responsibility themselves. . . 

It did feel good, I thought to myself when they did the sessions, yes, I really 

enjoyed that” (5,6 p. 22). 

 Nurses were also motivated to advocate for positive mental health. They 

recognized the difference it makes not only for students but also for staff, school 

communities and more. One of the nurses spoke about the way she used strength-

based approaches to build upon and reinforce language and actions that were 

consistent with positive mental health. She stated, “In a lot of cases, what we’re 

doing is reinforcing. So, they’re already doing this but they might not have been 

thinking they were doing it [positive mental health] or they called it a different 

word. So, we’re trying to get them more familiar with the terminology” (5,6, p. 

22).  

Another nurse spoke about the way she embedded positive mental health 

in all activities, including those involving partnerships between school and 

community agencies. Alluding to Brendtro, Brokenleg and Von Bockern (2002), 
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she noted “even more on the positive mental health it’s having students be the 

volunteer, the helper . . . and encouraging students’ independence.” (5,6 p. 25). 

Building on the importance of embedding positive mental health in all sectors and 

systems of care, another nurse recalled her personal experiences within the 

hospital and medical system and noted “. . . People need to realize that your words 

make a difference, so regardless of what system you’re working in, you need to be 

very careful with what you say.” (1, p. 5). 

Summary of Roles of Nurses in School-Based Positive Mental Health 

Initiatives 

 Five themes were identified that describe the roles of nurses in school-

based mental health initiatives. Nurses thus acted as: Consultants on creating 

environmental conditions that related to positive mental health; decision-makers 

and collaborators in setting plans for creating positive mental health school 

environments; catalysts in empowering others; connectors of positive mental 

health stakeholders; motivated and positive role models. Integrated into these 

themes are strength-based approaches that nurses use to facilitate change and 

create environments that support the promotion of positive mental health. Nurses 

understand and use both top-down and bottom-up strategies and recognize that 

facilitating sustainable change in the shift from a deficit-based to strength-based 

paradigm is a process that takes time.  

Summary of the Discovery Phase of the Research 

 The Discovery Phase of the research used interviews to explore the 

perspectives of nurses about positive mental health and their role in school-based 
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initiatives that promote positive mental health. Through content analysis of 

digitally recorded transcripts, key concepts in positive mental health were 

identified by participants and these were captured by six themes. In addition, five 

themes that describe the roles of nurses in school-based positive mental health 

initiatives were also identified. Perspectives and themes were collated into a 

document that was reviewed with participants at the beginning of the next phase 

of the research. Participants agreed that the document captured their perspectives 

and roles. This completed the first phase of the research and set the stage for the 

next phase, entitled the Dream Phase.  

The Dream Phase 

The Dream Phase of the research built upon the findings from the 

Discovery Phase. In keeping with the methods section of this dissertation, 

participants who were interviewed during the Discovery Phase of the research, 

were invited to participate in a focus group as part of the Dream Phase of the 

research. Five participants attended, four in person and one by teleconference. 

The other three participants were interviewed by phone and through follow up e-

mail correspondence. Interviews were digitally recorded and transcribed. 

Transcripts were analysed using content analysis. Themes and subthemes were 

identified.  

  Participants were asked to imagine how they would create the ideal 

positive mental health initiative for schools in a world with no financial or other 

constraints. They were asked to imagine and describe the roles of nurses within 

this ideal initiative and describe how nurses would spend their time. Four themes, 
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each with subthemes, emerged and discussion about them is divided into two 

sections.  

These themes were summarized in a document entitled “Review of 

Interview Summary and Review of Dream Phase” (Appendix D) and e-mailed to 

participants following the focus group. The document was reviewed by phone 

with participants who were unable to attend the focus group.  

Two themes are explored in the first section which relates to the 

importance of extending positive mental health culture change beyond current 

initiatives in order to promote more wholistic, sustainable approaches. The 

remaining themes are explored in the second section which focuses on ways in 

which nursing education and roles could be transformed so that positive mental 

health cultures would be learned in more sustainable and upstream ways. Themes 

and subthemes are listed in the table below. 

Table 3 

Dream Phase Themes and Subthemes  

Theme 1: Extend positive mental health culture change to all schools and 

districts. 

Subthemes: 

 Engage all school environments in positive mental health:  We need a 

plan to do this. 

 Promote with personnel at all levels of educational operations.   

 Connect with existing educational priorities. 

 

Theme 2:  Extend and connect positive mental health practices to early 

childhood programs and services for parents and families. 

Subthemes: 

 Community level 

 School level 

 

Theme 3:  Embed positive mental health education in the education of nurses 

and the practice roles of nurses working in both institutional and community 

settings. 

Subthemes: 
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 Promote positive mental health in nursing education. 

 Embed positive mental health in clinical practice. 

 Make positive mental health more central to our core role. 

 

Theme 4:  Create a positive mental health relational framework and tools for 

documenting progress.  

Subthemes: 

 Create an evidence-informed framework to promote, build capacity and 

embed Positive Mental Health’s CAR/RCA Practices. 

 Tools to measure positive mental health advancements (Putting the 

Framework into action). 

 Expand momentum by sharing successful case studies and practices. 

 

 

All participants were invited to make suggestions and/or request changes 

to the documents once they had a chance to review them. The documents were 

also reviewed at the beginning of the second Focus Group. The summary and 

themes were deemed by participants to accurately reflect their thoughts and ideas.  

Extending Positive Mental Health Culture 

“We need more nurses to be involved with all schools.” 

Extend Positive Mental Health Culture Change to all Schools and 

Districts. Participants were enthusiastic about extending positive mental health 

culture change to all schools and districts. As they discussed culture change 

associated with positive mental health initiatives, they recognized that although 

the process takes time and consistent effort, the benefits far outweighed the work 

entailed in facilitating the change process. One nurse recalled the change process 

associated with the positive mental health initiative in her school, stating that 

staff would come up to me, like, ‘what’s this all about? Why do we have 

to do this?’ and now I see them in year two and at the end of year two and 

you see the teachers are like, yeah, we’re using our [pmh] words, we’re 
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using the terminology and we’re working together better as a team instead 

of in siloes . . .  

 

“Collectively, we need to believe in and act upon positive mental health.” 

 

 Engage all school environments in positive mental health:  We need a 

plan to do this. As noted above, participants were unanimous in their support for 

engaging all school environments in positive mental health initiatives and they 

noted that in an ideal world, initiatives would begin with all schools at the same 

time. They noted that it was essential to begin with school staff. As noted in the 

results of the Discovery Phase of the research, when teachers integrate strength-

based positive mental health, they see themselves, their students and each other 

differently. When school teams are healthy, this filters down to the students. In 

other words, positive mental health initiatives transform school culture at many 

levels, including the classroom and organizational levels. 

Participants noted that this type of large-scale change would require a 

collective “buy-in” about the importance of strength-based approaches to positive 

mental health at many levels. This would include politicians, particularly for 

change to be supported and sustained. It would also require more nurses to be 

involved in all schools. Participants agreed that a provincial committee, with 

representatives from each school, would also be helpful. 

“. . . Needs to be at all levels of education, they need to understand and 

embrace positive mental health.” 

Promote with personnel at all levels of educational operations.  

Continuing along the line of creating and sustaining large scale change, 

participants noted the critical role of school leaders in supporting the change 



215 
 

process. Sustainable change requires everyone involved with children to “be on 

the same page” in terms of understanding and promoting strength-based positive 

mental health approaches. In addition to teachers and school staff, this includes 

training and support for Educational Assistants, bus drivers, and central office 

personnel. When positive mental health is embedded in all facilities and all levels 

of education, change is more likely to occur and to be sustainable.  

“We have been the resource people for the curriculum.” 

Connect with existing educational priorities. Participants noted that in an 

ideal world, strength-based approaches towards positive mental health would be 

embedded throughout the provincial school curriculum. They felt this was 

important because it would facilitate consistent messaging and build momentum 

towards a paradigm shift.  

Participants recognized that positive mental health is included in the 

provincial education Ten Year Plan (GNB, 2016d). They referred in particular to 

Objectives 1 and 7. The former states: “Ensure all learners value diversity and 

have a strong sense of belonging (GNB, 2016d, p. 8). Key areas of focus include 

promoting cultural identity, universal design for learning, and experiential 

learning. Of note is the inclusion of focus on promoting opportunities for students 

to “increase their sense of ownership and engagement” (p. 8). Objective 7 states: 

“Ensure all learners develop the knowledge, skills and behaviours needed to 

continually adapt to, and thrive, in their environment” (p. 14). Concepts included 

in the objective are: prosocial behaviours; resilience; mental fitness; social-

emotional skills and more.  
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 In addition to recognizing that many of the concepts that are integral to 

positive mental health are clearly embedded in the provincial education plan, 

participants also noted that positive mental health is becoming embedded in the 

provincial education curriculum. They used the newly revised curriculum for 

grades 4 and 5 Anglophone schools as an example. However, they also 

recognized that it is not yet in the curriculum for other grades.  

Participants acknowledged that system-level change typically occurs 

unevenly and noted this is compounded by the fact that many teachers are neither 

aware of the existence of the concept of positive mental health nor the changes to 

the curriculum regarding the addition of positive mental health. This served as a 

reminder of the fact that nurses working in the Healthy Learners in Schools 

Program have typically been the resource people for the curriculum.  

There was also agreement about the importance of connecting to existing 

educational priorities an understanding about the positive relationship between 

spending time in nature and mental fitness. Examples of means by which to 

promote these connections included creating opportunities to get out of the 

classroom, spend time outside and find ways for children to enjoy nature with the 

freedom to move and play actively. Participants noted the need to involve families 

in understanding how the physical environment and exposure to nature can 

promote positive mental health. One participant recalled the practice at most 

schools of keeping children indoors for recess on rainy days, noting the missed 

opportunity for fresh air and physical activity. She recalled a teacher who on rainy 

days would say to her students:   



217 
 

‘Let’s get bundled up, we’re going to go outside and we’re going to enjoy 

what nature has for us today.’ They can feel you know, the rain and they 

can feel the wind and she said they can just run, so, ‘Run around as fast as 

you can for the next three minutes and then go back inside and all of the 

worries of the school day will be gone.’ (p. 30). 

 

“Comprehensive School Health is not stand-alone.” 

Extend and Connect Positive Mental Health to Early Childhood 

Programs and Services for Parents and Families.  Consistent with an 

ecological approach, education about the concept of positive mental health and 

learning to use a strength-based lens is more effective when it occurs in a number 

of forums. As participants noted during the discovery phase, positive mental 

health crosses the lifespan and begins in infancy, if not preconception. 

Participants noted that in an ideal world, education about positive mental health 

would therefore occur at the community level as well as at the school level. 

Community level.  Participants noted that embedding education about 

strength-based positive mental health in prenatal programs would be ideal. One 

nurse noted: “It would be fabulous if we had it in all the day cares as well. . . 

Early childhood as well because we do have a curriculum for early childhood, so 

that could be embedded into that prenatally” (p 8). Another nurse referred to 

“helping new parents see their competencies and how they can be autonomous at 

home and feel like an expert, even though they may not feel like it, but help them 

to get there and of course the sense of belonging as a family to the larger family, 

you know, the extended family and so on, and to the community. The public 

health nurse could be part of that if the person had the opportunity to have a 

public health nurse come and visit.” (9). The role of the nurse in these situations 



218 
 

would include connecting people to resources in the community, “where they 

could get those strengths.” Building on this, another participant noted  

. . . you identify their strengths and allow them to use their strengths and 

competencies to help other people that maybe that’s not their strength, but 

someone else has a strength in another area. Like is that interconnected 

and it could be intergenerational too, right? If we’re using that approach to 

people (9).  

 

School level.  Continuing along the line that positive mental health 

promotion spans the life cycle, participants referred to the important role of 

schools in the process. One participant noted, “With the involvement of children 

today, parents are very engaged with what their children are doing. So perhaps, 

it’s like they have math nights, maybe there’s a night where the children explain 

to the parents, you know, what positive mental health is.” (p. 10). Building on 

that, another participant noted the role that school administrators play in terms of 

promoting positive mental health:  

. . . They [schools] could even have their parents’ groups, home and 

school or whatever they are, be made aware of this approach that the 

administrators, the teachers, are using to work with children. . . . Every 

time they hear those words, it helps parents to become more familiar, so it 

[positive mental health] doesn’t seem so foreign to them. 

 

The use of social media to educate the families and the school community 

 about positive mental health was also suggested. This led to discussion about the 

importance of whole school approaches that include the knowledge about positive 

mental health and support for its promotion at all levels and areas of school 

support. Examples included school volunteers, bus drivers, educational assistants, 

custodians, school administrators, politicians who make decisions about how 
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schools are funded, and provincial administrators who also make decisions that 

affect education. 

Summary of Extend Positive Mental Health Culture 

To summarize the first two themes, participants believed that positive 

mental health could be extended to all schools in the province and that it could 

also become embedded at a number of levels in the community extending beyond 

school environments, to include parenting programs, early childhood services, 

family resource centres and daycares. This would be a marked changed from 

traditional approaches to public education as it would highlight the role of 

psychological wellness needs in all work with children and families. Nurses 

would play an important role in this process and help to promote and embed 

positive mental health practices in these contexts. As one nurse noted, “Public 

health has always had a good reputation, a positive reputation with people, we’re 

‘connectors,’ whether it’s community, schools, you know, people like one-on-one 

and that you’re visiting or whatever. We’ve always had that, so we have that 

advantage and that ability to do this really, really well.” (p. 2).  

Transform Nursing Education and Roles 

“Train nurses in positive mental health practices – not just how to 

administer medicine.” 

Embed Positive Mental Health in Nursing Education, Clinical 

Practice and Community Roles. Participants recognized the way in which a 

strength-based positive mental health lens transforms practice, regardless of the 

discipline. They recalled learning about positive mental health through their work 
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in schools and the ensuing discussion led the group to ask, “Where do other 

nurses learn about positive mental health?” This knowledge and approach are so 

important to our practice, yet when and how are we teaching nurses about 

strength-based positive mental health?  Given the landscape of rising mental 

illness and disorders in the general population, including nursing students and as 

mental illness as co-morbid health issues facing clients with whom nurses work, 

this work is imperative.  

“. . .You know, if it was embedded into our schooling in university, then it 

wouldn’t matter where you went to work – in the hospital, community, or 

wherever…” 

Promote positive mental health in nursing education.  As nurses recalled 

their own education as well as their own practice, they realized the implications 

for the nursing profession. This resonated with me as I reflected in my field notes 

about my own experience teaching nursing students. The more I learned about 

positive mental health during doctoral studies, the more my approach to working 

with nursing students changed. For example, I incorporated activities that I 

learned during the interviews (e.g. “Gifts of my head, my heart and my hands”) to 

build positive team environment. Not only did I teach my students about basic 

psychological needs theory so that they could embed it in their work with children 

in schools, I layered that theory in my work with the nursing students. For 

example, we promoted a sense of relatedness in the group, sought to identify 

strengths and build on them, promote autonomy, and so on. I began to think more 
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and more about McCormack and McCance’s (2016) theory about Person-Centred 

Care and the emphasis on integrated approaches to care. 

I also reflected upon my recent participation in talks at the Atlantic Region 

of Canadian Schools of Nursing (ARCASN) Fall 2017 meeting about national 

trends in nursing education and the last few years of reading Canadian Nurse 

(national magazine for nurses). Although there was much discussion in these 

forums about mental health from deficit perspectives (disease, stigma, nursing 

students living with mental illness, etc.), I could not recall a single discussion or 

article about strength-based positive mental health. 

There was agreement amongst participants that nurses must learn about 

positive mental health and that this education is just as important as administering 

medication and other traditional roles of nurses. In fact, understanding positive 

mental health transforms the way in which even the administration of medication 

is practiced. Tangential to this education is education about transforming 

environments. An example is how to use strength-based prevention in the 

community. One of the nurses noted the importance of education about 

community nursing: “. . . the whole community piece in nursing and that’s really 

important at the university level, because I know it’s not there right now.” (p 14).  

Another nurse noted:  

I would love to have been trained in this when I went to university back in 

the day. You know, it would have given me a better understanding of it 

and, you know, working in a hospital setting for 10 years and seeing how 

this could even work well in a hospital setting with the nurses who work in 

a hospital setting and the staff as well, but . . . You know, if it was 

embedded into our schooling in university, then it wouldn’t matter where 

you went to work – in the hospital, community, or wherever… (p. 18). 
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Embed positive mental health in clinical practice.  Continuing discussion 

about transforming clinical practice, one of the participants stated:   

Because so often we come at clinical practice, or you know, we see what 

they [patients/clients] need, what they’re not great at, and we just focus on 

that and they go away feeling defeated and feeling, you know, less than 

positive about their experience and what good does that do? It doesn’t do 

any of us any good. (p. 9).   

 

Participants agreed that embedding positive mental health practices in 

clinical practice would transform it for the better. If nurses were to “meet people 

where they are” instead of where nurses thought people “should be,” and if nurses 

could help people find their strengths, then patient-centred care would be realized 

in practice, not just in theory. However, participants noted that these practices 

require a complex skillset that nurses would have to learn. Ideally, they would 

learn it during their nursing education, and it would be reinforced in the 

organizational culture of wherever they practiced nursing. 

“We would need to have a more focused effort . . .  Be more intentional in 

our practice.” 

Make positive mental health more central to our core role.  As nurses 

spoke about changing practices, they agreed about the importance of making 

positive mental health more central to the core role of nursing.  They noted this 

could be challenging due to the many other responsibilities held by nurses; 

however, they also noted that strength-based positive mental health is not an 

“add-on” but rather a way of changing practice and becoming more intentional in 

focus. Participants recognized that embedding positive mental health within the 

role of nursing would require “buy-in” from public health and other agencies but 
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that this upstream focus would be more cost-effective in the long-term. They also 

noted that staff turnover could be a challenge in shifting attitudes and learning 

new skills.  

Although in some ways this might seem like a change in the role of 

nursing, in some ways it is a return to the roots of the profession. One nurse 

referenced a trend in public health towards community teams, noting attempts to 

promote long term relationship building in the community. In this way, the same 

nurses would teach prenatal classes, facilitate breastfeeding support groups, 

conduct baby clinics, and engage in community development and outreach. She 

noted that some nurses were resistant because of the way their days were 

structured. Another nurse commented “they have no time,” to which the original 

speaker commented: 

They have no time, and if they do have a little bundle of time, they haven’t 

been given the support, you know, the education. So they feel, ‘Oh my 

goodness, where do I start? And I’m not sure I’m doing this right.’ So they 

need support people. They need somebody that’s skilled at doing it to 

come alongside them and mentor them during the process, right?  . . . Cuz 

they are overwhelmed and I think it’s not just a matter of putting the time 

there and putting more people there, they just need the support, they 

sometimes need that handholding for a little while till you do it once or 

twice and then it becomes who you are. . . We did it for . . . years . . . so it 

was second nature to us. . . But they need to identify some champions and 

then they need those to be the people to come alongside and kind of 

mentor those teams as they get off the ground. Cuz it’s not just a matter of 

saying, ‘Well, you know I gave you 20 hours last month and what did you 

do with it? Because they’re sitting, you know, they just don’t know where 

to start.” (p 14). 

  

There was agreement that the nurses who work in the Healthy Learners in 

Schools Programs have this experience to mentor because it has been so much a 

part of their role. This discussion reinforced the importance of leadership and 
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mentoring to help nurses transform their practice. Demonstrating their integration 

of strength-based approaches, the nurses noted the importance of “coming 

alongside” their colleagues when providing support. They also noted that 

although managers and administrators may be experienced in many areas, rarely 

do they understand strength-based approaches to positive mental health. Without 

this knowledge, they are often unable to appreciate the benefits or lead with a 

strength-based mindset. This influences the way in which they prioritize funding 

and staffing.  

“It should be a collective; that we’re all in this together and it’s going to 

benefit everyone.” 

Positive Mental Health Framework and Tools for Documenting 

Progress 

 The suggestion of a framework by a number of participants to clarify roles 

for working together to promote positive mental health practices instead of 

continuing to work in siloes was met with enthusiastic support. The framework is 

briefly outlined in the table below, and subsequently explained in more detail. 

Table 4 

Framework that Facilitates Integration of Positive Mental Health Practices 

Framework supported by: 

 

Clear Assumptions. 

Strategic Plan. 

Communication Strategy to promote 

awareness about the Framework. 

Begin at National level, then adopt 

provincially. 

House Framework on JCSH website. 

 

Framework can be used: 

 

To assess and evaluate practices and 

programs. 

To create benchmarking tools that 

incorporate stages of change and help 
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teacher/nurse/institution move towards 

integration and embedding of positive 

mental health practices. 

To support policy. 

 

Framework includes: 

 

 

“Look Fors” which are essential 

components and practices of positive 

mental health promotion. 

Examples of “Look Fors:”  

 Strength-based language 

 Use above to “criss cross” with 

4 pillars of JCSH. Guidelines 

would be created to support the 

pillars, (particularly that of 

policy). Example: Evidence of 

relationship building practices 

exemplified in physical and 

social environment.   

 CAR/RCA concepts used in the 

following areas:   

                Workplace Team;  

                             Classroom/Teacher-

student;  

                             Community/Family;  

                             Student Peers. 

 Strengths of students/team 

members, etc. included in 

databases used to measure 

success. 

Strategies to move through stages of 

change process. 

 

-Examples of successful Case Studies 

and Practices. 

 

 

“In order to change the culture, you’ve got to integrate it [positive mental 

health].” 

Create an evidence-informed framework to promote, build capacity and 

embed Positive Mental Health’s CAR/RCA Practices. Participants agreed that 

such a framework would clearly delineate strength-based assumptions as well as 
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implications for practices that are evidence informed. Teachers could incorporate 

these practices in their classroom, confident in their awareness of the clear 

connections to the curriculum. The framework could be used to assess current 

programs and practices: “So it’s not the flavour of the month, but you’re looking 

at the practices, so you have a framework for evaluating practices and programs.” 

(p. 15). This framework could also be used to create benchmarking tools 

incorporating stages of change, thus demonstrating progress towards embedding 

positive mental health practices. It would ensure a common language and a way 

of communicating. It would be used to develop strategic plans. Nurses could also 

use the framework in their work, particularly when consulting about positive 

mental health practices. The framework would explicate the importance of “being 

intentional about the way we do business. Schools do business through the lens of 

positive mental health. . . Whether it’s meet the teacher night or [another event] . . 

.” (p. 16).  

The framework would also include the “Look Fors,” in other words, the 

essential components and practices of strength-based positive mental health 

promotion. The documents have been created for other topics and teachers and 

school staff and administrators are familiar with them. One participant recalled a 

district superintendent asking, “’Where’s the Look For document?’” (p. 24). 

Another described the advantage of Looks Fors in terms of visiting a classroom 

feeling that “she wants to know what she’s looking for, that when she sees it 

happening, she goes, ‘Yeah, they’re using positive mental health.’” (p. 24). 

Another noted “Teachers love the Look Fors.” (p. 24). 
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As discussion continued, participants agreed that Look Fors would include 

examples of using strength-based language and terms relating to positive mental 

health. Other Look Fors would focus on relationships and use of the CAR/RCA 

Model Concepts. Four areas of relationship for each of the CAR/RCA model 

practices would be:  Workplace Team; Classroom/Teacher-student; 

Community/Family; Student Peers. In fact, the CAR/RCA model could be ‘criss-

crossed’ with the four pillars of the comprehensive school health framework. This 

would add depth to understanding and explication of key concepts “because it 

would drill down and I think it would be a very relationship focused kind of tool.” 

(p. 25). 

Tools to measure positive mental health advancements (Putting the 

Framework into action). As noted above, the idea of a framework to measure 

positive mental health advancements resonated with participants as they imagined 

and gradually conceptualized a more “fleshed out” design. The framework would 

need to provide ways of benchmarking movement through the stages of change, 

from awareness to action; building capacity, and embedding practices. The 

framework would also include strategies to “get to the next step.” “People could 

look [at the tool] and say, you know what, we’re still at pre-awareness. You know 

something? We’ve actually built some capacity. How did we do that? In order to 

get to the next step, this is what we would need to do.” Steps would be linked to 

leadership, policy, partnerships and services, social and physical environment, 

and teaching and learning. Participants noted that these links were the same as the 

pillars of the JCSH’s Comprehensive School Health (CSH) Framework. They 
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noted this was important as it was futile to “reinvent the wheel. Like, use 

something that people are already used to so they have something and they’re not 

feeling that we’re replacing it with something else.” (p. 24). One participant 

commented, “Probably the biggest thing we struggle with in the comprehensive 

model is the policy piece, wouldn’t you agree? [The others nodded in agreement]. 

. . We also work in a government milieu so we can’t change policies” (p. 26).  

Discussion also followed about the use of guidelines to inform policy. One 

participant stated, “Guidelines would also help. Like, just because we can’t make 

policy, you know, we can also work on guidelines which help drive policy” (p. 

26). Other participants nodded and one stated that guidelines “often become 

policy.” Another noted, “We probably have a lot of informal guidelines. Like, 

they may not be on paper, but they’re understood.” (p. 26). Another agreed, 

“There’s a lot of policy within education that really speaks to this. Like your 

positive learning environment” (p. 26).  Participants agreed that the concepts of 

positive learning and work environment, and Policy 701 (which relates to 

preventing abuse of students) have become engrained into the fabric of school. 

They noted this has contributed to practices that have become “second nature” to 

anyone working with children in a school environment: “We all think about 

Policy 701 and we know that if a teacher slaps a kid, you know there are 

consequences. But, if a teacher says something to a child that is going to be 

hurtful for years to come, there’s not the same, you know, immediate response to 

it and consequences, right? So, we could build in that stuff.” (p. 27). Another 

participant agreed, noting “It’s the intentionality of being conscious of what our 
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words are doing to people.” (p. 27). There was agreement that some people did 

not realize how hurtful their words could be; however, that did not stop the hurt.  

There was also agreement that intentionality of language could be viewed 

under the “bigger picture” of the RCA/CAR model and that applied in four 

contexts:  the workplace team; teachers and students together; family, parents and 

community; and finally, students with each other. These contexts could be 

positioned within the broader context of Prochaska and DiClemente’s (1986) 

Change Theory. Using terminology from the latter, one participant noted  

Making people aware. And that just uplifts people’s moods too, cuz you 

know, if you’re feeling negative already, if someone says something negative, 

then you just go down that road, but, if you’re, you know, if someone is being 

positive, then you’re, you know, just going to be more positive too. (p. 28).  

 

Discussion continued about accountability and the accepted use of 

databases that track information about students that is considered important, for 

example health plans and/or learning plans. Participants suggested that a plan that 

identified student strengths with that data might help school staff integrate the 

importance of strength-based approaches.  This led back to discussion about a 

framework, with one participant noting “But if we had a framework that kind of 

spoke to that pillar [policy] it would probably make our work as lot easier, and if 

it was a national framework . . .” (p. 26).  

They also noted that the CSH Framework is recognized at National levels 

and would therefore promote common approaches and unity: “It would be neat to 

have like a national framework adopted and then provincially adopt it and then 

have everybody on the same page, right?” (p. 25). Awareness about the 

framework and accessibility to it would be increased if it could be housed on the 
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JCSH website, similar to the Positive Mental Health Toolkit (Morrison & 

Peterson, 2016a) or the Healthy School Planner (PanJCSH, 2016). There was 

discussion about creating modules, similar to those in the Healthy School Planner. 

Each step through the process would be informed by data. In many ways, 

the process would be empowering. Imperative was ease of use by teachers, 

administrators and other partners in school-based positive mental health 

initiatives. 

Also imperative was some type of communication strategy to promote 

awareness about the framework: “Like in Public Health we have a communication 

strategy, but we might need that along with the framework, or part of the 

framework is, you know, what are the lines of communication?” Another 

participant agreed, noting, “There’s a lot that goes on that we don’t know about.” 

Examples included the new health curriculum, about which awareness by teachers 

was thought to be varied.  

“ With a little bit of looking outside the box . . .” 

Expand momentum by sharing successful case studies and practices.  

Participants noted the positive energy that was generated when they shared 

successes and examples with other schools. This is important because change 

takes time and is a process. One participant stated, “But I definitely think there are 

other ways that we could, you know, share it [success] and kind of help do that 

culture shift” (p. 19).  Another participant stated “. . . in order to change the 

culture, you’ve got to integrate it [pmh practices]. . . into curriculum and 

communication” (p. 23). There was agreement that sharing stories of success 
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would facilitate this process. It might also be used to provide data that would 

demonstrate success.  

Participants also felt that it is important to promote best practices through 

exchanges and other forums. Examples included New Brunswick Teachers’ 

Association Days and other professional development sessions and videos that 

would be accessible on websites for teachers, school newsletters and other forums 

used by nurses working in the Healthy Learners in Schools Program. One 

participant noted: 

With a little bit of looking outside the box, like, instead of math night, 

doing a competency night, so part of what educators want to do is find 

what the strengths of their students are. What are their passions? And by 

helping them to identify that will create that activity for them, they will 

run with it. You know, the nurse doesn’t even have to be there. You know, 

when you look at if they see the outcome of an activity like this, just 

getting their parents engaged with their childrens’ math on math night, this 

is helping them to see their children and the strengths that they have . . .(p. 

20) 

 

There was agreement that education or sharing directed at families would 

need to involve their children. For example:   

If you wanted parents to come out in the evening to go to a school for a 

session, the kids would definitely have to be involved in it. I just know as 

myself, as a parent who works full-time, my husband works full-time, and, 

you know, and I know from past experience, offering certain sessions at 

schools. . . if it doesn’t spark your interest or if your kids aren’t involved 

in it, then that’s something you’ll be like, well, I just can’t add that to my 

plate right now. But, if your kids are involved in it, most definitely you’re 

going to have a high percentage of people that come out and take part in it. 

(19). 

 

Summary of Transform Nursing Education and Roles 

 This section explored a number of ways in which nursing education and 

nursing roles could be transformed so that all nurses have a deep understanding of 
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positive mental health and recognize that its promotion is an integral nursing role. 

Transforming nursing education was deemed to be the most effective approach to 

making this change. In addition, participants recognized that nurses also needed to 

be able to create conditions and redesign environments so that positive mental 

health is supported. A number of strategies to facilitate this process were 

suggested.  

Summary of Dream Phase of the Research 

To summarize the Dream Phase, four themes were identified:  Extend 

positive mental health culture change to all schools and districts; extend and 

connect positive mental health programs and services for parents and families; 

embed positive mental health in the education and training of nurses, as well as in 

their roles in clinical and community practice; and create a positive mental health 

relational framework and tools for documenting progress. A number of subthemes 

were identified for each theme. Taken together, themes could be divided into two 

sections, the first of which pertained to extending positive mental health 

initiatives to all schools as well as childcare settings so that positive mental health 

could be promoted in the early years. Themes discussed in the second section 

pertained to transforming nursing education so that all nurses, regardless of their 

setting of practice, would deeply understand positive mental health and be able to 

promote it.  

The Design Phase 

Consistent with Appreciative Inquiry Methodology, participants from the 

previous two phases of the research were invited to attend a second and final 
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focus group. The session was held during the lunch hour at the same location as 

the first focus group. This was an intentional strategy designed to create a 

supportive environment in which participants would feel comfortable. The four 

participants who were not able to attend the group had their choice of providing 

feedback by meeting in person, or communicating through phone or e-mail.  

Participants were asked to consider the possibility of implementing ideas 

that were generated during the Dream Phase of the research. Questions were 

posed as listed in the methods chapter. The focus group was digitally recorded 

and transcribed. Content was analyzed for themes as described earlier in this 

chapter. Four themes were identified as priority actions. These themes are listed in 

the table below and this is followed by more detailed discussion.  

Table 5 

Design Phase Themes and Subthemes 

Theme 1: Promote positive mental health literacy and this must first be 

embraced among nurses. 

Subthemes: 

 Positive mental health exists. A Dual Pathway Approach exists.  

 Make positive mental health concrete. 

 Encourage ownership and embedding in our own nursing environments. 

 

Theme 2: Create essential policy and practice linkages for positive mental 

health and nursing roles. 

Subthemes: 

 Link positive mental health with our practice documents. 

 Incorporate positive mental health in our working environments. 

 Embed positive mental health practices and roles of nurses in a school 

and community service framework. 

 Embed Positive Mental Health into our training and internships. 

 

Theme 3:  Become champions and facilitators of positive mental health. 

 

Theme 4:  Assess, monitor and refine positive mental health practices. 
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“We need it [positive mental health] in every setting, so how can we work 

together to make that become part of just nursing practice, right across the 

board?” 

Promote Positive Mental Health Literacy and This Must First be 

Embraced Amongst Nurses 

 In order for nurses to promote positive mental health in school-based 

initiatives, nurses must be aware of and believe in the importance of positive 

mental health. This understanding is challenged by the fact that many nurses are 

not yet at this stage of development. 

“When you hear mental health in the public and on the media, it’s really about 

negative . . . It’s about disease.” 

Positive mental health exists, A Dual Pathway Approach exists.  There 

was consistent agreement that singular, deficit-based approaches to mental health 

continue to prevail. Discussion about positive mental health remain primarily 

about destigmatizing mental illness. There was agreement that destigmatizing 

approaches are working well; however, they are not enough. The pathway of 

positive mental health is often omitted or is seen as “light.”  One participant stated 

in terms of the de-stigmatization of mental health “I think, you know, they’re 

doing a fairly good job at that, and you know, there’s a lot of partners that are 

involved. But, the other part [positive mental health] needs to rise up because it’s 

the most important part, right?” Another noted “That’s right, but it’s seen as fluff. 

It’s not seen to be the solid foundation instead.” (p 8).  
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Participants agreed that the persistence of the deficit-orientation is ironic 

given the fact that positive mental health is often more relevant to positive child 

and youth development. However, they noted that broad, system change requires 

buy-in from stakeholders at all levels. It also requires a paradigm shift. Moving 

from a deficit-based to a strength-based paradigm is possible but challenging.  

I noted in my field notes the parallels between this type of paradigm shift 

and the public health challenge of moving from a formula feeding to a baby-

friendly, breastfeeding culture. The parallels were staggering. Changes were 

required at so many levels, not just in terms of attitudes but also in terms of 

knowledge, supports and more. I tried not to become discouraged by the fact that 

the World Health Organization initiated the Baby-Friendly Initiative (WHO, 

2017) almost thirty years ago and the process has been doggedly slow. 

Make positive mental health concrete. Participants agreed that positive 

mental health promotion could be strengthened if it were understood by a broader 

range of people who are involved in helping roles. In addition to teachers and 

nurses, examples in this range included parents/families, support workers, 

counsellors and community members. This has implications for positive mental 

health literacy and training in other practices. If people do not understand key 

concepts, how can they be expected to promote positive mental health?  

Continuing along these lines is the importance of creating ways of 

assessing the approaches that are used for positive mental health promotion. For 

example, how are these principles being used in the classroom? This discussion 

about the importance of making positive mental health concrete reminded me of 
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similar discussion during the Dream Phase of the research, particularly in term of 

creating a framework and indicators.  

Encourage ownership and embedding in our own nursing environments. 

There was agreement that positive mental health promotion is not an “add-on” but 

a change in the way of thinking and therefore prioritizing issues of importance. 

The idea of ensuring that people are informed of and participate in positive mental 

health arose with the example of teaching new parents on the maternity unit. 

When nurses teach through the lens of RCA/CAR they ask different questions:   

Like asking questions that really help them [nurse and parents] realize 

they are competent and their autonomy looks like this and their 

relationships are valuable. Grandparents can support me. I have a good 

friend that can support me. That kind of thing. I find that sometimes we’re 

all about teaching and not really helping the parents to tell us that ‘I’m 

really good. I babysat for 10 years and I’ve got early childhood education. 

. . .’ You get there [effective teaching] faster. . . And that makes much 

stronger connections (p. 11).  

 

When nurses and families understand and are aware of the impact of 

positive mental health practices, they are more likely to embed them, thus 

continuing through the change process from awareness to embedding practices 

(Prochaska & DiClemente, 1986). It thus becomes important to understand how 

current programs are using positive mental health as a foundation or lens for their 

work. It became clear during discussion that, in fact, the deficit orientation is 

often the foundation of programs as well as research.  

Discussion ensued about a research study being conducted in partnership 

with a community health agency about homelessness. One of the participants 

noted that just as she heard about the research study, she also heard a report in the 

media about a young boy who was homeless, “living on the street”, and who had 
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a mental health disorder. She noted the story focused on his illness and the 

problems he faced. She noted the parallels with the focus of the research study 

about homelessness and its focus on mental illness and deficits. She noted neither 

the media story nor the research study mentioned positive mental health or related 

theories (e.g. Deci & Ryan, 1985, 2011). There was no attempt to address the 

strengths of the study participants, nor was there mention of any strengths held by 

the boy featured in the media story.  

She also noted that there are times when families of people who are 

homeless want to help, but they need support from health care and other systems 

to understand ways in which they can be supportive. They likely have strengths 

that perhaps could be assessed and harnessed so that they could provide support 

differently. However, these types of assessments are missing from current 

approaches in both practice and research.  

There was agreement amongst participants that when the focus remains on 

deficits, any supports or strengths in the environment remain invisible. The 

advantages that arise when strengths are included are important and must also be 

included. The participant who provided this example above noted:  

We have to be concrete in where we are going with positive mental health, 

in order for it not to appear like ‘fluff.’ For it not to appear that it’s just 

talk . . . How do we get it down to where you are meeting with that person 

(p. 13)? 

 

There was agreement that although experienced community health nurses 

held leadership roles in the research on homelessness, they seemed to operate 

from a deficit-approach and therefore did not include positive mental health in the 

research criteria. Until positive mental health becomes embedded in nursing 
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environments, these patterns in research and practice will likely continue. This 

example led to discussion about the relatedness aspect of the RCA/CAR model:   

When I think of relatedness, I think of welcoming people, okay? . . .We 

get to know people. We have exchanges with them and we check in on 

them often. . . So this might be very concrete practices, but that doesn’t 

always get translated (p. 13).  

 

The discussion extended to the physical and social environment as well. 

Participants reflected on the message that is communicated when clients arrive at 

a clinic and are met by staff who are behind a glass wall. One participant reflected 

on the ideas of a person on a mental fitness and resiliency committee who was 

helping with planning for the renovation of a waiting room at a community health 

centre. This person 

wanted the clients to come into that environment and feel welcome and 

feel part of it and not feel like the nurse is behind the wall and, you know, 

there was a glass, literally a glass wall between us and how do you get 

through there? You have to prove that you’re okay, right? And so they 

consulted with their clients and she said, what they came up with for the 

waiting area and for their area which would be the first place they [clients] 

come to. It’s not like anything like the professionals in my world would 

have put there, but it’s what the clients wanted and they owned it then, 

right? So, they didn’t feel that they were coming to a strange place. They 

felt they were coming to an environment where they were valued and they 

had, you know, and I think you could take it one step further and let them 

be part of healing you create that, no only come up with the ideas, but the 

physical work into it and you’re going to own it , right? (p. 15).  

 

After the focus group, I wrote in my field notes that this discussion 

reminded me of the concepts of high versus low expectations addressed within 

positive youth development (Dotterweich, 2015). Within this approach, youth are 

assumed to have strengths and assets, as well as foundational needs that must be 

met in order for youth to thrive. These needs include promoting a sense of 

belonging and communicating a sense that they are competent and capable (p. 11-
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12). I recalled research about youth who live in an environment of no or low 

expectations and how this communicates a message that they are not capable. I 

reflected on the books I’d read recently about parenting through a strength-based 

lens and I thought about the principles of harm reduction (Pauly, Gagnon, 

Goldstone, & Christie, 2017). I finally realized why the harm reduction approach 

had never really resonated with my philosophy of nursing. I believe that its 

explicit direction to create a judgement-free environment, can also communicate a 

message of low or no expectations of clients. When there is no attempt to search 

for client strengths or environmental supports, and no understanding of 

foundational needs, perhaps it is not surprising that youth mental illness continues 

to rise.   

“What’s helping my students as far as competency, autonomy and relatedness is 

concerned?” 

Create Essential Policy and Practice Linkages for Positive Mental 

Health and Nursing Roles.  The importance of creating policy and practice 

linkages for positive mental health in nursing roles became evident as discussion 

continued. For example, participants noted it would be helpful to have a 

Framework through which to examine practices and determine whether or not 

they are consistent with strength-based positive mental health approaches. One 

participant noted: 

You look at everything through that lens [positive mental health] and you 

ask: “What’s the practice in this classroom where I have these 20 kids for 

this period of time. What am I doing that’s impeding their positive mental 

health or what am I doing to enhance it, right” (p. 15).  

 

Continuing along that line, another participant noted: 
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I think that can be part of the framework. It’s a little bit like an assessment 

but it’s helping, like educators, for instance, get to the place, where, ‘Oh 

my gosh, I’m using this already. Like use empathy. . . I’ve got that in my 

class. What’s helping my students as far as competency, autonomy and 

relatedness is concerned? . . . Maybe there’s a program that I want to bring 

into my class, but what is it doing? How is it developing competency, 

autonomy and relatedness in my students? (p. 15).   

 

As the discussion continued, participants agreed that there are important 

connections between adopting a strength-based philosophy and translating it into 

practice. There was also agreement that becoming consistently intentional in 

promoting strength-based practices is a learned process that takes time and 

repeated practice.  Ideally, this results in strength-based approaches becoming 

embedded in the cultures of classrooms and organizations. I noted in my field 

notes that this discussion reminded me of the importance of moving nursing 

practice from “moments” of person-centred care to creating “cultures” of person-

centred care (McCormack & McCance, 2016). 

“Positive mental health also needs to be seen in the clinical roles of nursing, 

assessing CAR needs of parents and families – this impacts the whole nursing 

role.” 

Link positive mental health with our practice documents. The above discussion 

served as a reminder about the importance of developing strength-based principles 

that link positive mental health and environments. In addition, it is important to 

recognize evidence-informed practices that are associated with positive mental 

health as they will help to justify a dual pathway approach to the nursing role. Not 

only is it imperative that nurses understand this is part of their role, they also need 

to understand positive mental health and the practices that promote it. For 
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example, “If I’m on a pediatric unit and I gave a child a choice, or, you know, I 

noticed that child was able to problem-solve, and to recognize that you know, 

that’s recognizing competency, right?” (p. 22).  Participants agreed that these 

types of positive mental health assessments need to be recognized as part of the 

clinical roles of nurses. I reflected in my field notes about my many years of 

teaching – within the hospital and community contexts with new mothers and 

young families, and within the context of teaching at the university. I could not 

recall assessments about relatedness or promotion of competency or autonomy in 

any of this work.   

Participants agreed that practices need to be concrete. Some examples 

were discussed earlier (e.g. creating a welcoming environment, checking in on 

people and demonstrating caring). Others include creating ‘risk-free’ learning 

environments where children feel safe to ask questions that will be answered 

without judgement. “Kids should just experience it [positive mental health 

environments and practices] . . . on the bus . . . at school.  . .” (p. 16). 

When positive mental health concepts and practices are concrete, they can 

be more clearly embedded in practice documents used by nurses. The idea of 

explicating the role of nurses in positive mental health became clear. Participants 

agreed that this role and its associated practices (e.g. assessing CAR/RCA in 

families and students) should be included in clinical role guidelines. Participants 

referred to the Healthy Learners in Schools Program Guide (GNB, 2015) and 

noted that it does not include the promotion of positive mental health as a role for 

nurses. They identified this as an important gap because this Program Guide is 
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considered an authoritative document and it outlines the roles and responsibilities 

of public health practitioners, including nurses who work in the Healthy Learners 

in Schools Program (HLSP). It uses the Comprehensive School Health 

Framework to illustrate the roles and responsibilities that guide the practice within 

the HLSP. Participants agreed that because the Program Guide was published less 

than two years ago, it is unlikely that it will be modified for at least another three 

years. The irony of this important gap reflects the lack of awareness about 

positive mental health and strength-based approaches to its promotion. 

Participants also noted that the role of nurses in positive mental health 

promotion could also be linked with the Provincial Ten Year Education Plan 

(GNB, 2016d), particularly Objectives 1 and 7. The former, which is titled, 

“Ensure all learners value diversity and have a strong sense of belonging” (p. 8), 

was discussed earlier in this chapter and aligns well with concepts of relatedness, 

competency and autonomy (Deci & Ryan, 2000). The latter, which is titled, 

“Ensure all learners develop the knowledge, skills and behaviours needed to 

continually adapt to, and thrive in, their environment” (p. 14), reflects the 

influence of the environment on health (Morrison & Peterson, 2016b). This 

objective notes the importance of helping students to develop resilience, social-

emotional well-being, and other concepts that are associated with positive mental 

health (GNB, 2016d, p. 14). Participants speculated that aligning the roles of 

nurses with documents like the education plan, which include long term 

objectives, combined with clear explication of the concept of positive mental 

health, could strengthen the role of nurses in promoting health. 
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There was agreement that positive mental health promotion and the 

importance of understanding and applying strength-based approaches is missing 

from a number of resources that are considered authoritative for experienced and 

novice nurses. Examples of these resources included: The Canadian Community 

Health Nursing: Professional Practice Model & Standards of Practice (CHNC, 

2011); Core Competencies for Public Health in Canada (PHAC, 2008) and Entry-

to-Practice Public Health Nursing Competencies for Undergraduate Nursing 

Education (CASN, 2014). Although these resources are not intended to be 

prescriptive for nurses, they do refer to theories, leadership approaches and other 

key concepts that nurses are expected to understand and incorporate into their 

practice. There was no reference to positive mental health or the importance of 

strength-based approaches in any of these sites.  

Positive mental health and strength-based approaches are also absent from 

website that was created in 2015 by the Canadian Association of Schools of 

Nursing (CASN). CASN invited nurses from across the country to contribute 

ideas and resources that would facilitate the education of nursing students about 

public health and community nursing. Titled Public Health Nursing Teaching 

Strategies, the website was designed to collate resources and make the practice of 

public health “concrete.” Contributions were organized under the umbrella of the 

following five domains:  Public Health Sciences in Nursing Practice; Population 

and Community Health Assessment and Analysis; Population Health Planning, 

Implementation and Evaluation; Partnerships, Collaboration and Advocacy; and 

Communication in Public Health Nursing (CASN, 2015). 
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Participants noted that if future practice documents used by nurses are to 

include positive mental health promotion, then nurses will require education and 

orientation about positive mental health. They noted that orientations could be 

structured so that they incorporate positive mental health themes as nurses learn 

about related concepts. This raises the issue of collaboration because 

administrators and other people with whom nurses work must also therefore 

understand and support the role that nurses play in positive mental health 

promotion.  

“All nurses need to have a positive mental health orientation.” 

 Incorporate positive mental health in our working environments. As 

noted in the previous section, if the role of nurses in positive mental health 

promotion became increasingly clear, linking practice documents and positive 

mental health frameworks with external nursing frameworks might occur more 

smoothly. Discussion turned then to strategies and resources that could be used to 

increase awareness of positive mental health and related approaches. There was 

agreement that documents relating to healthy work environments might provide 

an appropriate venue. One participant suggested:  

One place to start might be with some principles or some practices even 

through [Nursing] Associations, right? . . . We’d have a lot more impact if 

we had all the nurses, you know, so if they talked about it in university, at 

the education level, then if it was continued into the associations and 

unions  . . . because it’s really hard to know what to do to impact 

environments. You almost need, like a, you know, what are the 10 

principles of positive mental health . . . Cuz if people don’t have a 

framework. (p. 21, 22).  

 

Participants agreed about the importance of communicating a positive 

mental health framework, principles and practices that could be explained clearly 
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and easily applied. These would help nurses and anyone involved with positive 

mental health promotion, to move through the stages of change so that ultimately, 

positive mental health practices would become embedded in work, health, 

education and other environments. The framework could be simple and principles 

limited to four or five. Understanding positive mental health would mean that 

“every time you meet with a group you recognize the group’s CAR/RCA.” (p. 

22). Nurses could apply these practices and incorporate them within their 

workplace routines and policies. However, a process for assessing these work 

environments might be required. 

I wondered in my field notes if McCormack and McCance’s (2010, 2016) 

Person-centred Practice Framework might be useful in assessment of work 

environments. This Framework is discussed in detail in the review of the literature 

and I also wondered if it might provide a helpful resource to better understand 

some of the tensions that nurses face when trying to explain positive mental 

health and the importance of transforming organizational cultures from deficit-

based to strength-based. The Person-Centred Framework (McCormack & 

McCance, 2010; 2016) explains person-centred nursing/care through key 

constructs and domains. In my field notes, I reflected on the importance of the key 

construct entitled “Prerequisite” which is, in essence, a prerequisite for person-

centred care. Within this construct, the attributes of the staff are “considered the 

key building blocks in the development of health-care professionals who can 

deliver effective person-centred care” (p. 41). These attributes are explained in 

detail, examples of which include: being professionally competent; having 
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developed interpersonal skills; being committed to the job; being able to 

demonstrate clarity of beliefs and values; and knowing self” (p. 41). I wondered if 

understanding positive mental health and believing in a strength-based paradigm 

and approaches might be considered prerequisites. If so, would nurses find this 

Framework helpful?  

The Person-Centred Practice Framework also addresses the “Care 

Environment.” Working inward from the diagram, Care Environment is the ring 

next to that of Prerequisites. Within this construct of Care Environment are the 

following key characteristics: appropriate skill mix; systems that facilitate shared 

decision-making; the sharing of power; effective staff relationships; 

organizational systems that are supportive; potential for innovation and risk-

taking; the physical environment” (McCormack & McCance, 2016, pp. 47-48). 

The authors note the complex and interdependent relationship between the 

prerequisites for person-centred care and the care environment. I noted the 

parallels between the care environment and the comments made by the 

participants, as well as the literature about positive mental health. I was 

particularly struck by the importance of relationships and its parallels in 

promoting a sense of belonging, competency and autonomy (Deci & Ryan, 2000). 

Stuck by this emphasis on relationships, I reflected on McCormack and 

McCance’s (2016) comments that person-centred approaches are more than a 

series of activities, but are rather “a philosophical underpinning of health-care 

systems that place people at the centre” (p. 1).  Unlike “patient-centred” and 

“family-centred” approaches which limit their definition of people to service users 
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at the centre of care, person-centred care defines people as both service users and 

service providers, thus acknowledging the importance of healthy organizational 

culture (McCormack & McCance, 2016). These same authors define person-

centred practice as: 

An approach to practice established through the formation and fostering of 

healthful relationships between all care providers, service users and others 

significant to them in their lives. It is underpinned by values of respect for 

persons, individual right to self-determination, mutual respect and 

understanding. It is enabled by cultures of empowerment that foster 

continuous approaches to practice development (McCormack & McCance, 

2016, p. 20). 

 

Practice development provides strategies and methods by which to 

implement Person-Centred care. Practice development “. . . focuses on using the 

workplace as the main resource for learning and development, and seeks to 

improve health and social care through developing and sustaining person-centred 

cultures. These cultures enable patients, clients and staff to flourish . . .” (Manley, 

2016, p. 133). Again, I was struck by the parallels between language used in the 

Person-Centred Framework and that of positive mental health, with “flourish” 

being one example.  

“A framework gives context to the role of nurses in the educational 

environment.” 

Embed positive mental health practices and roles of nurses in a school 

and community service framework. Although I had referred to McCormack and 

McCance’s (2016) Person-Centred Practice Framework, the participants in the 

study were not aware of, or superficially aware of, its existence. However, the 

concept of a framework resonated with participants. They noted that a framework 
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could provide context and help explain the role of nurses in the educational 

environment. This role has already been noted to extend beyond the primary 

school to include early childhood and even earlier. They agreed about the 

importance of using CAR/RCA as a lens through which to ensure that words and 

actions promote positive mental health. They also agreed that consistency in terms 

of language and understanding is also essential.  

In order for these changes to occur, participants agreed that school staff 

must be supported by administrators. This includes support for the use of 

collaborative approaches that respect and recognize the CAR/RCA needs of 

stakeholders. Stakeholders include teachers, students, parent/family groups (e.g. 

Home and School Groups), and all members of the school community. This level 

of collaboration would reflect a deep understanding of positive mental health 

within school communities:  

Because, when you go in and you talk about mental fitness in schools, 

well, they just want to talk about ringing the bell for awareness and things 

like that, and we’re not talking about that, we’re talking about competency 

and autonomy and relatedness and those practices. (p. 25).  

 

I wrote in my field notes that when I heard the above comment, I  

remembered being a parent new to a school community and feeling so welcomed 

by the Home and School group. Notes were sent home to all families welcoming 

us to the school and encouraging involvement. Busy family schedules were 

acknowledged in the notes and flexibility in volunteering was incorporated. I 

recalled phrases like: “Even if you only have an hour to spare, your help is always 

welcome.” Although I had not even heard about the concept of relatedness, I 

realize in hindsight that was exactly what the school was supporting in new 
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families. I’m not even sure if the mother who led the group and initiated these 

kinds of notes was intentionally addressing relatedness. Regardless, it worked and 

I felt included in the school community. As a result, when one of my children felt 

threatened en route home from school, I felt comfortable speaking with the school 

Principal about the incident.  

 Imagine the synergy that could occur if there were intentional actions 

taken to recognize the strengths of members of the school community and 

promote feelings of relatedness, competency and autonomy? Schools might 

develop that deep understanding of positive mental health.  

Embed Positive Mental Health into our training and internships. As 

noted earlier, the promotion of positive mental health remains uneven and 

sporadic within schools. This reflects the fact that understanding of positive 

mental health is in the early stages. Therefore, participants agreed that education 

about positive mental health and modelling of strength-based approaches could be 

embedded in internships for education students and supervised clinical 

experiences for nursing students. This would also help to promote sustainability 

as students would ideally integrate this knowledge into their practice, regardless 

of setting. 

Become Champions and Facilitators of Positive Mental Health. 

Healthy Learners Nurses were seen to be progressive in their work and 

understanding of the work in promoting positive mental health in schools and 

communities. These nurses are well positioned to be leaders in the change 

process. They have established relationships with universities, nursing unions and 
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associations. They know their communities and are able to reach out to other 

nurses and stakeholders to share and promote positive mental health. 

 There were a number of stories about the power of positive mental health 

practices once people understood what it meant. One participant shared a story 

about delivering a presentation on mental fitness to her colleagues in a public 

health meeting. She recalled that afterwards people told her “I’m going to apply 

that in my house tonight. . . I want to do what’s best for my kids and you just 

made me realize that some of the things I’ve been doing are not practices that are 

going to increase my kids’ autonomy.” (p. 25). Following the presentation, one of 

the other nurses found the presentation “so powerful” that she asked the speaker 

to talk about mental fitness at the workplace of her spouse. Stories like these 

demonstrate the way in which increasing awareness about positive mental health 

filters out to clients, families, and community members. Awareness can move 

people to insight and even changes in behaviour.  

However, stories were also shared about the devastating impact of nurses 

who do not include positive mental health approaches in their practice. One 

participant spoke about a close friend who had lived with a chronic illness for 

more than 20 years. In spite of her illness, this friend had maintained her 

independence in many self-care skills until she required hospitalization. Once in 

the hospital environment:  

They stopped treating her as if she had any strength and competency and 

they catheterized her within 24 hours and she never got out of bed again. . 

. And I just think the time for this [positive mental health] is so critical. 

Because they [nurses] did not look at her – I wanted to go back and say, 

you need to see this woman for who she really is (p. 29).  
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Continuing along this line, another participant recalled her spouse’s recent 

hospitalization. She described how the nurses and other staff were kind and 

caring, but they spoke “at” her and explained required lifestyle changes without 

first asking about current lifestyle or family history or questions about what this 

experience was like for the couple. This experienced, competent public health 

nurse cried as she shared the humiliation that she and her husband felt as they 

were “taught” by nurses who demonstrated no awareness of the importance of 

listening or of positive mental health practices.  

Another participant noted, “But it could have been such a different 

experience for you if they had started with the positive or asked you where you 

were starting from.” (p. 30). The nurse sharing her story noted, “Exactly. 

Acknowledge our competencies, our autonomy and the fact that we’re a partner” 

(p. 30). There was agreement about the imperative need to embed positive mental 

health practices in all aspects of nursing care. One participant noted that instead of 

“patient-centred care, maybe it should be positive mental health centred care.” (p. 

33). This approach is “not rocket science,” nor does it take more time or cost 

more. However, it promotes humanity and it creates environments that are 

supportive and address universal well-being needs.  

The power of positive mental health practices is contagious. Once positive 

mental health practices, including mental fitness, resiliency and strength-based 

changes in organizational culture inevitably begin to happen and momentum 

builds. People are able to say “We’ve crossed a line here. We’re now embedding 

these practices. We’ve integrated them.” (p. 26).  Participants agreed that nurses 
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can play an important role in sharing this hopeful message. Discussion moved 

then to finding ways to assess, monitor and refine positive mental health practices. 

Assess, Monitor and Refine Positive Mental Health Practices. 

Participants agreed that the creation of benchmark documents or tools/instruments 

to show progression towards positive mental health practices would be helpful. 

These could be utilized in schools, community or clinical contexts. These 

instruments and documents would take the measurement from “the fuzzy to the 

concrete” and demonstrate that culture change has occurred.  

Cognizant of the increasing role of evaluation to demonstrate the 

effectiveness of interventions, they recognized the need for benchmarking 

documents and other tools that would provide data to support and evaluate the 

effectiveness of the work that nurses do to promote positive mental health. They 

pointed out that this might help nurses to better visualize and understand the 

progress and impact of positive mental health initiatives.  

Participants also agreed that having more nurses working within the 

Healthy Learners in Schools Program would be helpful. They agreed that this 

would only be practical if nurses understood positive mental health well and 

understood its promotion as part of their role. This acknowledgement of the 

potential for public health nurses working with school-based populations is 

consistent with Schoefield et al. (2011). These authors note in order for nurses to 

influence health of these populations, nurses must be able to establish 

relationships with school communities. This is only possible when nurses have a 
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realistic number of schools within a geographical catchment and other conditions 

which facilitate relationship-building. 

Summary of the Design Phase of the Research 

This chapter has provided the results of the first three phases of the 

research inquiry. The Discovery Phase explicated that the participants were 

consistent in their definitions and understanding of positive mental health and its 

strengths. They recognized that when positive mental health is viewed from a 

strength-based perspective, the language and focus is different from traditional 

deficit-based approaches. The Dream Phase of the inquiry considered new 

possibilities for the traditional roles and education of nurses. The consistent 

emphasis on the importance of promoting relationships, competency and 

autonomy was a dominant theme. The Design Phase of the inquiry helped to 

illustrate priority actions that could be taken in order to promote positive mental 

health at deeper levels. Of note is the emphasis on creating a framework, 

benchmarks and instruments and tools that can support the embedding of positive 

mental health practices. The final phase of the research will be discussed in the 

next chapter, entitled Discussion. 
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Chapter Four Discussion 

Overview of Discussion Chapter  

This final chapter begins with a review of the questions that guided the 

research inquiry, with these being considered within the context of the research. 

Themes that emerged in the first three phases of the inquiry are synthesized and 

discussed within the context of the relevant literature, and implications are drawn. 

This includes a discussion of the Two Continuum Model as being incomplete and 

unable to fully conceptualize positive mental health. Tangential to this discussion, 

the Dual Pathway Model is conceptualized diagrammatically.  

The chapter also includes the fourth phase of the research, entitled 

Destiny.  The focus of this phase includes finding sustainable ways to put into 

action the outcomes from the Design Phase of the research. During this 

discussion, key concepts emerge and are synthesized into the Positive Mental 

Health Nursing Model. This model provides a practical illustration of the roles 

and approaches that nurses can take in order to promote, build and integrate 

positive mental health. Finally, the discussion concludes by identifying limits in 

the research and suggesting next steps and future research.  

Review of Research Questions  

 As noted above and at the beginning of the dissertation, this research 

inquiry was guided by the following three questions:  

1. What are the current roles and strengths of public health nurses in 

promotion of positive mental health in New Brunswick schools? 

(Discover Phase of the Inquiry) 
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2. When operating from strength-based perspectives, how do nurses view 

their potential roles in this process and what potential innovation could 

be further embedded in positive mental health practices within school 

routines and relationships? (Dream Phase of the Inquiry) 

3. What actions could be undertaken to create, implement and sustain 

potential innovation in nursing roles or practices? (Design and Destiny 

Phase of the Inquiry) 

The questions were woven into each phase of the research, thus impacting 

the choice of methodology and methods. They influenced the design of the 

open- ended questions used in interviews and focus groups. The questions 

were crafted to reflect a strength-based approach which is consistent with the 

methodology of Appreciative Inquiry. Although the questions were 

interdependent in their scope, some phases of the research better addressed 

some questions. For example, analysis of the interviews conducted during the 

Discovery Phase of the research resulted in a better understanding of the way 

in which positive mental health is conceptualized by nurses. In addition, it 

explicated the roles and strengths of public health nurses in the promotion of 

positive mental health.  

The second question was more thoroughly addressed during the second 

phase of the research. This Dream Phase was designed to promote creative 

thinking and innovation. In fact, the focus group began by asking participants 

to imagine they could “wave a magic wand” and create a “perfect world” in 

which nurses could promote positive mental health in school-based 
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environments. These roles and the changes that would be made were captured 

on flip chart paper. They were analyzed and member checking occurred 

during the third phase of the research inquiry.  

The third question was addressed during the Design Phase of the research. 

Participants explored ideas and innovations that were generated during the 

previous phase and considered the potential for implementation and 

sustainability. Analysis continues with the fourth phase of the research, the 

Destiny Phase. This Phase is introduced later in this chapter. Although it 

provides a conclusion to the research, it also represents a beginning point for 

further research and exploration.  

In the next three sections, the research questions will be answered within 

the context of corresponding phases of the inquiry. Thus, the first three 

questions are addressed in the first three phases. The process continues in the 

fourth section, the Destiny phase, which also includes a deeper discussion 

about all three questions.  

Discussion About the Discovery Phase 

 In this section, the themes that were identified during the Discovery Phase 

of the research are synthesized and related back to the research questions, 

particularly the first research question, which asks: “What are the current roles 

and strengths of public health nurses in promotion of positive mental health in 

New Brunswick schools?” In order to answer this question, it was also important 

to establish how participants understood positive mental health because, despite 
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increasing agreement, some concepts are not fully developed (Morrison & 

Peterson, 2016a).  

 The following six themes arose during the Discovery Phase:  One-

dimensional approaches to well-being remain prevalent; Positive mental health 

literacy: Dual pathway emerging but mental health literacy could be further 

developed through embracing positive mental health concepts; Positive mental 

health emphasizes ecological approaches, strength-based models and 

connectedness of people; Deci & Ryan’s (1985, 2011) Model of Psychological 

Wellness Needs provides good theoretical basis; Prochaska & DiClemente’s 

(1986) Transtheoretical Model of Change: Remains relevant; recognizes 

importance of gaining self-awareness about positive mental health as a first step 

in shifting paradigms (Pre-Contemplation to Contemplation); Process requires 

skill development, time; Positive mental health is relevant across the lifespan. 

These themes are described in detail in the Results Chapter. 

When these six themes are studied as a whole, two major points emerge. 

The first point is that engagement in relationships that contribute to universal 

well-being needs of people play an essential role in the conceptualization and 

promotion of positive mental health. This point subsumes the first three themes 

listed in the table above. The second point is that the strength-based paradigm is 

more than a concept that is relevant to positive mental health; it reflects a 

philosophy of care that influences the ways in which participants approach their 

work, including positive mental health initiatives. This point subsumes the themes 
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four through six. These points will now be discussed in relation to their 

emergence from the themes and also in terms of current literature. 

Table 6 

Major Discussion Points 1-2 (Positive Mental Health, Roles) 

Major Discussion Point 1 

Engagement in relationships that contribute to universal 

well-being needs is essential to positive mental health. 

Participants strived to create conditions that fostered this 

type of engagement. 

Subsumes 

Themes 

1,2,3 

Major Discussion Point 2 

Participants operated within the strength-based paradigm. 

This paradigm reflects a philosophy of care and influences 

the ways in which participants approach their work. 

4,5,6 

 

“In a truly civil society, every man, woman and child feels a sense of 

belonging” (Mary Gordon, founder of Roots of Empathy) 

 

 Relationships that Fulfill Universal Well-Being Needs 

Table 7 

Review of Discovery Phase Themes 1-3 

# Theme 

1 Deci & Ryan’s (1985, 2011) Model of Psychological Well-Being Needs 

provides a good theoretical basis. 

2 Positive mental health emphasizes ecological approaches, strength-based 

models and connectedness of people. 

3 Positive mental health is relevant across the lifespan. 

 

Participants noted that positive mental health requires a network of 

supportive relationships. Creating conditions that nurtured the development of 

supportive relationships was a central and essential role of nurses in the 

promotion of positive mental health. As one participant stated: “You’ve got to 

begin with relationships . . . We’re all about relationships.” Another participant 

stated “You know, you can interpret, I would say, every situation in terms of 



259 
 

mental fitness needs. . . It doesn’t only apply in the workplace, it applies to 

everybody all the time.” 

Relationships were supportive when they fulfilled universal well-being 

needs. The term “universal well-being needs” describes psychological and social 

needs that contribute to positive mental health (Brendtro, Brokenleg & Van 

Bockern, 2002). Universal well-being needs cross all cultures (Brendtro, 

Brokenleg & Van Bockern, 2002; Deci & Ryan, 1985, 2011) and are accepted in 

the literature as being relevant to positive mental health (Morrison & Peterson, 

2016a; Oprana, et al., 2016). One participant noted “You know, as human beings, 

we have those needs. . . It’s not an option.” Two models are commonly used to 

describe these needs: Psychological Well-Being Needs (Deci & Ryan, 1985, 

2011) and the Circle of Courage (Brendtro, Brokenleg, & Van Bockern, 2002). 

“We should focus our efforts on creating environments for our innate 

psychological needs to flourish.” (Pink, 2011, p. 70) 

 

Psychological Well-Being Needs. The relevance of Deci and Ryan’s 

(1985, 2011) Model of Psychological Well-Being Needs in the conceptualization 

of positive mental health emerged as a key theme. Every participant referred to 

the Model by name and also in terms of one or more of its elements of 

relatedness, competency and autonomy. They also referred to it as a strength-

based approach. Participants also referred to mental fitness (Morrison & Peterson, 

2016a) and the RCA/CAR model (GNB, 2016c) as if they were synonymous with 

each other and with Deci and Ryan’s model. As illustrated in the Review of the 

Literature chapter, the differences between these concepts are subtle enough that 

such blurring is understandable and reflects semantic rather than conceptual 
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differences. Relationships were often referred to within the context of satisfying 

psychological well-being needs (Deci & Ryan, 1985, 2011).  

“An affirmation of belonging helps children to thrive” 

Circle of Courage. Brendtro, Brokenleg and Van Bockern’s (2002) Circle 

of Courage was also referenced by participants. This model is consistent with 

Indigenous ways of knowing and it is strength-based (Brendtro, Brokenleg & Van 

Bockern, 2002). Discussed in more detail in the Review of the Literature, the 

Circle is comprised of four quadrants. Each quadrant describes a universal well-

being need as follows: belonging, mastery, independence, and generosity. 

Generosity refers to the ability to contribute to the greater good of society and is 

motivated by altruism.  

Relationships that Fulfill Universal Well-Being Needs and Positive 

Mental Health.  Parallels exist between the concepts of belonging, mastery, and 

independence that are central to The Circle of Courage (Brendtro, Brokenleg & 

Van Bockern, 2002) and the concepts of relatedness, competency and autonomy 

that are central to The Model of Psychological Well-Being Needs (Deci & Ryan, 

1985, 2011). For example, both Models emphasize the pivotal ways that being 

engaged in fulfilling relationships and experiencing a sense of belonging 

contribute to feelings of well-being. Participants described the needs consistently 

with the theories as they discussed their work in positive mental health. This 

consistency is demonstrated in the following excerpts. The first excerpt refers to 

resiliency, a concept of positive mental health, often discussed by participants 

within the context of relatedness: 
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Relatedness: But like the old saying “no man is an island,” you do need to 

connect sooner or later . . . The more relatedness you have with the people 

around you – it could be family, friends, coworkers, all of the above, then 

that helps you to be stable in a sense that if you need somebody, they’re 

there for you and that will help resiliency down the road. 

 

Competency: The notion of competency – we all have competencies, but 

we like to be able to know what those are. We like to be able to have the 

opportunity to show our competencies and we like to be able to know that 

people think we’re competent and they can talk well about us, and when 

we’re in that kind of mode, if we’re in a workplace environment for 

example, then I’m getting it in a condition where because my relatedness 

needs are met, I’m part of the group, I’m part of the team, I feel accepted, 

I feel welcomed, people understand me, they’re there for me. I can also 

professionally do my job because I know I can do it and they’re allowing 

me to do it. Then, you know, things are much better. I’m happier in my 

workplace. 

 

Autonomy: If I know I’m part of the team with relatedness, I know I’m 

competent and allowing me to do my job, can I do it the best way I think it 

should be done? Within limits, I mean it’s not total anarchy in the 

workplace. We all have, you know, specific goals or deliverables to 

achieve or whatever, but if I’m really that competent, please allow me to 

use those competencies to the best of my knowledge. 

 

Generosity: And I can build on other people’s competencies. Can I help 

other people? 

The Circle of Courage’s conceptualization of generosity is similar in many 

ways to that of prosocial behaviour. Prosocial behaviours are defined as “positive 

actions that convey empathy and benefits to others, and that include a sense of 

responsibility toward others rather than a sole focus on personal gain” (Morrison 

& Peterson, 2016b p. 123). Prosocial behaviours are consistent with traditional 

examples of generous behaviours, and include actions motivated by an altruistic 

desire to help others (Gopnik, 2009; Shanker, 2016). Generosity and prosocial 

behaviours are nurtured in healthy social relationships. 
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In order for people to flourish and thrive, all of these universal well-being 

needs must be met (Brendtro, Brokenleg & Van Bockern, 2002; Deci & Ryan, 

1985, 2011). Although all needs must be met, they are manifested differently in 

people. One participant noted “Some people don’t need as much relatedness . . . 

Others are more quiet; on their own. Fair enough.” Unmet needs inevitably result 

in people who feel disconnected, and who display internalizing or externalizing 

symptoms of stress (Morrison & Peterson, 2016a).  

Participants in this research recognized relationships that fulfill universal 

well-being needs play a crucial role in positive mental health. They also 

recognized the fact that environmental conditions can influence relationships and 

the fulfillment of universal well-being needs. For example:  

If I need support, do I have an environment where I’m not afraid to ask for 

help and get that support? It could be from my bosses. It could be an 

organizational point of view in terms of formal training, or it could be 

from my colleague, you know, sitting beside me. I can just ask a question 

and say, “What do you think?” And just bounce ideas off. So, there’s 

different levels, but together, it’s all important. 

 

The above passage acknowledges the different ways in which the 

environment of organizational culture can contribute to the fulfillment of 

universal well-being needs in relationships. Recognizing the importance of such 

contributions is inherent in ecological approaches, which was also a theme that 

arose from the research.  

 “In order to develop normally, a child requires progressively more complex joint 

activity with one or more adults who have an irrational emotional relationship 

with the child. Somebody’s got to be crazy about that kid. That’s number 

one”(Bronfenbrenner in National Scientific, 2004, p.1) 
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Ecological approaches can facilitate relationship building. The crucial 

role of relationships brings the discussion to the Theme “Positive mental health 

emphasizes ecological approaches, strength-based models and connectedness of 

people.” Participants in this research referred to positive mental health promotion 

within the context of relationship-building and used ecological approaches. 

Ecological approaches conceptualize individuals within interconnected systems, 

sometimes described like a series of Russian nesting dolls (Burns & Goldman, 

1999). Bronfenbrenner’s Ecological Model (Gutkin, 2012) is perhaps the best 

known model and it is consistent with the approaches used by participants. 

Bronfenbrenner posited five interlocking levels of the environment, each 

of which continuously affects and is impacted by all the others (Gutkin, 2012, p. 

9). Within this approach, the microsystem is conceptualized as the local 

environment or the systems within which people live and interact on a daily basis 

(e.g. home, family, school, and community). The mesosystem is conceptualized as 

the environment within which the microsystems have ongoing relationships (e.g. 

interactions between home and school). In other words, relationships between 

microsystems. The exosystem is conceptualized as larger environments that may 

influence the lives of people, but with which people may not interact directly and 

which are beyond their control (e.g. legislation passed by government). This is 

also sometimes called the indirect environment. The macrosystem includes the 

larger environment that shapes development, including cultural and societal 

values and elements.  The chronosystem relates to the passage of time and 

incorporates events that will alter the life-course (for example, divorce, war). 
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Within the ecological model, a change in any system has the potential to impact 

all other systems.  

Whole school approaches, including the Comprehensive School Health 

Model, exemplify ecological approaches (Morrison & Peterson, 2016a). The 

approaches provide clear strategies to ensure consistent translation into practice of 

concepts and philosophies, including positive mental health. One participant 

described a whole school, positive mental health initiative, noting that although 

the initiative began with educating the leadership and staff about positive mental 

health, as they became more enthused about the initiative “It’s really changed the 

dynamic at schools . . . Some of them have already initiated things with their 

students – the way they deal with their students, the way they interact with them, . 

. .they have included parents.”  

As noted in the review of the literature, there is substantive evidence that 

ecological approaches, like the Comprehensive School Health Model, can be 

effective in health promotion (Langford et al, 2014; Stewart-Brown, 2006). These 

authors note that approaches are more likely to be successful when they are 

facilitated by nurses and other staff who have established relationships with 

students and who model their support. Both reviews noted that traditional 

approaches of using a single program to change behaviours have not typically led 

to improved health outcomes. 

Referring to the Comprehensive School Health Model used in New 

Brunswick, one participant noted: 

Positive mental health is a preventive approach and that whole connection 

piece, getting kids connected, feeling connected, feeling related . . . But 
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we (Healthy Learners in Schools nurses) are more a population health 

approach, we look at it from a systems approach, so how can we affect all 

of our children  

 

Perhaps this “pull” between the individual and the population is not 

surprising because participants understood that human behaviour is thought to 

result from “complex interactions between (a) the attributes of people on the one 

hand and (b) the characteristics of the micro-, meso-, exo-, and 

macroenvironments on the other” (Gutkin, 2012, p. 10).  Individuals are 

conceptualized within systems that are interlocked and interact within each other. 

Gutkin (2012) notes:  

Human behavior is a function of complex interactions between the 

characteristics of individuals and the environments in which they function. 

Neither the former nor the latter provide adequate explanatory power in 

isolation from each other. Unlike the medical model, which focuses on 

context-independent disease states . . ., the ecological approach is 

premised on the idea that ‘‘context counts.’’(p. 10) 

 

 It is important to note that ecological approaches do not negate the 

importance of the individual, but rather, they consider the individual within the 

context of environments and relationships (Gutkin, 2012). Ecological approaches 

also recognize that the environment influences the way in which individuals 

develop throughout the lifespan (Gutkin, 2012). Another participant noted that 

“I’ve always told my nurse manager that I loved the Healthy Learners Program, 

my job, because of the autonomy I had. I think the more autonomy you have, the 

harder you work.” 

Participants in this research supported the use of ecological approaches to 

positive mental health promotion and recognized that these approaches can 

support relationships that fulfill universal growth needs. The ecological 
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approaches that participants referred to were the Comprehensive School Health 

Model and Health Promoting Schools Model, which were the models adopted by 

the school districts and New Brunswick Department of Education.  Two 

participants also referred to the Integrated Service Delivery Model as an example 

of an ecological approach. 

“The gifts of our biology are a potential, not a guarantee” (Szalavitz & Perry, 

2010, p. 5) 

Positive mental health is relevant across the lifespan. Participants 

referred to the fact that although the research focused on positive mental health in 

the context of schools, it is in fact relevant across the lifespan and they had a 

difficult time “compartmentalizing” their work. They spoke about the ways that a 

supportive environment can help young children feel positive about entering 

school and to be better prepared to learn. One participant noted that the focus of 

Healthy Learners in Schools was: 

. . . from Pre-K to Grade 12. Ideally, we go back to every child being a 

wanted child. So, we go to that piece, you know, with the parenting piece 

and all parents need support. And that`s another thing, all parents need 

huge amounts of support, sort of getting parents ready, getting their 

children ready for school. 

 

Participants also spoke about the impact of language on their self-worth. 

As they recalled stories and memories from their own childhoods and adolescent 

school years, they were struck by memories lasting into adulthood of cruel words 

as well as the attitudes of former teachers and other members of the school 

community. One participant noted “words matter and what you say to a child, 

they may still remember that from years gone by.” The influence of these 
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memories had a profound impact on participants, making them sensitive to the 

impact of words and attitudes on others, particularly children and other vulnerable 

populations. This is consistent with literature from positive psychology, in which 

it is noted that we are “hardwired” to remember negative rather than positive 

experiences (Gopnik, 2009; Gordon, 2005). It is for this reason that nurses and 

teachers must be intentional in language and approach, and this intention is rooted 

in education and practice (Greene, 2016). 

Participants recognized that the impact of words and tone does not end 

with school but that it continued in the workplace and in health care. Once 

participant noted “People need to realize that your words make a difference, so 

regardless of what system you`re working in, you need to be very careful with 

what you say.” Participants recognized that environments that lack kindness, 

caring and authenticity in relationships, negatively impact feelings of competency 

and relatedness. This is consistent with the literature that notes such environments 

are disempowering and contribute to feelings of disengagement (Gottlieb, 2013; 

Greene, 2016; Shanker, 2016). Participants recognized the research that positive 

mental health is influenced by relationships and environments that are consistent, 

predictable and nurturing (Perry & Jackson, 2014; Shanker, 2016). 

The majority of participants also referred to Roots of Empathy (Gordon, 

2005) and the long-lasting positive effects on children, families and teachers in 

the classroom, on the playground, and in the community (Santos, Chartier, 

Whalen, Chateau, & Boyd, 2011). One participant noted that the Program impacts 

“mental fitness in the classroom because it gives a safe environment for children 
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to communicate personal things that they might not otherwise feel that they can.” 

This participant continued to describe how this sharing provides opportunities for 

teachers to see children from a different perspective and to learn about children’s 

strengths and experiences that might not have been elicited by the traditional 

classroom activities. 

Participants recognized that although there is little evidence that stand-

alone programs significantly impact health outcomes (Langford et al, 2014; 

Stewart-Brown, 2006), they can be powerful when used within the context of a 

comprehensive approach that is philosophically compatible. Continuing along the 

line of positive mental health being relevant across the lifespan, one participant 

noted that Roots of Empathy: 

It`s invaluable, I believe to have it in schools because what you`re making 

as well is parents who understand their role; how valuable their role is to 

begin with because the parent is the expert. . . They learn the parent is the 

expert because they`re the one who spends all the time with the baby . . . 

and then [in the Post-Family Visits] they learn all about temperament 

traits, so they learn more about themselves, which is all about competency, 

autonomy and relatedness, right? 

 

Participants were clear that mental health begins early in life and early 

experiences can have effects that last until adulthood. Although most of their 

work occurred within the context of schools, they noted mental health is relevant 

across the lifespan. They noted they “couldn’t help” but include the lifespan and 

the community in the discussion about school-based positive mental health 

initiatives. This is consistent with the theme “Positive mental health is relevant 

across the lifespan,” and with the literature about mental health. 
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 Positive mental health and the ability to engage in relationships is 

influenced by a complex web of influencing factors that begin at and even before 

birth (Szalavitz & Perry, 2010; Shanker, 2016). Social relationships are required 

for human survival (Perry & Jackson, 2014; Shanker, 2016). The instinct to seek 

human connection is hard-wired into the brains of babies from birth and this, 

combined with the fact that their physical features and behaviours are designed to 

appeal to the nurturing instincts of caregivers, makes the human species unique 

(Gopnik, 2009; Gordon, 2005). Szalavitz and Perry (2010) emphasize the 

influence of environment on individual potential, noting:  

The gifts of our biology are a potential, not a guarantee. As with so many 

other human potentials present at birth, empathy and love require specific 

experiences to develop. Just as Mozart could never have become a musical 

genius if his father hadn’t provided lessons and instruments . . . babies 

don’t learn to care and connect without specific early experiences. 

Changes in the timing, nature, and pattern and nature of these experiences 

will influence how relational capabilities emerge in an individual. These 

changes even help determine which of our genes will be activated and 

which will never reveal their potential – for good or for ill.  (p. 5-6). 

 

This discussion about the influence of environment on experiences alludes 

to a number of emerging concepts that are discussed later in this chapter within 

the context of positive mental health literacy. They help to explicate that fact that 

clear ecological approaches like the Comprehensive School Health Model (Pan-

JCSH, 2016), are appropriate for the implementation of positive mental health 

initiatives. However, they must be part of an even broader systems approach.  

Participants spoke about interactions with the health care system and 

experiences that were disempowering both in terms of language and relationships. 

Participants made it clear that positive mental health can be fostered from birth 
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and that relationships that fulfill universal well-being needs are an essential part 

of this process. Regardless of the context, participants made it clear that an 

essential role of nurses is to create conditions that nurture these types of 

relationships, regardless of where nurses are employed. Participants also clearly 

communicated the importance of nurses practicing with intention in the way they 

speak and care for others. The importance of life span and ecological approaches 

is recognized as important in the Canadian health care system as evidenced by the 

creation of the Positive Mental Health Surveillance Indicator Framework (Oprana 

et al, 2016). 

Positive Mental Health Surveillance Indicator Framework. Continuing 

in another direction that also incorporates both life span and ecological 

approaches, Oprana et al. (2016) have created the Positive Mental Health 

Surveillance Indicator Framework. Surveillance is an important part of 

epidemiology and population-based approaches (Mantoura, 2014). As implied in 

the description that follows, this nationally-adopted framework assumes that 

conceptual development about positive mental health is well enough developed to 

provide data that will shape program and policy in Canada:   

A conceptual framework for surveillance of positive mental health and its 

determinants has been developed to contain 5 outcome indicators and 25 

determinant indicators organized within 4 domains at the individual, 

community and societal level. This indicator framework addresses gaps 

identified in Canada’s strategy for mental health and will be used to 

inform programs and policies to improve the mental health status of 

Canadians throughout the life course (Oprana et al., 2016, p. 1). 

Within the Framework, domains are used to reflect an ecological approach 

to positive mental health. The domains of individual, family, community and 
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society are designed to reflect the systems or environments of influence. The 

individual domain includes: resilience, control, coping; violence; health status, 

physical activity; nurturing childhood, substance use, and spirituality. The domain 

of family includes: relationships, parenting style, health status, household 

composition, income and substance use. The domain of community includes: 

community involvement, social networks, social support, school, workplace, 

neighbourhood social and built environment. The domain of society includes: 

inequality, political participation, discrimination and stigma.  

Oprana et al. (2016) note that the Positive Mental Health Surveillance 

Indicator Framework has the potential:  

to inform mental health promotion and mental illness prevention programs 

and policies at multiple levels. Differences in levels of positive mental 

health may help identify those groups who could benefit from 

intervention, and the patterns for risk and protective factors will help 

inform the nature of those interventions. Based on the analysis of 

historical data, we anticipate being able to observe shifts, over time, in the 

positive mental health profile of Canadians (p. 9). 

 

This Framework has been supplemented by the release of the Positive 

Mental Health Surveillance Indicator Framework: Quick Stats, (Youth 12-17 

Years of Age), Canada, 2017 Edition (CCDP, 2017). A similar framework for 

children less than 12 years of age is expected to be released in 2018. Although 

both frameworks above use different sources for measurement of indicators, the 

indicators themselves are the same. Resilience in the Youth framework remains 

“in development” (CCDP, 2017). Positive mental health indicators are comprised 

of: self-rated mental health, happiness, psychological well-being and social well-
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being. Psychological well-being includes autonomy and competency, while social 

well-being includes relatedness.  

The Framework does not include an indicator that is similar to the 

universal wellbeing need of generosity. Also absent from the Framework are 

concepts reflecting the intersection with neuroscience that is now emerging in the 

literature about positive mental health, including self-regulation, trauma, prosocial 

behaviours, etc. Finally, although it provides a clear conceptualization of positive 

mental health, this Framework does not emphasize the importance of relationships 

and universal well-being needs in the same way that participants in this research 

study emphasized them. Instead, relatedness, competency and autonomy are 

fragmented with the first being categorized under social well-being and the other 

two under psychological well-being. Generosity is not included. 

Same words, different emphasis. The Positive Mental Health Surveillance 

Indicator Framework does not emphasize the importance of universal well-being 

needs (Deci & Ryan, 2011) nor does it emphasize the influence of environment on 

these needs. This is different from the conceptualization of positive mental health 

by participants in this study. Implications from this finding and possible reasons 

for it are explored in this next section. 

“Young children experience their world as an environment of 

relationships and these relationships affect virtually all aspects of their 

development” (National Scientific, 2004, p. 1). 

 

Need-fulfilling relationships. Participants in this research clearly explicated the 

central role that relationships play in their work. The term “need-fulfilling 

relationships was coined by Morrison (02 March, 2018, personal communication). 
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It refers to relationships that satisfy the universal well-being needs of belonging, 

competency, autonomy and generosity, and it acknowledges that these 

relationships are influenced by the environment.  

To summarize the discussion to date, the influence of three of the themes 

from the Discovery Phase have been explored in terms of the critical influence on 

positive mental health of relationships that fulfill universal growth needs. 

Discussion has included reference to the literature and now turns to the 

implications of this point about relationships. Two implications are listed below. 

Implications: Supportive relationships that fulfill universal well-being 

needs are essential to positive mental health. Universal growth needs include: 

sense of belonging, competency, autonomy and generosity. Also known as need-

fulfilling relationships, these are important concepts and priorities to the 

promotion of positive mental health and can serve as a beginning and focal point 

for positive mental health promotion and initiatives.  

Implications: Need-fulfilling relationships are influenced by the 

environmental milieu and cannot be considered in isolation. Healthy 

environments nurture need-fulfilling relationships. In other word, relationships 

and context have an important influence on positive mental health. Ecological 

theory and consideration of the influence of lifespan on health, incorporates 

context by considering the influences of environment and experience. 

Environment and experience can influence the ability to engage in relationship-

building, and are therefore relevant to positive mental health initiatives.  

“The past 20 years have been a period of major upheaval in health care 

systems worldwide” (Gottlieb, Gottlieb, & Shamian, 2013, p. 11). 
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A paradigm shift towards strength-based approaches. 

Table 8 

 Review of Discovery Phase Themes 4-6 

# Theme 

4 One-dimensional approaches to well-being remain prevalent. 

5 Positive mental health literacy: Dual pathway emerging but mental 

health literacy could be further developed through embracing positive 

mental health concepts. 

6 Prochaska & DiClemente’s (1983) Transtheoretical Model of Change: 

Remains relevant; recognizes importance of gaining self-awareness 

about positive mental health as a first step in shifting paradigms (Pre-

Contemplation to Contemplation); Process requires skill development, 

time. 

 

The second major point of the Discovery Phase relates to the importance 

of a shift towards a strength-based paradigm. This point subsumes three themes 

from the Discovery Phase and these themes are listed in the table above. Although 

participants operated within a strength-based paradigm, they understood the 

persistent influence of deficit-based approaches towards positive mental health. 

They made it clear that strength-based approaches change the focus of priority 

actions and understanding of positive mental health concepts.  

There is general agreement in the literature as to how positive mental 

health is defined, and there is agreement that the One-Continuum Model does not 

provide a comprehensive enough conceptualization. Therefore, the emergence of 

the theme “One-dimensional approaches to well-being remain prevalent” was an 

unexpected finding. All participants referred to this issue and to the persistence of 

deficit-oriented approaches. They noticed this theme: in the professional and lay 

literature, in Canada’s National Mental Health Strategy, in nursing education, and 

more. During discussion, they referred to the One-Continuum Model (CAMH, 
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2015a,b), the Two-Continuum Model (CAMH, 2015a,b), and the Dual Pathway 

Approach (Morrison & Peterson, 2016a). These are discussed in detail in the 

Review of the Literature and Theoretical Framework in the methods chapter. In 

addition to a review, factors that may explain the theme of persistence of deficit-

oriented approaches are explored. 

 “The current health care system is a misnomer. It is not a health care system but 

rather a disease care system.” (Gottlieb, 2013, p.17). 

 

Relationship between the One Continuum and Two Continuum Models. 

The One-Continuum Model is characterized by deficit-based thinking and 

assumptions that are disempowering, preoccupied with disease and weakness, and 

reactive (Gottlieb et al.,  2012; Gutkin, 2012). The Two Continuum Model was 

designed to incorporate a focus on wellness and positive mental health (CAMH, 

2015a,b). However, participants in this research, and a review of the literature 

(Gottlieb et al.,  2012; Gutkin, 2012), demonstrated that this intent has not been 

translated into practice. Participants recognized that the implementation of the 

Two-Continuum Model has been characterized by deficit-based thinking and 

assumptions.  

Factors that demonstrate this pattern and may have contributed to the 

persistence of deficit-based approaches are discussed in this next section. These 

factors include: the use of positive language without a change in underlying 

deficit focus; a narrow conceptualization of positive mental health promotion as 

prevention of and literacy about mental illness; a dearth of short-term solutions 

and programs that do not result in long-term change, and a lack of understanding 

about the deeply embedded roots of the deficit focus. 
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Language reflecting superficial change. A focus on positive states, and a 

desire to move away from labelling and stigmatizing people who live with mental 

illness, has led to a change in the language used to describe mental health 

(CAMH, 2015; MHCC, 2013a,b). The literature about both mental illness and 

mental well-being is now replete with terms like “mental health” “mental 

wellness” and “well-being” (CAMH, 2015a,b, MHCC 2013a,b). The Two 

Continuum approach has become accepted in the literature as an appropriate way 

to conceptualize both mental health and mental illness. However, as illustrated in 

the following section, the language used to describe states on the continua has 

become enmeshed. States from the “y” continua (mental health) are commonly 

used to describe states on the other “x” continua (mental illness). Changing 

language and terminology without changing the conceptualization of mental 

health as the absence of mental illness, reflects a superficial change in approach. 

In essence, it exemplifies perpetuation of the One Continuum Model superficially 

guised as the Two Continuum Model. 

Singular conceptualization of positive mental health promotion. National 

efforts are underway to reduce stigma about mental illness. One example is the 

Bell Let’s Talk (2018) initiative, in which Bell donates money each time a text is 

sent by one of its customers using the hash tag “BellLetsTalk.” Funds raised are 

donated to raise awareness about mental illness. In 2018, the Minister of National 

Defense shared “It’s ok not to be ok. If you or someone you know needs help, ask 

for it (Bell, 2018). The Prime Minister of Canada shared “. . . mental health 

challenges affect us all . . .” (Bell, 2018). 
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 Referring to the Let’s Talk program, one participant noted: 

I think it has really helped, but we still need to frame that because they’re 

still looking at diagnoses. . . So much of it was about PTSD, and anxiety, 

and depression, and I mean, those are all good discussions that we need to 

have, but they weren’t talking about optimal positive health, mental health 

for all, you know, which is where we should start. And then, you know, 

get into all the other things too. 

 

Participants recognized the contradiction in approaches. Another referred 

to the “Ring a Bell” campaign in which New Brunswick school children ring bells 

for one minute as a reminder about the importance of mental health. The 

campaign aligns with Bell Let’s Talk and organizers note that: “By taking part in 

this collaborative process, we are recognizing that the Ring A Bell Campaign is a 

powerful example of the kind of social innovation necessary to break through the 

silence and stigma that often surrounds this issue” (Partners, 2017). Another 

participant acknowledged the importance of understanding mental illness, but also 

noted that in most systems, campaigns and discussions lauded to be about mental 

health, are often actually about mental illness.  

Another example of a recently introduced program that made American 

headlines for its innovation is “Mental Health Mondays” (Smith, 2018).  In this 

Program, every Monday, classroom teachers lead a discussion with students about 

topics including: depression, anxiety, eating disorders, bullying, etc. Because each 

topic is about mental illness, Mental Health Mondays exemplify positive language 

with a deficit focus.  

Another example of positive language with a deficit focus is demonstrated 

with a program endorsed by the Mental Health Commission of Canada (2018), 

titled “Mental Health First Aid” is designed to provide help: 
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. . . to a person developing a mental health problem, experiencing the 

worsening of an existing mental health problem or in a mental health 

crisis. Just like physical first aid is provided until medical treatment can be 

obtained, MHFA is given until appropriate support is found or until the 

crisis is resolved (MHCC, 2018). 

 

Continuing along this line, the examples above illustrate that positive 

mental health continues to be conceptualized in relation to mental illness. This 

narrow conceptualization has perpetuated deficit-oriented approaches which focus 

on prevention in terms of disease. For example, prevention of stigma about 

disease, literacy about disease, etc.  

These patterns have contributed to confusion in the literature, policy and 

practice. This helps to explain the theme from this research about the persistence 

of the one-continuum, medical model approach to positive mental health. 

 “Kids do well if they can and doing well is preferable” (Greene, 2016, p. 

199). 

Short-term solutions. Gottlieb (2013) notes: “After many years of 

focusing on deficits and trying to fix problems, the results have been limited and, 

in many cases, disheartening. The deficit approach has yielded short-term 

solutions that often have proven to be non-sustainable in the long term.” (p. xxii). 

Similar trends have been noted in the general health literature (Kriel, 2003). 

One participant noted “When you look at the parenting literature, a lot of it 

is deficit-based, and very, you know, kind of medical model. So, it’s looking at 

what is wrong instead of looking at what’s right.” Similar themes of “looking at 

what is wrong, rather than looking at what’s right” have been identified in school-

based positive mental health initiatives (Gutkin, 2012; Hamilton & Zimmerman, 
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2012). Gutkin (2012) notes that medical model, deficit-oriented approaches 

continues to dominate school-based mental health initiatives, and this helps to 

explain the “pandemic” of mental illness in schools.  

This pandemic includes rising rates of anxiety, ADHD, depression and 

more, occurring in school populations, globally and across Canada (CAMH, 

2015a; Gutkin, 2012; MHCC, 2013; Shanker, 2016). This trend continues in 

Canada, despite national and provincial mental health strategies (MHCC, 2013b, 

2009).  Felletti (in Stevens, 2016) describe a similar, narrow focus as 

characterizing the famous March of Dimes campaign to end polio, in which 

school children contributed dimes towards making the “iron lungs” used to treat 

polio. However, once the polio vaccine was created, iron lungs became obsolete.  

Felitti notes that without the invention of the vaccine “We'd have marvelous iron 

lungs, no doubt now with all sorts of digital capabilities . . . But we're a lot better 

off that the problem doesn't exist." 

 In a similar vein of thought, the narrow focus of one-dimensional, deficit-

oriented approaches results in short term solutions (Mantoura, 2014). Participants 

recognized that positive mental health promotion requires broader approaches that 

move beyond one-dimensional models in which positive mental health is 

conceptualized as the absence of mental illness or stigma.   They also recognized 

that one-dimensional, deficit-oriented paradigm continues to operate in schools 

and other settings in which adults interact with children. The research theme that 

one-dimensional approaches continue to exist is supported by the following 

passage: 
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How we deal with the most challenging kids remains rooted in B.F. 

Skinner’s mid-20th-century philosophy that human behaviour is 

determined by consequences and bad behaviour must be punished (Pavlov 

figured it out with dogs) . . . But consequences have consequences. 

Contemporary psychological studies suggest that, far from resolving 

children’s behaviour problems, these standard disciplinary measures often 

exacerbate them. They sacrifice long-term (student behaviour improving 

for good) for short-term gain – momentary peace in the classroom. 

Teachers who aim to control students’ behaviour-rather than helping them 

control it themselves, undermine the very elements that are essential for 

motivation: autonomy, a sense of competence, and a capacity to relate to 

others. (Reynolds Lewis, 2015, par 4-6). 

 

 The passage above also supports the relevance of approaches that address 

the universal well-being needs of belonging, autonomy, mastery and generosity. 

These needs have traditionally been associated with strength-based paradigms 

(Greene, 2016; Morrison & Peterson, 2016a).  

“Yet our system remains largely unchanged because its theoretical foundations 

have remained unaltered. Few know how to translate these ideals [strength-based 

perspectives] into reality.”(SBN, 2015, par 1) 

 

Lack of understanding about the deeply embedded roots of the deficit 

focus. The metaphor of an iceberg is often used in public health to illustrate that 

the portion of the iceberg/issue that is visible is a relatively small portion of the 

whole iceberg/issue (Gotlieb, 2013).  In terms of approaches to positive mental 

health, a shift in language and terminology (like the visible surface of the iceberg) 

does not necessarily reflect a change in philosophy about the conceptualization of 

health (like the portion of the iceberg below the water surface). Like an iceberg, 

the deficit paradigm influences conceptualizations about positive mental health 

and it runs deep. It dates back to Cartesian dualism (Buckle, 2007; Mehta, 2011). 

It is perpetuated in approaches to education, funding for research, across 
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disciplines, and more (Kriel, 2003; Mehta, 2011). This is discussed in more detail 

in the Review of the Literature. 

Shifting from a medical model to a health promotion model requires a 

philosophical shift from a deficit-based paradigm to one that is strength-based 

(Morrison & Peterson, 2016a). Although many people employed in the field of 

public health and mental health believe they have made the shift to a more 

positive or strength-based paradigm, very few actually have the skills and self-

awareness to change their practice (Gottlieb, 2013; Resiliency Initiatives, 

2013a,b). In fact, strength-based approaches reflect a philosophy and 

interventions that are driven more by values and attitudes than by skills and 

knowledge alone (Resilience Initiatives, 2013a,b).   

Despite the acceptance of health promotion and population health 

approaches, “the unintended consequence of the dominance of the biomedical 

model is that the culture it fosters in the health care system roots it in deficit-type 

thinking” (Gottlieb et al.,  2013, p. 7). This culture of deficit-type thinking is 

embedded in the implementation of health promotion, including positive mental 

health promotion, and it has contributed to confusion in the literature, policy and 

practice.  

These factors help to explain the theme from this research about the 

persistence of the one-continuum, medical model approach to positive mental 

health. This next section explores strength-based approaches to positive mental 

health as conceptualized by the participants and compared with literature. 

“Mental health theory and practice is at a crossroads” (Pemberton & 

Wainwright, 2014, p. 219). 
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Making the paradigm shift. Participants in this study recognized the 

prevalence of the deficit-based paradigm and also recognized that they had made 

the shift to the strength-based paradigm. Participants referred to Prochaska & 

DiClemente’s (1986) Transtheoretical Model of Change as useful in gauging 

changes in their own self-awareness about positive mental health. They noted the 

model to be helpful in guiding their work in school-based positive mental health 

initiatives and they acknowledge that the process takes time. Participants felt the 

shift was worthwhile, and one stated, “But if we come about life looking at things 

as in having our glass half full, then it’s easier to cope with everything, whether 

it’s a test or whatever life brings us.” 

They valued collaboration and noted the importance of “meeting people 

where they are, not where we think they should be, or want them to be.” They 

could see the possibilities in others and helped people find their own strengths. 

One participant noted that her role included “Helping people to recognize their 

strengths but also helping them to be aware that their strengths are important and 

they can use them intentionally, you know, to impact whether it’s their work 

environment or their school environment or their home environment.” 

They created environments that fostered empowerment. This process is 

discussed in more detail later in this chapter.  

Gottlieb (2013) notes:  

We live in a society in which deficit thinking is the norm. We tend to 

focus on the negative rather than on the positive, on what is wrong rather 

than what is right, on what needs fixing rather than what is working, and 

on the pains and sorrows of life rather than on its joys and celebrations. In 

short, we look for deficits, and thus we often miss the strengths and the 
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many possibilities and opportunities for improving the quality of patients’ 

lives. (p. 1-2).  

 

The table below highlights differences between the deficit-based versus 

the strength-based paradigm. This is not intended to further perpetuate dualism, 

but rather to demonstrate the differences in the philosophy that underlies words 

and subsequent action or interpretation. 

Table 9 

              Deficit and Strength-Based Language 

Deficit-Based Language Strength-Based Language 

Fix Empower 

Limitation Possibility 

Weakness Strength 

Problem Solution 

Insist Invite 

Past Future 

Treat Facilitate/Prevent 

Reference: Morrison & Peterson, 2016a 

 

“It is an absolute human certainty that no one can know his own beauty or 

perceive a sense of his own worth until it has been reflected back to him in the 

mirror of another loving, caring human being” (John Joseph Powell in Zacarian, 

Alvarez-Ortiz, & Haynes, 2017, p. 8). 

 

The strength-based Dual Pathway Approach. All participants in this 

research referred to the Dual Pathway Approach (Morrison & Peterson, 2016a) as 

being useful for conceptualizing positive mental health and this was identified as 

a theme in the research. As a result of the iterative appreciative inquiry process, I 

began to understand the Dual Pathway Approach at a deeper level. As my 

supervisor and I continued to discuss the Pathway, I began to visualize it 

differently and this understanding is described in the next few paragraphs.  

This strength-based approach recognizes the importance of considering 

underlying causes of behaviour, the environment, context and relationships. 
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Unlike the two-continuum model, which looks more like a “plus sign,” a diagram 

of the Dual Pathway looks more like a “less than” sign. Well-being which 

integrates need-fulfilling relationships, is located at the apex of the angle, and two 

axes project through the lens. One axis, or pathway, represents literacy about 

positive mental health while the other axis, or pathway represents literacy about 

areas of mental health concern (Morrison & Peterson, 2016a). The Dual Pathway 

Response is dynamic and moves from one pathway to the other, depending on the 

source, or pathway, of the factors that are influencing it. It is these factors that 

influence well-being in terms of resiliency, adaptation, and the meeting of 

universal well-being needs. The Approach is further explained following a visual 

depiction below, titled the Dual Pathway Approach to Well-Being. 

Figure 6.   

 

Reference: Morrison & Peterson, personal communication 20 June 2018 
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The pathway that relates to positive mental health literacy gives, or builds 

emotional energy through its focus on positive emotions and related concepts that 

“lift” people up and help them to focus on strengths. This focus does not ignore 

challenges, but recognizes that challenges are better addressed from a place of 

strength, rather than deficit.  The positive mental health pathway applies to all 

people, including those who live with mental health concerns. Positive mental 

health literacy includes understanding the practices that contribute to well-being 

and recognizing that change takes time. It also includes understanding the 

influence of social and physical environments on mental health. This includes the 

use of strength-focused language that promotes “potential, hope and optimism, 

even in the midst of difficult circumstances” (Morrison & Peterson, 2016a, p. 7). 

Supportive environments promote the use of universal practices that help all 

people flourish, experience positive emotions and meet universal well-being 

needs (Morrison & Peterson, 2016a).  

The second pathway includes literacy about areas of mental health concern 

and recognizes that people/populations lives with challenges relating to risk, need 

and diagnoses, including mental illness. It recognizes the importance of mental 

health literacy about these challenges. This literacy includes self-awareness on the 

part of individuals/populations to whom these challenges directly apply, as well as 

awareness on the part of the people who work with these individuals/populations. 

This literacy extends beyond understanding risk, diagnoses, etc. to also 

understanding the influence of systems and environments. Reflecting an 

ecological approach, systems and environments are thus structured to provide 
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access to appropriate support in a timely fashion. Access is unfettered without 

concern for stigma or other barriers. This holds true whether the environments are 

schools, workplaces, hospitals, etc. Environments are flexible enough so that 

supports can be structured to “step up or step down” intensity of services as 

needed. This pathway takes, or requires emotional energy (Morrison & Peterson, 

2016a). 

The Dual Pathway assumes that in order to effectively promote well-

being, relationships must be based in genuineness, empathy, unconditional caring 

and affirmation (Morrison & Peterson, 2016a). Within the context of genuine 

relationships, people are able to see, mirrored through the eyes of others, the 

strengths and gifts that they often do not recognize within themselves. It also 

assumes that sustainable change requires their active engagement and 

empowerment (Deci & Ryan, 1985, 2011; Morrison & Peterson, 2016a). 

The Dual Pathway Approach to Well-Being is distinct because it views 

both mental well-being and mental illness through a strength-based lens that 

integrates both mental health literacy and positive mental health literacy. It is also 

distinct because it highlights the central role that need-fulfilling relationships play 

in positive mental health. The Dual Pathway focuses on individuals within the 

context of relationships rather than individuals alone. As one participant 

explained: 

It’s not just absence of mental health disease or illness, it’s more than that. 

It’s about the relationships in your buildings and looking at the 

competencies of your coworkers and allowing people some choice in how 

they do their work, or students in how they do their assignments. And it’s 

a lot of little things that make a large difference, right?  . . .For example, 

taking care of your coworkers – that brings together your co-worker, it 
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brings together your team and that makes a big difference, so it’s not just 

one thing or one program- it’s a framework of a lot of different initiatives 

and a lot of different concepts.” 

 

Participants in this research practiced within the strength-based paradigm. 

They were unwavering in their belief that all people have strengths and have the 

potential to contribute to a larger whole. One participant noted “everybody has 

something to offer.” Participants noted they began on the positive mental health 

pathway and then moved to the mental health concerns pathway if necessary. 

They were flexible in their approach and integrated pathways as they felt 

appropriate. This type of integration also makes the Dual Pathway Model 

distinctly different from the Two-Continuum Model (Morrison & Peterson, 

2016a).  

While the The Dual Pathway Approach to Well-Being emphasizes 

wholism and integration as noted above, the use of quadrants in the Two-

Continuum Model makes it prone to fragmentation. It lends itself to the creation 

of typologies as people are cast as having no mental illness but languishing, or 

having mental illness but are flourishing. Conceptualizing mental illness and 

positive mental health in this way is consistent with approaches that perpetuate 

the deficit-based paradigm (Gottlieb, 2013). As explicated earlier, the Two 

Continuum Model is also prone to enmeshment of terms between the axes. It is 

important to note that many of the strategies that are often touted as promoting 

positive mental health, in fact belong on the pathway of mental health concerns. 

For example, concerns with de-stigmatization, mental health literacy, increasing 

access to services fall on this pathway, and not that of positive mental health. 
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Therefore, enmeshment of terms between axes is unlikely because the Dual 

Pathway Approach to Well-Being provides clear guidance for the categorization 

of concepts. By conceptualizing adaptation, mental fitness and resiliency between 

the two axes, the Approach is flexible in recognizing that response varies 

depending on many factors. This is a significant contribution to the literature 

about positive mental health. 

“See a child differently and you see a different child.” (Stuart Shanker, 

www.self-reg.ca) 

Mental health literacy from strength-based perspectives. The theme in 

which the emergence of the Dual Pathway was identified, also suggested that 

“mental health literacy could be further developed by embracing positive mental 

health concepts.”  In addition to need-fulfilling relationships and strength-based 

approaches, key concepts that are associated with the Dual Pathway Model 

include: social-emotional learning; positive development; self-efficacy; protective 

factors; mental fitness; mindfulness; generosity; autonomy support; resiliency; 

connectedness; self-regulation; and diversity, culture and identity (Morrison & 

Peterson, 2016a, p. 6). These concepts are discussed in more detail in the Review 

of the Literature. Like the determinants of health, they are related in an almost 

web-like fashion in the ways they relate to and influence each other.   

Participants in the research referred to these concepts in ways that were 

consistent with the Dual Pathway Approach to Well-Being. They were also 

consistent in their practice of working first from the positive mental health 

pathway. For example, resilience was often conceptualized as developing within 
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the context or as a result of need-fulfilling relationships. One participant 

explained this: “By having a strong sense of competency, and autonomy and 

relatedness, it helps us to overcome or be resilient in difficult times as well as in 

good times, to make good decisions, and so on.” Continuing along this line, 

another participant noted the importance of having friends and colleagues with 

whom to share success and celebrate positive events because these are the same 

people who will provide support during difficult times. Referring to the popular 

work of psychologist Brene Brown, one participant noted that it is these 

relationships that support “us as we step into the arena” and deal with difficult 

challenges, including mental illness. As noted earlier, this emphasis on need-

fulfilling relationships was an unexpected finding.  

The emphasis on need-fulfilling relationships and the web-like 

relationship of concepts associated with positive mental health in the Dual 

Pathway Approach to Well-Being is of note. It reflects the fact that well-being is 

made up of both mental health literacy and positive mental health literacy, which 

are integrated. What may initially appear to be the “blurring” of the lines in the 

literature between mental health and illness in the Dual Pathway Approach to 

Well-Being is in fact one of its major strengths is that of integration.  It also helps 

to explain differences in the conceptualization and approaches to managing 

concepts that have been agreed upon in the literature as being associated with 

positive mental health in both strength-based and deficit-based approaches or 

paradigms. Examples include: social and emotional learning, self-regulation and 

executive function, and resilience. Because the approaches, or paradigms 
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emphasize different values and epistemologies, they emphasize and explore 

concepts differently. As noted in earlier discussion, the deficit-based Two 

Continuum Approach to positive mental health is prone to typologies of people 

and fragmentation of concepts.  

Further complicating the matter, a number of these concepts (for example, 

self-regulation) have traditionally been viewed separately in the literature, rather 

than being viewed from an integrated approach. Their emerging integration into 

the positive mental health literature exemplifies the increasing intersections 

between neuroscience, mental illness and positive mental health, as well as the 

complexity of positive mental health. It also means that in order to understand 

positive mental health, there needs to be some understanding of the literature that 

is in fact interdependent with and may therefore influence the conceptualization 

of positive mental health. For example, toxic stress changes neural pathways and 

influences the ability to self-regulate and develop executive function skills. Thus, 

an understanding of toxic stress is helpful in understanding self-regulation. 

A number of these emerging concepts are addressed under the acronym 

NEAR. This refers to a cluster of fields of study that include: neuroscience, 

epigenetics, ACEs, and resilience (Thrive, 2018).  ACEs stands for the Adverse 

Childhood Experiences Study (CDC, 2014) Discussions about ACEs inevitably 

include discussion about trauma. Trauma is defined as: 

An especially stressful experience or event which results in physical or 

mental stress or pain.  All of us may experience trauma at one time or 

another, and for many people, there may be few or no sustained effects, 

while for others, longer-term impacts and consequences result.  This 

resulting physical or emotional harm could have lasting adverse effects on 
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the individual’s physical, social or emotional well-being. (SAMHSA, 

2017, par. 3). 

 

It is important to be aware of trauma because “experiencing traumatic life 

 events can affect the way people learn, plan, and interact with others” 

(SAMHSA, 2017, par 4). In other words, they influence people’s engagement in 

relationships. Key concepts that frame understanding of trauma include: trauma, 

toxic stress, resilience, executive function, historic trauma, and compassion 

fatigue (US Department of Health, 2017, par 5). With the exception of 

compassion fatigue, these concepts, as well as NEAR, are explored in more detail 

in the Review of the Literature.  

Fichter, Fricke and Chen (2018) report being the only educators present at 

a recent neuroscience research symposium in which much of the focus was on 

depression and youth. They report that the climate is ripe for collaboration and 

innovation in approaches toward mental health promotion. Concepts that have 

also traditionally been investigated from deficit-based approaches, are now being 

investigated from strength-based approaches. This will be exemplified in the next 

section as trauma informed approaches will be briefly explored through both 

deficit-and strength-based paradigms.  
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Trauma Informed Approaches – ecological, lifespan, deficit-based 

paradigm.  Trauma informed approaches emerged in the literature while health 

promotion and other population- based approaches were also being 

conceptualized (SAMHSA, 2018). Statistics about the number of students who 

live with trauma, violence, and chronic stress continue to rise at alarming rates 

(Zacarian, Alvarez-Ortiz, & Haynes, 2017). Almost any discussion in the current 

literature about trauma, also refers to epigenetics, resilience, and historic trauma. 

Historic trauma often focuses on the Indigenous populations (Hackett, Feeny, & 

Tompa, 2016).  

 Discussed in more detail in the Review of the Literature in this 

dissertation, trauma-informed approaches focus on making systems and 

organizations more literate about and supportive of people who have experienced 

trauma (SAMHSA, 2018). Trauma informed systems translate into policy and 

practice understanding of the widespread impact of trauma, and recognize that 

different paths to recovery are possible. Rather than asking, “What’s wrong with 

you?” trauma informed systems ask, “What’s happened to you?” and recognize 

the signs and symptoms of trauma (SAMHSA, 2018). In other words, trauma 

informed approaches recognize the importance of understanding the factors that 

underlie behaviour, and creating supportive environments. They exemplify 

ecological approaches that recognize the influence of lifespan. 

This may sound similar to strength-based approaches in terms of seeking 

to understand the root causes of behaviour. However, trauma-informed 

approaches have traditionally been implemented within a deficit-based paradigm.  
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They have perpetuated deficit-based thinking, including assumptions that people 

are “broken” and can be “fixed” by “experts. This practice is illustrated in the 

examples below.  

Aguiar and Halseth (2015) note that treatment approaches to the trauma 

faced by Indigenous People“. . .tend to be pathologizing. They are directed at 

ameliorating the symptoms of the victims . . .Not surprisingly, these approaches 

have not been very effective to date” (p. 7). With its emphasis on pathology and 

disease and its treatment of symptoms rather than the roots of behaviour, this 

approach is redolent of deficit-based approaches discussed earlier in this chapter. 

Treating people as if they are “broken” is disempowering and invites relationships 

that are based on an unequal distribution of power. In some ways, it repeats the 

trauma that was inflicted on Indigenous People. Stevens (2016) notes that  

 In fact, the entire approach to preventing violence against children — by 

focusing on only one type of trauma, by focusing on the child and ignoring 

the parents or caregivers, by ignoring the toxic stress imposed on the child 

and family by traumatizing systems — is so outdated that pioneers in the 

arena compare our current approach to a never-ending game of Whac-A-

Mole. They propose a completely different approach, one that focuses on 

creating and growing resilient children, families, organizations, systems 

and communities. It is an approach that moves from blame, shame and 

punishment to understanding, nurturing and healing (par 6). 

 

 However, it is important to note that when values of understanding,  

nurturing and healing are translated into practice within a deficit-based paradigm,  

“understanding” and suspension of judgement and “shame” are accompanied by  

the assumption that people are still “broken.” There is no search for people’  

strengths and expectations of them are low. Low expectations communicate the  
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belief, whether it is intentional or not, that people are not capable of doing better 

and they are expected to “fail,” (Search Institute, 2016). This is similar to 

“the soft bigotry of low expectations,” a phrase often used to describe the 

low educational expectations placed on children from minority 

populations (Welner & Weitzman, 2005).  

This theme of low expectations and its associated assumptions is not 

unique to trauma informed approaches. It is in fact an inherent feature of deficit-

based approaches (Gottlieb, 2013).  However, because it is rarely explicated in the 

literature, it is essential that nurses recognize such differences when participating 

in positive mental health initiatives. It also reflects that a continued focus on 

“problems” (for example, trauma), even within the context of ecological 

approaches, are not enough to promote positive mental health. This is because 

well-being is made up of mental health literacy and positive mental health literacy 

and they are integrated. Trauma-informed approaches focus on the mental health 

literacy pathway, strength-based trauma-informed approaches focus on concepts 

from both pathways (for example, positive emotions).  A focus on well-being 

requires integration of both Pathways, rather than an “either-or” one continuum or 

another. 

 “It makes a tremendous difference, particularly for people who have 

previously experienced trauma, to feel that there is someone capable who believes 

in you” (Waksberg in Center on the Developing Child, 2016, p. 14). 

 

Trauma Informed Approaches: Conceptualized within a strength-based 

paradigm. Gottlieb (2013) writes that strength-based approaches, on the other 

hand, appreciate that: 



295 
 

The resiliency of the human body and spirit speaks to the human condition 

and its ability to rally from trauma, illness, and hardships; overcome 

vulnerabilities; cope and deal with problems; meet life’s challenges, and 

find meaning in living. It is this recognition and appreciation of the human 

spirit that are at the heart of working with strengths. (p. 4). 

 

Strength-based trauma-informed approaches are emerging. In fact, there is 

an “urgent need for using a strengths-based approach by drawing from students’ 

inherent strengths and talents to support them in becoming confident, competent, 

and resilient learners” (Zacarian, Alvarez-Ortiz, & Haynes, 2017, p. 5). Strength-

based approaches to trauma draw on the literature from positive psychology, 

positive youth development, neuroplasticity and growth mindset (Zacarian, 

Alvarez-Ortiz, & Haynes, 2017). It is of note that the conceptualization of 

positive mental health and the Dual Pathway Approach (Morrison & Peterson, 

2016a) draws from the same literature. The philosophy of the strength-based 

paradigm unites these concepts.  

Strength-based trauma informed approaches are consistent with Morrison 

and Peterson’s (2016a) Dual Pathway Approach. Their focus on trauma as an area 

of concern, places them on the mental health literacy pathway. As noted earlier, 

this pathway includes literacy on the part of all people involved in a system (e.g. 

school- students, nurses, teachers, community) so that appropriate care can be 

provided. Trauma-informed approaches create supportive environments through 

universal practices and literacy about trauma and its effects. There are ripple 

effects to a number of concepts that fall within the positive mental health literacy 

pathway. These include self-regulation, executive function, resilience, social and 

emotional literacy, and more.  
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The positive mental health literacy pathway of the Dual Pathway Model, 

begins first with a universal focus on strengths. As one participant noted, 

“Whether it’s a parent separation or divorce, whatever it is, we can’t necessarily 

affect that happening with the children we encounter in our work, but if they 

understand the assets they have, okay?” She continued to describe the importance 

of beginning from a place of strength and helping children to become aware of 

their potential.  

Rather than assuming that students who live with trauma require “fixing,” 

strength-based approaches, including research, recognize the fact that students 

and others who have experienced trauma, tragedy and pain have the right to be 

acknowledged for the wisdom they have gained from their experiences (Tuck, 

2009). Traditional approaches to survivors of trauma are rooted in paternalism 

and ignore peoples’ strengths (Tuck, 2009). Strength-based, trauma informed 

approaches focus on promoting opportunities for students to develop healthy 

relationships with others through interactions that are “consistent, routine, 

predictable, nurturing, and stimulating” (Zacarian, Alvarez-Ortiz, & Haynes, 

2017, p. 21). Thus, the environment and relationships are important. Also of 

critical importance is a focus on: “The inherent strengths that many students 

already possess and the external supports that they receive from others of 

unconditional trust and care (Ginsberg & Jablow, 2015 in Zacarian, Alvarez-

Ortiz, & Haynes, 2017, p. 21). Once again, this parallels with approaches to 

positive mental health referred to earlier in this chapter. This belief in people as 

being capable and having strengths, was accompanied by expectations: “Young 
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people live up or down to expectations we set for them. They need adults who 

believe in them unconditionally and hold them to the high expectations of putting 

in a good effort and of being compassionate, generous, and creative” (Ginsberg & 

Jablow, 2015 in Zacarian, Alvarez-Ortiz, & Haynes, 2017, p. 83). 

 “We can improve our relationships with others by leaps and bounds if we 

become encouragers instead of critics.” (Meyer in Zacarian, Alvarez-Ortiz, & 

Haynes, 2017, p. 83). 

 

Summary.  In summary, participants recognized that one continuum and 

deficit-oriented approaches remain prevalent in current conceptualizations of 

positive mental health. Factors that explain this prevalence have been explored, 

including the argument that the deficit-based paradigm is so deeply entrenched 

that it is often unintentionally perpetuated. It has been proposed that this 

perpetuation is found within the following sources, all of which conceptualize 

positive mental health: Two-Continuum Model (CAMH, 2015a,b) and the 

Positive Mental Health Indicator Surveillance Framework (Oprana et. al,, 2016), 

and Canada’s National Mental Health Strategy (MHCC, 2013). These are 

considered authoritative sources in Canada and their status supports the 

conclusion that deficit-oriented approaches “are here to stay” and will continue to 

perpetuate one-continuum thinking.  

 Positive mental health as conceptualized within the strength-based Dual 

Pathway Approach (Morrison & Peterson, 2016a) was also explored. Positive 

mental health and related concepts and practices are associated with the Pathway 

of Positive Mental Health Literacy. Mental health concerns and practices are 

associated with the Pathway of Mental Health Literacy. This pathway recognizes 
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the importance of relationships and addresses not only people/populations with 

mental health concerns, but also their environment of care, including the people 

who provide care, organizational culture, and more. Strategies and approaches 

align with a public health model rather than a medical model. A strength-based 

approach is embedded in all concepts and practices as is the acknowledgement of 

the importance of addressing universal well-being needs in relationships.  

Shifting from a medical model to a health promotion model requires a 

philosophical shift from a deficit-based paradigm to one that is strength-based 

(Morrison & Peterson, 2016a). Although many people employed in the field of 

public health and mental health believe they have made the shift to a more 

positive or strength-based paradigm, very few actually have the skills and self-

awareness to change their practice (Gottlieb, 2013; Resiliency Initiatives, 

2013a,b). In fact, strength-based approaches reflect a philosophy and 

interventions that are driven more by values and attitudes than by skills and 

knowledge alone (Resilience Initiatives, 2013a,b).   

Participants in this research recognized that they had made this shift and 

that it changed their worldview. Examples from the literature of deficit-based and 

strength-based approaches trauma were discussed in order to clearly illustrate 

differences. The literature about strength-based approaches is increasing and 

many note that it is the way of the future (Gottlieb, 2013; Greene, 2016; Zacarian, 

Alvarez-Ortiz, & Haynes, 2017). 
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Table 10 

 Implications 1-2 

Discussion Implication One 

Positive mental health is complex and can be understood within the context of 

an almost web-like series of concepts. The strength-based Dual Pathway 

Approach to Well-Being fosters this type of conceptualization. Mental well-

being entails the integration of both pathways in conceptualization and 

associated practices. Positive mental health literacy must also include 

knowledge about concepts that have not traditionally been included in the 

positive mental health literature but which influence the ability to form need-

fulfilling relationships, an important part of positive mental health. These 

include trauma, neuroscience, epigenetics, Adverse Childhood Experience and 

resilience.  

Discussion Implication Two 

The conceptualization and study of positive mental health continues to be 

influenced by deficit-based approaches. Positive language is often used to 

frame negative concepts, leading to confusion in the literature. Nurses must be 

able to recognize the paradigm from which concepts have been explored. 

Nurses in this research operated within a strength-based paradigm. 

 

 “The secret of change is to focus all of your energy not on fighting the old 

but on building the new.” (Socrates in Zacarian, Alvarez-Ortiz, & Haynes, 2017, 

p. 27). 

 

Current Roles and Strengths of Nurses in Positive Mental Health 

Promotion 

In this next section, examples of the current roles and strengths of 

public health nurses in promotion of positive mental health in New Brunswick 

schools will be explored. Five themes were identified in the Discovery Phase 

regarding these roles. They are listed in the table below and detailed in the 

Discussion Chapter. 
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Table 11 

Summary of Discovery Phase Themes  

# Theme 

1 Consultants on creating environmental conditions related to positive 

mental health. 

2 Decision-makers and collaborators in setting plans for creating positive 

mental health school environments. 

3 Catalyst role in empowering others. 

4 Connectors of positive mental health stakeholders. 

5 Motivated and positive role models. 

 

 These themes can be further distilled into examples of strength-based 

practices that reflect the way that nurses “talked the talk and walked the walk” of 

the strength-based paradigm and incorporated this into their practice. Participants 

noted their professional and personal satisfaction with the approach. This is 

consistent with the literature, in which it is noted that this is “a rewarding 

approach . . . [which] helps to define nurses’ professional identify by how they 

care for others, how they see themselves and how others see them” (Gottlieb, 

2013, p. 34). 

Table 12 

Major Discussion Point Three (Strength-Based Approaches Applied) 

Major Discussion Point Three Subsumes 

Themes 

Major Discussion Point Three 

Examples of strength-based approaches applied by 

participants reflect strength-based paradigm and literacy 

about positive mental health pathway. 

1-5 

 

Characteristics of Strength-Based Approaches in this Research. 

“When nurses become aware of their values, they are more likely to practice in 

ways that inspire them to nurse in a manner that reflects who they are, what is 

important to them, and what they believe to be morally right” (Gottlieb, 2013, p. 

35). 
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Relationships as protective factors. Gottlieb (2013) notes that strength-

based approaches value subjective information from people about their thoughts, 

feelings and experiences. Within this paradigm, relationships between nurses and 

clients are authentic and genuine, characterized by a respect for inherent strengths 

and the ability to make independent decisions (Gottlieb, 2013; Morrison & 

Peterson, 2016a). Participants noted that supportive relationships were essential 

“when things were going well” and this served as a protective factor for when 

“things were not going well.” The importance of a network of social support was 

clear, as was the acceptance of the importance of flexibility and having “different 

friends for different needs.”  This type of support builds need-fulfilling 

relationships. 

Participants made it clear that much of their work in promoting positive 

mental health began with establishing need-fulfilling relationships. When they 

spoke about positive mental health to groups, participants inevitably saw 

connections between promoting positive mental health at work but also in their 

home and personal relationships. Participants shared examples of situations in 

which they spoke with a group about positive mental health, and were surprised at 

the audience reactions like “Oh, I can use this with my kids at home,” or “This 

really applies to my husband’s workplace right now.” 

Participants also referred to the changes that occurred in schools as 

awareness about positive mental health increased. As teachers and staff became 

more aware of positive mental health, they were able to practice with more 

intention. Sometimes this entailed “little changes to what they were already 
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doing,” while other times, changes were more profound. The Positive Mental 

Health Indicator Framework (Morrison & Peterson, 2014) is a tool that schools 

can use to assess their progress towards creating environments that promote and 

support positive mental health. It includes indicators that are organized around the 

four pillars of the Comprehensive School Health Model (Morrison & Peterson, 

2014) and also incorporates Prochaska and DiClemente’s (1983) Transtheoretical 

Change Model. 

Participants referred to the ripple effects of their changing awareness 

about positive mental health. Their increasing understanding of the relevance of 

positive mental health changed their own relationships and the ways in which they 

engaged with each other and within their roles. They noted that as their skills 

developed in facilitating change, they became more sensitive to the influence of 

physical and social environments on positive mental health. They consistently 

demonstrated their engagement in collaborative relationships in which the voices 

and perspectives of all members were sought and included. This is consistent with 

strength-based approaches to care described in the literature (Gottlieb, 2013; 

Morrison & Peterson, 2016a). 

“Tell us you want us to succeed. If you don’t say it, we will assume you 

want us to fail.” (A parent in the foster care system, Center on the Developing 

Child, 2016, p. 13). 

 

Environments can foster relationship-building. Participants reiterated the 

importance of creating environments that fostered relatedness. They provided 

examples of practices that promote relatedness. One example, a strength-based 

activity entitled “Gifts of my Head, my Heart, and my Hands” entailed colleagues 



303 
 

sharing their “gifts.” This created opportunities to find common interests and “see 

each other in a different light.” It also facilitated opportunities for staff to bring 

skills and interests from their personal lives to their professional lives, for 

example, bringing a passion for knitting from home to school to teach a class or 

school club.  

 Consistent with the Comprehensive School Health Approach (Morrison & 

Peterson, 2015b) they recognized that physical and social environment influence 

relationship-building. Therefore, they were intentional in their practices, for 

example, noticing the physical environment and ensuring consistent messaging in 

posters and physical spaces; advocating for resources that would support positive 

mental health practices, including green spaces and outdoor activities. 

“Culture is what we do, climate is what we feel” (Fyke, 2018, par 5). 

Social environments. Participants spoke about their interactions with 

health care and education systems from both personal and professional 

experience. They noted the tremendous influence of social environments on 

mental health. They shared stories about the disempowering impact of deficit-

based approaches, particularly when people were objectified and there was no 

attempt by health care providers or educators to establish a relationship or to 

explore the strengths and competencies of patients/clients.  

They spoke about the powerful influence of language, expressed through 

words, tone and non-verbal communication. Their emphasis on the importance of 

language is reflected in the literature about strength-based nursing. Within this 
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paradigm, language is “positive; associated with words such as strength, energy, 

opportunities, possibilities. [It is a] language of hope.” (Gottleib, 2013, p. 29). 

Change the Environment, not the Person. The participants in this 

research consistently used strength-based approaches. They recognized that 

strength-based approaches represent a different philosophy and paradigm 

(Morrison & Peterson, 2016a). Their priorities and approaches to positive mental 

health promotion were different from those of practitioners who promote positive 

mental health through a traditional, deficit-based lens. Rather than focusing 

primarily on promoting well-being by reducing mental illness, or on changing the 

behaviours of people, they prioritized creating environments that supported need-

fulfilling relationships. Nurses looked for strengths in others and nurtured those 

strengths, thus empowering others to move into leadership roles in learning about 

positive mental health. 

The strength-based approaches used by participants changed their 

priorities. Nurses working in traditional public health roles typically use primary 

prevention strategies, which are designed to prevent disease and minimize risk 

factors for disease and crisis (Schofield et al, 2011). However, participants in this 

research frequently used primordial prevention, which focuses on preventing risk 

factors from developing, typically by focusing on changing environmental 

conditions (Young & Higgens, 2008).  They focused on creating environments 

and organizational cultures that were rich in opportunities to nurture supportive 

relationships and meet universal growth needs.  
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In summary, participants in this research recognized that strength-based 

approaches can play a central role in the conceptualization of positive mental 

health. Strength-based positive mental health promotion entails “digging deeper,” 

and rather than “fixing” individuals who are “broken,” it requires considering 

individuals and communities within the context of their environments and 

ensuring universal growth needs, including belonging and supportive 

relationships, are met (Morrison & Peterson, 2016a). Participants recognized that 

nurses identified the value of relationships as protective factors. They therefore 

worked to create environments that fostered relationship building. They 

recognized the importance of the physical and social environment, also a pillar in 

the Comprehensive School Health Model (Morrison & Peterson, 2016a). Because 

they operated from a strength-based paradigm, nurses focused on changing 

environments, rather than trying to change people.  

Table 13 

Discussion Implication Three 

Discussion Implication Three 

Nurses who participated in this study practiced from a strength-based paradigm. 

This changed their priorities so that they worked to create environments that 

fostered need fulfilling relationships. These participants “lived” this approach 

and were able to use their skills and knowledge to seamlessly promote positive 

mental health in schools. 

 

The research question: “What are the current roles and strengths of 

public health nurses in promotion of positive mental health in New Brunswick 

schools?” has now been answered. The roles and strengths of the nurses are 

summarized in five implications that are discussed in this chapter. Although 

they recognized the persistence of deficit and one-continuum approaches to 
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positive mental health, these nurses practiced within the strength-based 

paradigm. They used the Dual Pathway Approach (Morrison & Peterson, 

2016a) to integrate mental health literacy and positive mental health literacy 

into their work. They used positive language that conveyed hope and belief in 

others. They supported each other and they established authentic relationships 

and created environments that nurtured need-fulfilling relationships. Their 

priorities moved beyond reducing risk and reducing stigma about mental 

illness. When possible, they “worked upstream” and used primordial 

prevention to help others create organizational cultures and classrooms that 

promoted positive mental health. 

"Though the world does not change with the change of a paradigm, the scientist 

afterward works in a different world." (Kuhn) 

 

Discussion About the Dream Phase 

In this section, the four themes that were identified during the Dream 

Phase of the research are synthesized. Key concepts are discussed within the 

context of the literature about positive mental health. Implications from this 

discussion are related to the second research question, which asks: “When 

operating from strength-based perspectives, how do nurses view their 

potential roles in this process and what potential innovation could be further 

embedded in positive mental health practices within school routines and 

relationships?” The themes that arose in the Dream Phase are listed in the 

following table. They are discussed in more detail in the Discussion Chapter. 
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Table 14 

Review of Themes from the Dream Phase 

# Theme 

1 Extend positive mental health culture change to all schools and 

districts. 

 

2 Extend and connect positive mental health practices to early childhood 

programs and services for parents and families. 

 

3 Embed positive mental health education in the education of nurses and 

the practice roles of nurses working in both institutional and 

community settings. 

 

4 Create a positive mental health relational framework and tools for 

documenting progress.  

 

When these themes are studied as a whole, they can be distilled into two 

key points. The first point subsumes the first two themes and relates to the 

importance of moving away from traditional “silos” to create a culture of 

strength-based positive mental health surrounding the education and care for 

children of all ages. This culture would extend throughout the lifespan. The 

second point subsumes themes three and four and relates to creating systems of 

care in which nurses, regardless of their field of practice, are able to collaborate 

with others to create strength-based practices that contribute to positive mental 

health cultures. These points will now be discussed in relation to their emergence 

from the themes.  
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Table 15 

Major Discussion Points 4-5 

Major Discussion Point Subsumes 

Themes 

Major Discussion Point 4 

Move away from “silos” to create a culture of strength-

based positive mental health surrounding the education and 

care for children of all ages and extend this throughout the 

lifespan. 

1,2 

Major Discussion Point 5 

Create systems of care in which all nurses are able to 

collaborate with others to create strength-based practices 

that contribute to positive mental health cultures. 

3,4 

 

“When we begin to know ourselves in an open and self-supportive way, we 

take the first step to encourage our children to know themselves” (Siegel & 

Hartzell, 2014). 

 

Table 16 

 Summary of Themes 1 and 2 

# Theme 

1 Extend positive mental health culture change to all schools and districts. 

 

2 Extend and connect positive mental health practices to early childhood 

programs and services for parents and families. 

 

Extending positive mental health culture change 

These first two themes from the Dream Phase identify the importance of 

extending a strength-based positive mental health culture to all schools and also 

beyond the school context to all areas of health care that involve families and 

parenting. Participants were passionate about sharing positive mental health 

initiatives with all schools, thus extending it beyond initial demonstration sites. 

They felt energized and positive from their own personal experiences. They heard 
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anecdotal stories from other nurses and school staff that school-based positive 

mental health initiatives were having positive effects and that momentum was 

building.  

These first two themes also reflect participants’ ability to conceptualize 

ecological and lifespan approaches in ways that are consistent with the strength-

based approaches suggested for nursing (Gottlieb, 2013) and for positive mental 

health promotion (Morrison & Peterson, 2015a). During the first focus group, one 

of the participants noted that 

It would be fabulous if we had it [strength-based positive mental health] in 

all of the daycares as well. . .because we do have a curriculum for early 

childhood, so that it could be embedded into that . . . even prenatally, if we 

could have something. . . And then I know you can’t hit everybody all the 

time because not everybody shows up for things, but for the things that are 

already out there, if we had them embedded, it would be great. 

(p. 8) 

 

 This participant recognized the importance of providing an almost “wrap 

around” system of care for families. This system would embed a seamless 

approach to positive mental health promotion from a strength-based paradigm and 

would create environments that are consistent, predictable and nurturing, all of 

which promote healthy relationships (Perry & Jackson, 2014; Shanker, 2016). 

These environments would be developmentally appropriate and promote health 

from preconception and infancy onwards. As noted earlier, research about 

epigenetics, toxic stress, physical and social environments demonstrates that the 

potential for mental health can be influenced during the preconception, prenatal 

and throughout extra-uterine life. Participants recognized that the creation of such 

environments would require system transformation. The following passage is 
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from the literature about violence, but it demonstrates the type of system 

transformation participants recognized as necessary:   

In the case of violence – or any other ACE -- the solution is not to focus 

only on stopping the violence; the solution is to provide children, families, 

organizations, systems and communities, all together, with what they need 

to become healthy and thrive . . . Our systems of care are more focused on 

problems/damage/rescue than prevention and a holistic approach to 

supporting families and addressing root causes. (Stevens, 2016, Solutions). 

 

It is significant that the emphasis in the above paragraph is to help 

children “become healthy and thrive.” This emphasis on health and thriving 

reflects a proactive approach that is consistent with the positive mental health 

pathway of the Dual Pathway Model (Morrison & Peterson, 2015a).  Strength-

based approaches that are consistent with the Dual Pathway Model begin with the 

pathway of positive mental health before they begin with the pathway of mental 

health. For example, they focus on promoting flourishing and developing 

resilience before they focus on stress and trauma. The latter two are not ignored, 

but they are nested within the context of creating environments that promote 

need-fulfilling relationships. 

Participants also recognized the challenges associated with the evolving 

health care system. For example, they recognized the tensions that exist between 

the importance of nurses knowing the people in their communities as individuals 

and also as populations. The following comments were met with enthusiastic 

agreement by other participants:  

How do they [nurses] still support those individual schools at the same 

time that they’re doing population health programs, you know? And 

integrating those . . . I’m just thinking about sexual health too. Where the 

services used to be there, provided by public health nurses, and now 

they’re not, right. They’re provided by clinicians. So, then you go to, do 
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you go to a deficit, you know, clinical model again, rather than them 

thinking about positive mental health? . . .  

 

Another participant continued with: 

 

Whatever they do, they need to look at the filter through positive mental 

health, so even if they’re doing something population based, that starts at 

the beginning, whether its assessing, doing the preliminary assessment of 

the CAR- the population that is. 

 

Examples of Strength-Based Frameworks, Concepts and Programs. 

Creating a seamless system that facilitates positive mental health promotion in all 

aspects of care arose during the Dream Phase. As per the iterative approach of 

Appreciate Inquiry research, a scan of the literature revealed that such systems are 

emerging. These are explored in the next sections. Examples include the emerging 

concept of infant mental health, frameworks and specific programs with the intent 

that they serve as examples of transformations in traditional approaches in which 

positive mental health concepts have become integrated. This is reflected in the 

emphasis on promoting conditions in which need-fulfilling relationships are 

nurtured. 

Nurturing Care Framework. Cognizant of the impact of early experiences 

in later life, the World Health Organization, UNICEF and a number of other 

organizations have partnered to create the Nurturing Care Framework (WHO, 

2018). This Framework “describes how a whole-of-government and a whole-of-

society approach can promote and strengthen the Nurturing Care of young 

children, what the guiding principles for doing so are, and what strategic actions 

are needed” (p. 4). The draft reviews the plethora of evidence that supports the 

long-term health influences of the first three years of life. Consistent with 
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strength-based approaches to positive mental health, the report focuses on 

creating conditions in which nurturing relationships will thrive. The language and 

tone of the Report are positive and proactive. Emphasis on collaborative 

relationships is included. Breastfeeding is depicted as a relationship, rather than 

solely as a method of infant feeding.  These elements of the Report reflect the 

potential to shift away from deficit-oriented approaches. How the report will be 

implemented is critical. 

Infant mental health. Infant mental health is defined as:  

The developing capacity of the child from birth to five years of age to: 

form close and secure adult and peer relationships, experience, manage 

and express a full range of emotions, and explore the environment and 

learn – all in the context of family, community and culture. (Clinton, 

Feller, & Williams, 2016, p. 240). 

 

The field of infant mental health recognizes the impact of early experience 

in later life. “Early experience ‘gets under the skin’ and shapes the brain, affecting 

lifelong health, behaviour and learning. Very young children, whose brains are 

still extremely malleable to environmental stress, also respond differently to 

external stress than older children.” (Clinton, Feller, & Williams, 2016, p. 239). 

Clinton, Feller and Williams (2016) note that a “secure, warm, responsive and 

predictable relationship with at least one caregiver, influences that formation of 

neural structures in the brain that lead to positive infant well-being. . . A sound 

social and emotional base is the launching pad for all other development” (p. 

239). 

  Interbrain and Relationships. Shanker (2016) uses the term “interbrain” 

to describe “the shared, intuitive channel of communication” (p. 58) between 



313 
 

infant and caregiver. He notes this is “maintained by touch, shared gaze, voice, 

and most of all, shared emotion. The interbrain lays the deep neurological, 

psychological, and sensory circuitry for co-regulation that evolves as your child 

grows” (Shanker, 2016, p. 58-59). Shanker continues to explain self-regulation, 

prosocial behaviours, social and emotional learning, temperament, and a number 

of other concepts that have been accepted in the literature as contributing to 

positive mental health.  

Reaching In Reaching Out and Bounce Back and Thrive. The Ontario-

based, “Reaching In, Reaching Out: Resiliency Skills Training for Service 

Providers” and “Bounce Back and Thrive: Resiliency Skills Training for Parents” 

are two examples of programs that are consistent with strength-based approaches 

to promoting positive mental health. The former teaches “service providers skills 

and theory to support relationship-based reflective practice and provides a 

framework for creating a ‘culture of resilience’ in programs serving young 

children” (RIRO, 2018, par 6). The latter “helps parents build skills that help them 

increase their capacity to role model resilience in the daily interactions with their 

children” (RIRO, 2018, par, 8). Both programs draw on the work of Seligman, 

and promote positivity, optimism, self-regulation, empathy and problem-solving 

(RIRO, 2018). 

Strength-based approaches to mental health focus on the promotion of 

relationships that nurture secure attachment and help caregivers to become 

“attuned” to the rhythms and cues of babies and children (Siegel & Hartzell, 

2014). Examples include books like The Whole Brain Child (Siegel & Bryson, 
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2011), and Self-Reg: How to Help you and your Child Break the Stress Cycle and 

Successfully Engage with Life (Shanker, 2016). Bryson and Shanker have been 

invited speakers at the New Brunswick Association of School Psychologists in the 

past five years. I attended both all day sessions, and felt that their words resonated 

with audiences as they were met with enthusiastic and positive responses. As 

school staff become aware of these types of strength-based approaches, they are 

better prepared to facilitate culture change in schools.  

Conscious Discipline. Conscious Discipline (Bailey, 2015) is another 

strength-based approach that uses strategies that promote need-fulfilling 

relationships. Its implementation requires facilitators who are able to fully engage 

in authentic relationships with children, families and members of the 

organizational system. The Conscious Discipline approach includes four essential 

components: the Conscious Discipline Brain State Model; the Seven Powers of 

Conscious Adults; Creating the School Family; and Seven Skills of Discipline. 

These components intertwine to create environments that are physically and 

emotionally safe; promote connections in relationships; and also teach problem-

solving that is collaborative (Bailey, 2015).    

Strength-based approaches to infant mental health also foster 

environments that are consistent, predictable and nurturing (Perry & Jackson, 

2014). Promoting these types of relationships are critical to promoting positive 

infant mental health. However, participants noted that these values and concepts 

are not included in traditional approaches to client education by nurses. They also 

noted this does not mean that nurses should ignore the traditional tasks that are 
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part of their job (e.g. teaching a mother how to bathe her baby) but it does mean 

that nurses could approach mothers differently when teaching the baby bath. For 

example, a nurse might take the time to explore a mother’s previous experience 

with babies and children, as well as learning who will be involved with baby care. 

One participant noted that an important role for nurses could be: 

Helping new parents see their competencies and how they can be 

autonomous at home and feel like an expert, even though they may not 

feel like it, but help them to get there and of course the sense of belonging 

as a family to the larger family, you know, the extended family and so, 

and to the community – the public health nurse could be part of that if the 

person had the opportunity to have a public health nurse come and visit (p. 

9). 

 

In essence, this means that an important role for nurses could be the 

intentional fostering of need-fulfilling relationships. This might entail a re-

prioritizing of activities by nurses or it could be as minor as engaging differently 

in activities, as exemplified above. 

Nurse Family Partnership.  Perhaps the best-known example of a 

strength-based nursing home visiting program is Nurse Family Partnership. This 

Program entails a nurse visiting vulnerable mothers from pregnancy through the 

first two years.  

It begins with trying to connect with people`s intrinsic motivation to do 

the best for their children by using effective methods to support change in 

people`s lives . . . It starts with the assumption that everybody has 

potential, possibilities and strengths and the role of the professional is to 

enable that client to recognize their own potential and the potential of their 

child (NFP, 2011). 

 

 The Program has been recognized in the United States, the United 

Kingdom, and beyond and was introduced in Canada by McMaster University. It 

is endorsed by SAMHSA and the Blueprints Models for Positive Youth 
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Development (NFP, 2018). Although this Program is not available in New 

Brunswick, vulnerable families are visited by public health nurses during 

pregnancy and for up to two years following birth through The Healthy Families, 

Healthy Babies program (GNB, 2018) which offers a variety of services fostering 

the health and development of young children from the prenatal stage to age 2 

years old (GNB, 2018).  

Relationships between nurses and communities. There was agreement 

amongst participants that nurses are generally accepted in communities by 

families “because they have that connection [to the community]. They have that 

trust in the community . . . because they have that relationship” (3,p. 4).  

This train of thought continued: 

. . . I think that we’re going back, I know in our community, we’re moving 

toward that again – like years ago, in the ‘80’s, when I worked in public 

health with my first stint, we had a community and that was our 

community. So, the babies that were born there, you know, the people that 

were ill there, the long-term care, we had [it all] . . . Like, we really knew 

that community and we owned that community. . . We had that 

connection. Now, what our manager’s trying to do recently is bring this 

back, she calls them XXXX [name removed to protect identity] . . 

.Because we have a unique opportunity. You know, so I think we have the 

relationships, you know, the community partners. We can connect people. 

We have the skill. People, you know, people respect us. . .” (2, p. 4) 

 

This is consistent with the literature and Whitehead (2011, p. 2185) notes 

that “nurses are involved in client-based care at all stages of the lifespan 

continuum and/or socialize in all the identified health promotion settings. In 

essence, they are in a good position to influence developments in this area of 

health care.” Whitehead notes a gap in the literature about settings for health 

promotion and notes that they tend to be “place and place” based, rather than 
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recognizing it as a continuum through which people pass, and recognizing the 

potential role of nurses who “straddle” these settings. 

Participants recognized the value of their institutional memory in terms of 

the potential that lies within the role of nurses. They also recognized that nurse 

managers do not always understand this potential, particularly when their 

nursing experience lies in primarily administrative or institutional roles, rather 

than field experience working as public health nurses. There was agreement with 

the participant who stated “New people [staff] come in, they don’t have the past 

life experience perhaps that we have had in growing up and understanding 

positive mental health.” (FG 2, p. 6). Another participant expressed frustration 

and sadness about a discussion with a new school superintendent who said “Tell 

me what you did for XX years?” The participant noted, “And he was a principal 

[during that time].” She noted that the superintendent asked, “Tell me what it 

was that you were doing when you weren’t at my school because I want 

something to be able to connect and to say, okay, this is what the Healthy 

Learners program looks like.” She stated that “He didn’t even know much about 

the document [Health Learners in Schools] really, you know. So, it’s a shame 

because you have new people coming in, right, and then, you know, you have to 

start at, you know, ground level. (FG 2, p. 9) 

Summary. To summarize, participants recognized that well-being is a 

lifelong process that is supported when positive mental health practices are 

embedded in all services. Thus, the first two themes of the Dream Phase can be 

subsumed into the idea of moving away from traditional “silos” in health and 
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education, to creating a culture of strength-based positive mental health that 

would extend to all systems of care, particularly in health and education.  

 In some ways, this ecological approach would be a return to the past in 

which nurses established trusting relationships with the people in the 

communities in which they worked. Nurses knew family histories, often caring 

for members of more than one generation, and nurses knew the resources in the 

communities and were involved in the school community. Relationships were 

built on trust and collaboration. Participants recognized that nurses have 

historically felt “connected” to the communities in which they worked when 

conditions fostered need fulfilling relationships for both nurses and clients. 

Many of these practices and the values associated with them developed naturally 

over time and were part of the culture of community nursing. Nurses worked 

collaboratively in teams and as a team, they understood their communities. 

Although the concept of need-fulfilling relationships had not yet emerged in the 

literature, the ways in which these relationships have been described by 

participants, parallels the concept. Because participants expressed immense 

satisfaction when they engaged in these types of relationships, it is important to 

explore the way in which they can be promoted with intention. Therefore, the 

roles that nurses can play in addressing need fulfilling relationships and 

promoting positive mental health environments are addressed in the section 

following implications. The discussion initially moves beyond the exclusive 

context of schools but eventually does return to the context of school. 
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Table 17 

Discussion Implications Four and Five 

Implication Four 

The foundation for positive mental health begins in utero and is influenced 

across the lifespan. Therefore, a shared, strength-based paradigm and 

understanding of positive mental health practices should be universally 

embedded in all services that people access during their lifespan. 

Implication Five 

Positive mental health is nurtured when conditions are created that promote 

continuity of relationships, and services are flexible enough so that their 

intensity can be increased and decreased as required. 

 

 “To care for someone, I must know who I am” (Nurse Theorist Jean Watson) 

Strength-Based Nursing in Education 

The existence and sustainability of positive mental health environments is 

compromised when nurses and organizational leaders do not understand the 

importance of need-fulfilling relationships in health promotion. This leads to 

discussion point six which is that participants idealized the creation of 

collaborative systems of care in which all nurses would be able to incorporate 

strength-based practices in their work and contribute to positive mental health 

cultures. This discussion point subsumes the second two themes, which are 

listed below. 

Table 18 

Summary of Themes 3 and 4 

# Theme 

3 Embed positive mental health education in the education of nurses and 

the practice roles of nurses working in both institutional and community 

settings. 

 

4 Create a positive mental health relational framework and tools for 

documenting progress.  
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 Participants recognized that the creation of positive mental health cultures 

would require major transformation of a number of systems. Within this culture, 

all nurses, regardless of their field of practice, would be knowledgeable about 

strength-based positive mental health. As noted earlier, participants already 

practiced from a strength-based paradigm that is consistent with the Dual Pathway 

Approach to positive mental health. They applied this approach to their personal 

and professional lives. However, they also recognized that the dominant approach 

in health care remains that of the deficit-model and they wanted more strategies 

and tools to assist them in transforming that model.  

Juby (2015) notes that strength-based practice is based on a philosophy” 

(p. 35). This is consistent with Gottlieb (2013) who notes that strength-based 

nursing is “an orientation that guides practice” (p. 21). Cody (2006 in Gottlieb, 

2013) notes that one of the most important questions nurses can ask themselves is: 

“What guides my practice?” (p. 35). The answer to this question illustrates the 

factors that influence both intuitive and intentional decisions of care made by 

nurses (Gottlieb, 2013).  

Most nurses are unaware of why they do what they do, but when they stop 

to reflect on what they do and the reasons why they do what they do, they 

discover that their practice is rooted in tradition, knowledge and 

experience, as well as the culture and practice norms of their work 

environments. . . What may be less obvious to many nurses is the powerful 

role that values, attitudes and beliefs play in shaping their practice 

decisions. When nurses become aware of their values, attitudes and 

beliefs, they are in a better position to control their own practice so that 

they can perform their professional duties in ways that are consistent with 

what is important to them. Such awareness puts them in a better position 

to practice in ways that reflect who they are and what they believe to be 

the right way to nurse (Gottlieb, 2013, p. 35-36). 
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Participants realized that a logical time to prepare nurses for strength-

based practice would be during their nursing education. During this time, students 

learn about the metaparadigm of nursing, which is comprised of four concepts 

common to all conceptual frameworks in nursing theory: person, nurse, 

environment and health (Chinn & Kramer, 2015). Because the metaparadigm of 

nursing is foundational to all nursing education, the concepts are briefly described 

below and alignment with positive mental health approaches is addressed. 

The metaparadigm of nursing. Chinn and Kramer (2015) note that 

nursing is: 

 . . . generally represented as a helping process with a primary focus on 

interpersonal interactions between a nurse and another individual. This 

general idea does not clearly distinguish nursing from other helping 

disciplines but it provides an important focus for deciding what type of 

knowledge is needed for nursing practice (Chinn & Kramer, 2015, pp 45-

46). 

 

 Nursing has developed a unique body of knowledge that has evolved, and 

despite the passage of time, the focus of nursing has included a “common 

significant thread [which] is the primacy of human interaction for creating human 

health and wholeness” (Chinn & Kramer, 2015, p. 46).  Discussion about 

wholeness continues as the concept of person is described, including the idea that 

traditional Western perspectives about people are grounded in reductionism. 

Chinn and Kramer (2015) note: “Western culture embraces this view [the whole is 

equal to the sum of the parts] and nurses as with others in this culture, have 

learned to think about parts of lives, parts of bodies and parts of human 

experience” (p. 46). The authors note that not all nursing theorists ascribe to this 

belief and purport instead that the whole is greater than the sum of its parts.  
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Florence Nightingale, who is credited with founding the profession of 

nursing, “believed that the primary focus for nursing was to alter the physical 

environment to place the human body in the best possible condition for the 

reparative processes of nature to occur” (Chinn & Kramer, 2015, p. 47). Thus, the 

belief that the environment influences health and the role of nurses is to not to 

control or change the person, but rather to change the environment has a long 

history in nursing.  

Although health is typically identified as the goal of nursing, Chinn & 

Kramer (2015) note the move by some nurse theorists away from describing 

health using binary terms like health and illness. They note this move “allows for 

the use of terms related to health that more specifically reflect nursing’s concerns 

and that deemphasize the focus on disease or illness” (p. 48). 

Key concepts and the roles for nurses as conceptualized within the 

metaparadigm of nursing (Chinn & Kramer, 2015) align with the Dual Pathway 

Approach to Well-Being (Morrison & Peterson, 2016a,b). For example, the 

acknowledgement that relationships influence health, as do physical and social 

environments; the emphasis on approaches that promote wholism and integration, 

and tangential to the latter point is the move away from binary language, 

reductionism and a deficit- or problem-focused orientation. Continuing this line of 

thought, nurses have the potential to play important roles in creating conditions 

that support and promote positive mental health.  

Taken together, the above argument supports the proposal that the Dual 

Pathway Approach to Well-Being is important for nurses to understand and has 
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the potential to become the central role for nurses. Further cementing the 

argument that the Dual Pathway Approach is an appropriate fit as a central 

concept of nursing is the idea that: 

Ongoing emphasis on evidence-based nursing practice that requires the 

integration of broad forms of knowledge formally acknowledges that 

empiric evidence is only part of what is needed for the making of good 

clinical decisions. A focus on practice evidence and translational research 

reemphasizes moving evidence into practice in a way that benefits the 

patients (Chinn & Kramer, 2015, p. 54). 

 

Values, resources, and knowledge development in nursing.  Chinn & 

Kramer (2015) note that knowledge development in nursing is influenced by 

context. They note that what is accepted by the profession as knowledge is 

influenced by what is agreed to be appropriate sources. In addition, the ways in 

which nurses use knowledge is influenced by “the interrelationship between 

values and resources at multiple levels” (Chinn & Kramer, 2015, p. 55). The same 

authors categorize values in terms of individual values, professional values, and 

societal values. Individual values are influenced by a nurse’s commitment, 

personal philosophy, motives, beliefs and priorities while professional values are 

beliefs about what is good and right that is generally held in common by members 

of a profession and used to guide professional action (Chinn & Kramer, 2015, p. 

55). Societal values are demonstrated through norms and mores in a given period 

of history (Chinn & Kramer, 2015, p. 56). These same authors note that “when 

individual, professional or societal values change, the potential exists for creating 

fundamental changes to knowledge and practice” (p. 57). Therefore, there may be 

merit to the suggestion by participants that nursing is well positioned for 

transformation towards a more strength-based approach. This transformation 
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includes developing the promotion of positive mental health and that the Dual 

Pathway Approach as central roles for all nurses. This idea that nursing is on the 

cusp of transformation is supported by Benner, Sutphen, Leonard and Day (2010) 

in their book, titled Educating Nursing:  A Call for Radical Transformation, 

which is now regarded as a landmark book. If nurses are to understand and 

promote positive mental health regardless of their practice setting, the logical 

place for them to develop these abilities is during their nursing education.  

The contemporary landscape of nursing education. Benner et al. (2010) 

argue that the profound changes in science and society have led to changes in 

nursing practice, which have implications for nursing education (p. 1). One of 

these implications is that nurses must to be able to adapt to changing and 

unpredictable environments, while at the same time, managing increasing 

complexity and acuity of patient care, often with limited human resources 

(CASN, 2010). Therefore: “Educators are in turn challenged with better preparing 

students to work in these environments” (Juby, 2015, p. 17).  

However, the idea of nurses being prepared for strength-based practice 

during their education may not be as easy as it sounds. Juby (2015) notes there are 

tensions in contemporary nursing education as students report feeling a 

“disconnect” between what they learn in the classroom about values, caring, etc. 

and what they experience when interacting with their professors and instructors. It 

is not uncommon for students to feel that their professors and instructors do not 

care about them as people or look only at mistakes and do not see their strengths, 

and/or act in ways that are intimidating and unkind (Juby, 2015).  
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Tensions within Nursing Education. Juby (2015) notes that pedagogical 

tensions exist in nursing education and traditional approaches to educating nurses 

focus on the acquisition of large amounts of knowledge and well-developed skills. 

However, these remain important as the health care field has evolved and 

knowledge is developing constantly at a rapidly changing pace. Juby (2015) 

notes:  

The educational task is to prepare students for complexities . . . Thus, 

education that focuses on knowledge acquisition is insufficient. Simply 

focusing on knowledge acquisition does not promote in students the 

development of capacities to navigate uncertainty. Moreover, it has the 

potential to leave the student unsupported and not understanding of how to 

integrate knowledge into their practice (p. 22).  

  

Preparing students to manage these complexities requires a move away 

from traditional approaches to education (Benner et al., 2010; Gottlieb, 2013; 

Juby, 2015). Like traditional approaches to health care, traditional approaches to 

teaching are characterized by deficit-based language, authoritarian relationships, 

problem-oriented approaches, and “fill and drill” teaching methods (Juby, 2015). 

Although more collaborative pedagogical approaches to nursing education are 

accepted in the literature, the translation of these approaches into practice, has 

been uneven, as demonstrated by the above experiences reported by nursing 

students (Juby, 2015). Hammond (2010) notes that “Many practitioners from 

different professional backgrounds will claim to be working from a strength’s 

perspective, it is rare to see practitioners or organizations seriously working 

from an underlying set of values, principles and philosophy of strength-based 

practice” (p. 2). 
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Changing teaching practices without changing teaching philosophy creates 

pedagogical contradictions and can be confusing to students (Juby, 2015). One 

example of this contradiction occurs when educators adopt interactive, 

collaborative teaching strategies but do not change their underlying deficit-

oriented assumptions and continue to focus on weakness and deficits.  I thought 

about my own experiences as I made these same mistakes while teaching. I knew 

the pedagogical advantages of using more student-centred, interactive methods, 

yet I had no idea that at a deep level, my teaching philosophy remained deficit-

oriented. Therefore, strength-oriented had not been integrated into my approach. 

In fact, it was not until I read Juby (2015) that I realized these contradictions 

between my words and my actions and began making the shift at a deeper level. 

Juby’s (2015) statement regarding “adopting a strength-based approach was not 

just about the knowledge” (p. 13). I also realized that my knowledge about 

strength-based approaches was at a superficial level. As I read about a student 

who felt that instructors were not interested “in getting to know them [students] as 

people,” I reflected on my philosophy of teaching. Although I care about students, 

I realized that my desire to remain professional and focus on our clinical work 

rather than talking about personal lives likely made students feel that I did not 

care about them as people. I wondered how often students perceived a 

contradiction between my words and my actions.  

Juby (2015) poses the question “I understand that technical skills and 

knowledge are essential and important for students but why are they more 

important than the student as a developing person and nurse?” (p. 20). As I 
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reflected on this question, I realized that I associated getting to know students as 

people and helping them develop as people as something unprofessional and not 

appropriate to my role as an instructor. I realized that: 

Simply focusing on knowledge acquisition does not promote in the student 

development of capacities to navigate in uncertainty. Moreover, it has the 

potential to leave the student unsupported and not understanding how to 

integrate knowledge into their practice . . . In an ontological turn the 

primary focus of education is on the development of the student as a 

person/nurse who has the capacity to navigate in complex, uncertain 

health care situations, which is the current reality nurses face today (Juby, 

2015, p. 22). 

 

I realized that I, like many nurses, including those in positions of 

leadership and in education, did not understand this difference and unwittingly 

continue to use deficit-oriented approaches. This continued focus on problems “is 

a central expression of the prevailing perspectives on helping” (Hammond, 2010, 

p. 2). I was flabbergasted to realize that I was guilty of perpetuating deficit-based 

approaches in my teaching and to also realize that I had no awareness of this 

pattern. 

 I began to think about other concepts in nursing differently. For example, 

when I received an invitation to a workshop for nurses about compassion fatigue, 

I was reminded of the way that deficit-oriented perspectives have become 

embedded in approaches to health promotion. Educating nurses about compassion 

fatigue is viewed by many nurses as a proactive and positive strategy to reduce 

nursing “burnout.” I remembered that compassion fatigue is one of the six 

concepts typically associated with deficit-based approaches to trauma. In terms of 

the Dual Pathway Approach, it is also an example of the continued emphasis on 
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the mental health pathway rather than the positive mental health pathway. This is 

explored further in the next section. 

Compassion Fatigue: An Example of a Deficit-Based Focus. 

Compassion fatigue is defined as a “state of exhaustion that is dependent on a 

caring relationship with a loss of coping ability (Nolte, Downing, Temane, & 

Hastings-Tolsma, 2017, p. 4365). The term compassion fatigue is often used 

interchangeably with terms including: vicarious trauma, burnout, secondary 

trauma (Nolte et al., 2017). New Brunswick nurses have the highest rate of 

burnout in Canada (Lakic, 2018).  

Leaders in the profession, including the Nurses Association of New 

Brunswick (responsible for regulatory and professional practice issues) and the 

Nurses Union of New Brunswick, propose education about compassion fatigue, as 

a strategy to reduce burnout (Lakic, 2018). “It’s definitely a concern worth 

addressing,” said Jennifer Whitehead from the Union;“Tools are needed to correct 

it or actively get ahead of it” (Lakic, 2018, p. A2). A senior advisor for education 

and practice with NANB noted “It’s important to have workshops to address and 

start talking about compassion fatigue, given there’s a shortage and we want 

nurses to stay and we want new recruits” (Lakic, 2018, p. A2). The response of 

the NANB has been to offer workshops throughout the province addressing 

compassion fatigue. The Running on Empty:  Recognizing When Nurses Need to 

Refuel workshops have been well attended and received (Lakic, 2018; NANB, 

2018).  
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Such responses from leaders in the nursing profession reflect the reactive 

focus on problems (e.g. trauma, compassion fatigue) that is inherent to deficit-

based approaches. It is imperative that nurses become aware of their unconscious 

complicity in perpetuating deficit-based practices and associated assumptions 

about people. Nurses must be able to critically examine these approaches in order 

to explicate whether they are aligned with deficit or strength-based paradigms. 

This requires transformation within the education of nurses. 

Reorienting nursing education. Discussions about transforming systems 

of education and pedagogy are not new and span disciplines, but Gottlieb’s (2013) 

conceptualization of transformation through strength-based nursing is unique.  In 

this approach, the focus of education turns to: 

The development of the student as a person/nurse who has the capacity to 

navigate in complex, uncertain health care situations, which is the current 

reality nurses face today . . . It cultivates a different relationship to 

knowledge, one that enables nurses to competently work between what 

they know and don’t know (to be uncertain and still competent . . . It 

requires that we help students to develop and understand their strengths 

and capacities to be in uncertainty. This does not mean that it is done in 

isolation, but together as partners through the relational situation (Juby, 

2015, p. 21). 

 

Strength-based teaching moves beyond acknowledging student strengths 

 to helping students understand they can use their strengths to help them manage 

uncertainty (Juby, 2015). They are thus encouraged to proactively seek new 

experiences and challenge their learning, confident that they will be supported 

during the process (Gottleib, 2013; Juby, 2015). Strength-based pedagogy 

requires educators to accept being in a world of uncertainty, and 

acknowledge that who the student is and becomes, as a person/nurse is an 

integral part of the teaching and learning process. A strength-based 

approach provides students with the foundation to grow, and succeed at 
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positive change. . . In essence, strength-based is an approach to teaching 

and learning that promotes the integration of knowing, acting and being 

(Juby, 2015, p. 23).  

 

Strength-based nursing education does not ignore challenges, but it does 

help students to develop confidence to “work within uncertainties in their 

practice, where they do not know everything” (Juby, 2015, p. 23). Juby (2015) 

notes that “strengths should not just be acknowledged but positioned as part of the 

developmental process, otherwise students may develop a fixed mindset” (p. 23). 

The term “fixed mindset” is used widely in the literature that relates to the 

positive mental health pathway, particularly in terms of the way it contrasts with 

growth mind set. Dweck (in Gross-Loh, 2016) is perhaps the most well-known 

researcher in this field. People with a fixed mindset believe their abilities are 

predetermined, finite and beyond their control and thus tend to avoid challenge, 

criticism, and difficult situations for fear of failure (Gross-Loh, 2016). People 

with a growth mindset tend to embrace challenge and difficult situations and they 

feel that perseverance through difficulty, developing strategies, hard work, help 

and mentoring from others, can actually increase their abilities (Gross-Loh, 2016).  

Dweck’s work is often referred to in terms of positive mental health in 

schools and transformation of organizational culture (Gros-Loh, 2016). The idea 

of promoting a growth mind set in nursing education is thus relevant to this 

research. Participants noted that they did not learn about positive mental health, 

strength-based nursing and related concepts during their nursing education. Many 

of them noted it was because they were educated “too long ago” but others were 

more recent graduates. I thought about my own work and could not recall 
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discussion about growth mind set or other related concepts during nursing 

professional development sessions. Other concepts that help nurses be prepared 

for and adapt to an ever-changing work place include: “thoughtfulness, humility, 

resilience, courage and stillness” (Juby, 2015, p. 31).  

I thought again about compassion fatigue and realized that a reorientation 

of nursing education towards strength-based nursing might be a more positive and 

proactive approach to promoting a healthy and sustainable work force. It is also 

consistent with beginning from the positive mental health pathway of Morrison 

and Peterson’s (2015a,b) Dual Pathway Approach. However, in order to teach 

from a strength-based perspective, educators must first understand and approach 

nursing practice from within this philosophy. The role of educators within this 

paradigm is to walk beside students in their journey to becoming nurses and to 

“work between the ideal and the real” (Juby, 2015, p. 34) in terms of theory and 

practice. In addition, educators recognize the critical influence of values and 

attitudes on outcomes:   

The stance we take in relation to others reflects choice. We can position 

ourselves in relation to others in ways that invite respect, curiosity and 

connection. We can also position ourselves in ways that invite judgment, 

disconnection, and disapproval. The stance we take has profound effects 

on relationship and is shaped by our values and conceptual assumptions 

(Madsen, 1999, p. 15 in Juby, 2015, p. 35).  

 

 Understanding the role that values and attitudes play in nursing education 

and practice is paramount to strength-based teaching pedagogy because its 

effectiveness is positively influenced by students seeing consistency between 

educators’ teaching and actions (Juby, 2015). Strength-based nursing education is 

also student-centred, which not only aligns with the 21st century vision of nursing, 
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but is also conceptually aligned with patient-centred nursing (Juby, 2015).  These 

points illustrate that reorienting nursing education towards a more strength-based 

approach also conceptually aligns with the Dual Pathway Approach to positive 

mental health.  

 Gottlieb and Gottlieb (2017) note that Strength-Based Nursing is “part of a 

growing movement within and across disciplines and professions” (p. 324). They 

note that strength-based nursing shares many of the same principles that underpin 

Positive Psychology, the Asset Approach, the Recovery Model and more. The 

same authors note that “these models and theories provide an alternative 

worldview from the problem-based, deficit-based models to meet a specific 

professions social mandate” (Gottlieb & Gottlieb, 2017, p. 324). This conceptual 

alignment is further illustrated in the next section, in which the principles of 

strength-based practices are explored. 

Principles of Strength-Based Practices. Gottlieb and Gottlieb (2017) 

note there are a number of features that are common to strength-based practice, 

regardless of the discipline and profession. These features are consistent with the 

principles of Strength-based practice outlined by Hammond (2010). To briefly 

review, these principles include:  

 The belief that everyone has potential, strengths and capabilities;  

 It is important to focus on possibilities and “what we focus on becomes 

our reality”  

 The language we use creates our reality;  

 The belief and acceptance that change is inevitable;  

 Positive change occurs in the context of authentic relationships in which 

people know they are cared about unconditionally;  

 A person’s perspective about reality is the place from which change 

begins; 
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 People have more confidence to make a journey to the unknown when 

they are invited to start with what they already know; 

 Capacity building is a process and a goal;  

 Effective change is a collaborative, inclusive and participatory process” (p 

5-6).  

 

Hammond (2010) also notes that these: 

Guiding principles are not just theoretical. They are about the real 

attitudes and values that people hold, that shape and influence their way of 

caring for others at the deepest level of meaning. A true strengths-based 

approach is one that governs the way we think about people and the way 

we go about our work on a daily basis for all actions and interactions. (p. 

4) 

 

Positive Mental Health Relational Framework and Tools by Which to 

Document Progress. Participants recognized that although they were confident in 

their actions, they wanted to be able to clearly communicate to others what the 

promotion of positive mental health ‘looks like.’ They wanted teachers, who are 

inundated with new programs on a continual basis, to have a framework by which 

to examine new programs and decide if they are consistent with strength-based 

approaches to positive mental health promotion. This is subsumed within the 

theme that they wanted a positive mental health relational framework and tools by 

which to document progress. This desire is consistent with Gottlieb and Gottlieb 

(2017) who note that, contrary to popular belief, knowledge and awareness are not 

automatically followed by the adoption of new attitudes and behaviours. In fact, 

implementation “is a distinct process that normally requires adapting or even 

reframing the theory or research that is being introduced to make it more 

compatible to the organizational context” (Gottlieb & Gottlieb, 2017, p. 324). 

Continuing along this line, they note that “while policy is almost always made at 

the central level, implementation is normally at a local level. Thus, the importance 
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of leadership in implementing strategic change in a health care system cannot be 

underestimated” (p. 324-25). 

Although participants did not refer to the above theory, they recognized that 

nurses require tools and guidance in order to facilitate system change. One 

participant stated “People have to look at the document [Healthy Learners in 

Schools] (GNB, 2015a) in light of positive mental health, even looking at it, 

saying, so where does positive mental health fit here?” (FG 2, p. 6). This 

participant recognized the importance of beginning on the positive mental health 

pathway.  

The Positive Mental Health Toolkit (Morrison & Peterson, 2015a) provides 

a framework by which to guide the implementation of strength-based practices 

that promote positive mental health. It contains five modules as follows: 

Introduction to Positive Mental Health; School Connectedness; Resiliency in 

School Environments; School Team Relationships; Assessing Comprehensive 

School Health. The Toolkit conceptualizes positive mental health using the Dual 

Pathway Approach (Morrison & Peterson, 2015a). It includes activities, clear 

examples, and links to videos and other resources.   

The Toolkit also includes the Positive Mental Health Indicator Framework 

which helps schools assess their positive mental health practices. The four pillars 

of the Comprehensive School Health Model (teaching and learning, social and 

physical environment, policies and leadership, and partnerships and services) are 

used as an organizing guide for the assessment. For each of these pillars, the 
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Framework includes specific indicators that describe positive mental health 

perspectives and practices. 

The Framework can be completed by teams (including teachers, 

administrators, members of the school support services team, students and 

families). The completion of the Framework is a process that takes time. 

Progression along each indicator of positive mental health is benchmarked along a 

continuum of change that incorporates Prochaska and DiClemente’s (1986) 

Theory of Change. Participants complete one survey for each of the four pillars. 

Each survey is completed by answering a series of questions relating to each 

indicator. Questions relate to choosing the benchmark that best describes the 

positive mental health perspectives and practices at the school. Once the 

benchmarks for each of the indicators that relate to the pillar of comprehensive 

school health being addressed have been submitted, a report is generated. This 

report provides a comprehensive plan for the school so that progress towards 

creating a culture in which positive mental health practices and perspectives are 

embedded and sustainable (Morrison & Peterson, 2015a).   

Completion of the Positive Mental Health Indicator Framework marks the 

beginning of a journey that can engage members of the entire school community. 

Specific steps are included in the Toolkit as follow: create a positive mental 

health team; engage students as leaders, use the positive mental health indicator 

framework to identify priorities; create and implement your plan; evaluate your 

outcomes and celebrate your successes; repeat the process and find new ways to 

improve (Morrison & Peterson, 2015a).  
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The Positive Workplace Framework is another validated tool that is 

designed to facilitate organizational change (WMA, 2018). Composed of three 

core practice domains (mental fitness practices, resiliency practices, and positive 

leadership practices), the Framework highlight the positive leadership practices 

already in place, and guides organizations in the use of additional practices that 

are associated with healthy and effective workplace environments (WMA, 2018). 

Both the Positive Workplace Framework (WMA, 2018) and the Positive Mental 

Health Indicator Framework (Morrison & Peterson, 2015a) exemplify relational 

frameworks and tools by which to document organizational change and progress 

towards the creation of workplace conditions that support positive mental health.  

Summary 

 Participants recognized that nurses have the potential to play a critical role 

in positive mental health promotion, regardless of the setting of their practice. 

However, this potential can only be fulfilled if nurses understand positive mental 

health and believe in their capacity. Participants also recognized that the logical 

place for nurses to learn about positive mental health would be during their 

nursing education. However, as the literature about nursing education was 

reviewed, a number of tensions were identified. Ironically, these tensions were 

similar to those that were identified when the continued one-dimensional 

approach to positive mental health was explored as a theme during the Discovery 

Phase. These similarities may be explained by the fact that strength-based 

promotion of positive mental health requires a philosophical shift away from the 
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traditional, deficit-based paradigm. This shift and its implications from the Dream 

Phase are listed below. 

Table 19 

Discussion Implications Five - Seven 

Implication Five 

Entry to practice into nursing in Canada occurs with baccalaureate education in 

nursing. The relational nature of nursing makes positive mental health and the 

promotion of need-fulfilling relationships foundational to all areas in which 

nurses practice. Therefore, a logical and sustainable way for nurses to learn 

about positive mental health and their role in its promotion would be during 

baccalaureate education.  

 

Implication Six 

A review of the literature indicates that despite pedagogical changes in the 

approach to nursing education during the last thirty years towards more 

collaborative approaches and interactive teaching strategies, deficit-based 

thinking remains embedded in nursing education. This has led to tensions in 

nursing education. For example, nursing students have identified that they do 

not feel cared about by faculty who are teaching them about caring. These 

patterns have created gaps between theory and practice.  

 

Implication Seven 

Educating nursing students about positive mental health will require faculty 

who are able to model the concept and help students translate theory into 

practice. This may require a reorientation towards more strength-based 

approaches to nursing education and the organizational culture of nursing 

faculties. Tools like the Positive Mental Health Indicator Framework (Morrison 

& Peterson, 2015a) may be useful in this reorientation process. 

 

 

 The research question “When operating from strength-based perspectives, 

how do nurses view their potential roles in this process and what potential 

innovation could be further embedded in positive mental health practices within 

school routines and relationships?” has now been answered. Participants in this 

study operated from strength-based perspectives and recognized that families are 

best served when they receive services in which the strength-based positive 

mental health philosophy is embedded and integrated into all systems of care. 
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Participants also recognized that not all nurses understand strength-based positive 

mental health. Therefore, in addition to current initiatives, a reorienting of nursing 

education towards strength-based practices could provide a sustainable way for 

nurses to be educated about positive mental health and help to change the system. 

Discussion About the Design and Destiny Phase 

In this section, the Design and Destiny Phases of the research are 

discussed and the third research question is addressed. This question asks: “What 

actions could be undertaken to create, implement and sustain potential innovation 

in nursing roles or practices?” (Design Phase of the Inquiry). This question 

alludes to the possibility that nurses could become leaders in system 

transformation towards positive mental health environments. This potential is 

demonstrated more clearly by the following four themes that were identified 

during the Design Phase: 

Table 20 

Review of Themes from the Design and Destiny Phases 

# Theme 

1 Promote positive mental health literacy among nurses and this must first 

be embraced among nurses. 

2 Create essential policy and practice linkages for positive mental health 

and nursing roles. 

3 Become champions and facilitators of positive mental health. 

4 Assess, monitor and refine positive mental health practices. 

 

These themes can be further combined into one key point which is that the 

practice and promotion of positive mental health is an essential but largely 

unrecognized role for nurses. The fulfillment of this role will require leadership, 

innovation, and creativity on the part of nurses, and it will require more nurses in 

order for them to become champions and facilitators of positive mental health. 
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This process is captured within a model that was generated through the iterative 

process of analysis and discussion. The Positive Mental Health Nursing Model 

(Figure 6), illustrates a pathway for promoting, building and integrating positive 

mental health in nursing roles and influence. The model extends discussion from 

the third Phase and provides a way to embed and sustain potential innovation in 

nursing roles and practice. It constitutes the essence of the Design Phase and sets 

the stage for the Destiny Phase. Discussion of the Design and its planning and 

implementation in the Destiny Phases is integrated into this section for purposes 

of clarity. 

 

Table 21 

Major Discussion Points 6 

Major Discussion Point Subsumes 

Themes 

Major Discussion Point 6 

The practice and promotion of positive mental health is an 

essential but largely unrecognized role for nurses. The 

fulfillment of this role will require leadership, innovation, 

and creativity on the part of nurses. This process is 

captured within The Positive Mental Health Nursing Model 

1-4 

 

The Positive Mental Health Nursing Model 

 The Positive Mental Health Nursing Model is an approach that can be 

used by nurses to create promote positive mental health at the organizational 

level. The inner core includes three concepts, depicted in overlapping circles 

that are foundational to understanding positive mental health. The circles 

overlap reflecting the inseparable relationships that are requisite for 

sustainability of cultures that promote positive mental health. Each circle 
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highlights foundational concepts and essential knowledge necessary for the 

embedding of creative school, community and other social environments 

where well-being, positive development and flourishing are fostered for the 

thriving of strength-based positive mental health. These foundational concepts 

include: The Dual Pathway Model (Morrison & Peterson, 2015a), Positive 

Mental Health Embedded Environments, and Concrete Positive Mental Health 

Practices. This inner core is surrounded by an outer ring comprised of seven 

boxes: Positive Mental Health Literacy, Positive Mental Health Policy and 

Practice Guidelines; Positive Mental Health Champions and Facilitators; 

Positive Mental Health Nursing Environments:  Education and the Workplace; 

Positive Mental Health School and Community Service Frameworks; Person-

Centred Positive Mental Health Care Practices; Positive Mental Health 

Assessment and Monitoring. These concepts reflect the process component of 

the model, which entails building capacity for the integration of positive 

mental health in social environments. Each step is connected to the next by a 

unidirectional arrow.  The arrows between the inner and outer circles are 

bidirectional and reflect the relationship between theory and practice as well 

as the ongoing development of nursing roles in promoting, building and 

integrating positive mental health into all areas of nursing practice. 
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Figure 7.  The Positive Mental Health Nursing Model 

 

In this next section, each element of the model will be discussed. 

Inner Core: Foundational Concepts and Conditions Necessary for 

PMH to Thrive. 

Dual Pathway. Key points about the Dual Pathway (Morrison & 

Peterson, 2015a) are highlighted in this section as this pathway is foundational 

to the Model. The Dual Pathway is conceptualized as two pathways, radiating 

from a central point, resembling the “less than” symbol that is used in math 

(See Figure 4).  The first Pathway represents “positive mental health” and the 

second represents “areas of mental health concern.” The latter includes 

emphasis on supporting individuals, destigmatization, access to services and 

mental health literacy and focus on it is largely reflected in the provincial and 
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national efforts associated with mental health, as well as local mental health 

initiatives. The pathway of areas of concern and its associated challenges 

typically require emotional energy rather than generating it.  

In contrast, the positive mental health pathway focuses on moving 

beyond areas of mental health concern to include environmental practices that 

promote well-being and flourishing. This pathway values the exploration of 

strengths and potential in people and their social settings taken together. 

Taken together, the mental health and the positive mental health pathways 

provide a broader and more wholistic paradigm and associated strategies for 

promoting well-being (Dr. Bill Morrison, personal communication, 14 June 

2018).  

Regardless of the issues being addressed, focus begins with concepts 

on the positive mental health pathway, thus identifying areas of strength, 

before moving to areas of concern. Concerns are not ignored or minimized, 

but when conceptualized within a strength-based paradigm, there are 

associated differences that result from the different epistemological and 

ontological assumptions. The strength-based perspective and associated 

practices also recognize that the positive mental health pathway generates 

mental and emotional energy so that people can better manage the areas of 

concerns pathway. When viewed from this perspective, it is acknowledged 

that concepts like resilience and self-regulation build emotional strength and 

maximize engagement in life. They are protective factors. Concepts like 

engagement, hope, and a sense of meaning provide the emotional energy that 
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helps to sustain people during times of challenge. Participants consistently 

spoke about the way that their support systems and positive practices helped 

them to manage difficult times in their lives. This is inverse to traditional 

approaches in which focus begins with problems or illnesses, etc. It is 

recognized within the model that focus on the pathways is dynamic and shifts 

depending on life circumstances and the environment. 

The apex of the Dual Pathway representation reflects mental well-

being which is influenced by two pathways: areas of positive mental health 

and areas of mental health concern. Within this representation, both pathways 

are approached from a strength-based paradigm. This paradigm shift occurs at 

many levels, beginning with assumptions about power dynamics in 

relationships. Within this paradigm, relationships are collaborative, inclusive 

and based in mutual respect and genuine acceptance. It is assumed that all 

people have strengths and interests, and interactions with nurses and educators 

often begin with identifying these elements. Strategies for doing so are 

addressed in the section entitled “concrete positive mental health practices.” 

Consistent with positive youth development, expectations about youth and 

colleagues are high, reflecting an inherent belief that people are capable and 

do their best when conditions and environments are created that make this 

choice possible. Language is positive and intentional in its reflection of these 

values, beliefs and assumptions.  

Positive mental health promotion within the Dual Pathway paradigm 

requires self-awareness on the part of nurses and others so that they can 
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recognize single continuum approaches and also so that they can be 

intentional in language and actions. This intention is facilitated by 

understanding and knowing how to create environments that are embedded 

with positive mental health practices. 

         Positive Mental Health Embedded Environments. Strength-based 

approaches to promoting positive mental health recognize the important 

influence of context and environment. Environments reflect values and 

priorities and can help students feel cared about, safe and better able to learn. 

In other words, environments can be designed to contribute to positive mental 

health.  “The most effective way for school communities to ensure the best 

possible outcomes in support of children and youth, is to use a comprehensive 

approach. Comprehensive School Health is an internationally recognized 

framework” (Simcoe/Muskoka, 2018, par 1).  

     Physical and social environments are conceptualized as one of the four 

pillars of the Comprehensive School Health Model (Morrison & Peterson, 

2013). A few examples of supportive physical environments include: 

accessible equipment and spaces so that students are able to engage in a 

variety of physical activities; gardens, outdoor and indoor spaces in which 

students can relax and find time to return to a state in which they feel 

regulated; access to resources that promote positive mental health including 

healthy food (e.g. universal snack, breakfast and/or lunch programs); drinking 

water; opportunities to practice hand hygiene; clean and welcoming 
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classrooms and spaces where students and members of the school community 

spend time (Simcoe/Muskoka, 2018).  

 Social environments also reflect the values and priorities of a school. 

They are more effective when they are consistent with the curriculum being 

taught in the classroom. Teaching and Learning constitutes another pillar of 

the Comprehensive School Health Approach. For example, education about 

social and emotional learning is reinforced when practices are modeled in the 

school by teachers and staff. Social environments promote positive mental 

health when there is emphasis placed on being intentional with the use of 

strength-based language, care demonstrated when students are absent from 

school or “are not themselves.” Social environments can also reflect concern 

about social justice and citizenship (Simcoe/Muskoka, 2018).  

 Another pillar, entitled Policies and associated with school practices, 

can reinforce the values imbued in school environments. For example, 

restorative justice practices reflect the belief that discipline is meant to teach 

rather than punish and that schools are safe places in which to make mistakes. 

In addition, school leaders can focus on creating positive learning 

environments by using approaches that are philosophically consistent with 

positive leadership. Examples include Roots of Empathy, Developmental 

Assets, and more (Appendix B). Other Canadian examples include “Can You 

Feel It?” which is implemented by public health nurses in schools and 

designed to build resilience and positive mental health, and Healthy 
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Playground Activity Leaders in Schools (Healthy P.A.L.S) (Simcoe/Muskoka, 

2018).  

 Comprehensive Approaches also build capacity outside the classroom 

with the school community in ways that extend messages from school to 

home, and build capacity by including local resources and partnerships. This 

is reflected in the pillar of Partnerships and Services. Examples of programs 

that utilize strength-based approaches and are philosophically consistent with 

the positive mental health approach also include Roots of Empathy, Positive 

Parenting Program (Triple P), the Positive Mental Health Toolkit, and the 

Positive Workplace Framework. 

 In order to maximize its effectiveness, positive mental health must be 

embedded in the school environment. The Positive Mental Health Toolkit 

(Morrison & Peterson, 2015a,b) helps schools to move through the stages of 

change and change organizational cultures so that positive mental health 

practices are embedded in the school culture. In these environments, positive 

mental health practices are sustainable. 

Concrete Positive Mental Health Practices. Participants noted the 

importance of ensuring effective knowledge translation of the strength-based 

foundation and Dual Pathway conceptualization of positive mental health 

practices. In other words, it is imperative to communicate what positive 

mental health looks like in practice for nurses, as well as other practice 

partners and service providers.  One participant noted:  

. . . We have to be concrete in where we’re going with positive mental 

health, in order for it not to appear like fluff. For it not to appear that it’s 



347 
 

just talk . . . How do we make it concrete? How do we get it down to 

where you are meeting with that person? (FG2, p. 13). 

 

This is an important point because, as illustrated in the Discovery and 

Dream Phases, one dimensional approaches to positive mental health remain 

prevalent in nursing and education. Further confusing the issue, many nurses 

believe they are using strength-based approaches when they are in fact using 

deficit-based approaches (Gottlieb, 2013). Although all participants demonstrated 

that they used strength-based approaches, almost all participants stated they 

would find it helpful to have more tools and frameworks so that they could 

practice with more intention. Participants agreed that practices that contribute to 

positive mental health may be overlooked because nurses are not aware of them.  

A number of examples of practices that promote relatedness were 

generated during the Dream Phase and these included: creating welcoming 

physical and social environments; taking the time to talk with people, getting to 

know them, and then following up with them on a regular basis to demonstrate 

that they are important and unique. (FG2, p. 13).  These examples illustrate the 

importance of relatedness in need-fulfilling relationships. Zacarian, Alvarez-Ortiz 

and Haynes (2017) suggest “fostering student engagement by promoting student 

voice and choice; establishing predictable routines and a gradual release of 

responsibility to foster students’ strengths” (p. 54). These examples illustrate the 

importance of competency and autonomy in need-fulfilling relationships.  

Outer Ring: Processes that Enable Positive Mental Health Practices. 

Positive Mental Health Literacy and Strength-Based Practices.  

Participants agreed that positive mental health practices will become more 
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prevalent as literacy amongst nurses about positive mental health and strength-

based practices increases. Operating within the strength-based paradigm is also a 

philosophy and a mindset which requires nurses to re-examine current practices 

and reframe them within the context of the strength-based paradigm (Gottlieb, 

2013).  This re-examination was discussed in the Dream Phase and is clearly 

exemplified by the participant who referred to the roles of nurses working with 

new mothers. This participant noted that the role of teaching new mothers about 

baby care could be reframed so that nurses teach using a strength-based, positive 

mental health lens. Nurses would intentionally assess maternal strengths and build 

on these while teaching about baby care. In this approach, nurses would be 

cognizant of need-fulfilling relationships.  

Participants also recognized that in addition to specific examples, 

reframing practice priorities would require additional support. Once 

participant noted, “We almost need some like principles based around, you 

know, like learning theory and positive mental health and stuff like that” (FG 

3, p.6). Principles of positive mental health practices were discussed in the 

Dream Phase and in the review of the literature.  

One example shared by a participant related to being intentional with 

language:   

It’s being consciously aware of, kind of like you know, what we’ve 

done with the teachers by introducing, you know, like the mental 

fitness and then the resiliency and you know, that sort of thing. Just 

making them aware of the language and…That could be one of the 

principles, right (FG2, p. 23)? 
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As the discussion continued, participants agreed with the comment 

made by one participant who noted that messages in the media and in the lay 

literature are often ineffective because they perpetuate deficit-based rather 

than strength-based messages about positive mental health.  

The participant noted: 

When you’re not in the health field…you don’t hear positive mental 

health like you should. Like you really need to for it to really make an 

impact…When you hear mental health in the public and on the media, 

it’s still about the negative…It’s about the disease (p 7).  

 

Another participant added: 

Or taking the stigma, yeah, or like, you know, the de-stigmatization of 

mental health and all that. And I think, you know, they’re doing a 

fairly good job at that and, you know, there’s a lot of partners that are 

involved, but the other part needs to rise up, because it’s the most 

important part, right? (p. 8). 

  

The “other part” referred to by the above participant is the strength-based 

approach to positive mental health. Continuing along this line, another participant 

agreed with the above statement, noting “That’s right, but it is seen as fluff. It’s 

not seen to be the solid foundation instead” (p. 8). Participants recognized that 

strength-based approaches to positive mental health are solidly grounded in the 

Dual Pathway Model. This means that a focus on strengths underlies discussions 

about foundational concepts including positive mental health environments and 

actions, as well as disease and related areas of concern.  

Participants recognized that this trivialization of positive mental health as 

“fluff” reflects dominant, deficit-based orientation in health care and assumptions 

associated with dualistic approaches. Yet participants moved beyond this and 
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recognized that “we are more effective agents of change when we cultivate our 

own and others’ strengths and assets than when we ignore them or dismiss them 

as being of lesser importance” (Zacarian, Alvarez-Ortiz, & Haynes, 2017, p. 28).  

Positive Mental Health Policy and Practice Guidelines. Participants 

noted that the concept of positive mental health has not been explicated in policy 

and practice guidelines that are used by schools and other agencies, nor has the 

role of nurses in promoting positive mental health in schools been explicated. 

These gaps might be related to the fact that Canada does not have a national 

strategy for public health nursing in schools (CNA, Caring Ahead). This lack of 

a national strategy continues despite the acceptance of the Canadian Consensus 

Statement that Comprehensive School Health is an approach that “seeks to 

coordinate multiple interventions in the form of policies, programs and services 

delivered by various professionals, agencies and government ministries” (CNA, 

Caring Ahead, p 1). This approach has been endorsed by a number of national 

agencies, including the Canadian Nurses Association (CNA, Caring Ahead).  

The Canadian Nurses Association has used the catchphrase “Caring 

ahead” as a way to promote a more organized approach to health care including 

support for increasing the role of public health nursing in schools (CNA, Caring 

Ahead). Noting that the programs that do exist across the country are too often 

hampered by a lack of funding and weak legislative and policy support, the 

document also highlights the fact that Canadian provinces and territories offer 

little consistency and even less scope for achieving effective national action on 

population health in schools (CNA, Caring Ahead). This holds true despite the 
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plethora of evidence that comprehensive, integrated approaches that utilize 

nurses, lead to improved health outcomes for children (Langford et al, 2014). 

Participants recognized these issues and advocated for the reframing of 

existing documents through the lens of positive mental health. They were 

consistent in amplifying the central role that positive mental health plays in all 

areas of health. For example, one participant noted: 

So if you look at the different documents, working documents, like the 

Healthy Learners Nurse or the clinical nurse documents and say, well, you 

know what, I think it’s here, but how can I make it stand out so that it 

becomes the filter. (p. 19).  

 

Participants recognized the critical role this “filter” plays in directing  

priorities and actions. Endorsement is manifested through policies and guidelines, 

which then lead to comprehensive and integrated approaches.  They also believed 

that “awareness can lead to change” (FG 2, p 28) and there was agreement that 

positive mental health policy and practice guidelines could help people move 

through the stages of change (Prochaska & DiClemente, 1986).  

Another participant agreed, stating “. . . Unless we recognize the paradigm 

of the dual pathway, unless we make it concrete, unless we have ownership and 

embedding of our stakeholders, it’s hard to move anything else forward” (FG 2, p. 

18). In other words, it is essential that positive mental health literacy be expanded 

and drawn out in policy documents and guidelines. This will lead to active 

promotion of positive mental health perspectives and practices. In this way, 

positive mental health can move beyond awareness only.   

Positive Mental Health Champions and Facilitators. There was 

agreement that nurses have an important role to play in this movement beyond 



352 
 

awareness of positive mental health concepts and practices. This role must be 

clearly defined. For example:  

What does a clinical nurse do in those clinical roles? And how do those 

practices fit within there? . . . Positive mental health practices in the roles 

of nurses need to be seen in the school and community framework. It can’t 

be as narrow, it has to be broader.  So, early childhood, it’s community, 

it’s Community Health Centres, it’s schools. So, it’s got to be broad 

enough to be seen. Because it’s not just, ‘oh, you do the fun stuff and I do 

the clinical work.’ It has to be this broader based sense. And then it begins 

when you talk about the context. It begins with collaboration. Like that 

beginning point with folks (FG 2, 18). 

 

Participants recognized that changing traditional nursing practice will 

require nurses to become leaders, champions and facilitators of change. As Juby 

(2015) noted, the rapidly changing landscape of health care requires nurses to be 

able to productively manage change and uncertainty. This presents challenges to 

traditional methods of educating nurses (Juby, 2015), but it also presents 

opportunities for nurses to become leaders and take proactive approaches that will 

help to humanize health care during the process (McCormack & McCance, 2017). 

Participants stated that they felt proud and affirmed when their efforts in 

helping people identify their own strengths led to changes in schools’ 

organizational culture towards positive mental health practices. Participants also 

noted their initial surprise when educators and nurses responded in unpredictable 

ways to discussions about positive mental health.  The most common response 

was that positive mental health resonated with their personal and professional 

lives and this led to almost instant buy-in.  It was not uncommon for educators 

and nurses to respond with comments like “Oh, I can use this at home, with my 

own family,” and “My husband can use this at his office.” These types of 
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responses instilled a sense of hopefulness and helped to energize and fortify 

participants in their efforts at being champions and facilitators.  

Participants recognized the opportunities for nurses who were well versed 

in positive mental health practices to mentor other nurses and to share their 

expertise. They also recognized the almost contagious way that positive mental 

health practices can spread when they are supported by leadership and 

environmental conditions. 

Positive Mental Health Nursing Environments:  Education and 

Workplace. Although participants in this research already operated from the 

strength-based paradigm, they also recognized that the deficit-paradigm 

continues to dominate the disciplines such as nursing and education. There 

was enthusiastic agreement with one participant who noted: “We’d have a lot 

more impact if we had all nurses, you know, so if they talked about it in 

university, at the education level, then if it was continued over into the 

associations and unions” (FG2, p. 21) 

A review of the literature explicated the tensions in nursing education 

between deficit and strength-based paradigms (Gottlieb, 2013, 2014; Juby, 

2015). Educators often believe that adopting interacting teaching strategies 

and framing student evaluations using positive language, equates to strength-

based practice (Juby, 2015). However, as Gottlieb (2014) notes: 

“Undoubtedly, many nurses already practice elements of strength-based 

nursing without having labeled the approach as such. But the label we use is 

important because it can take the approach to a different level of awareness” 
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(p. 25). Strength-based nursing entails an intentional way of being with people 

that reflects a philosophy and is value-driven (Gottlieb, 2013, 2014). Along 

these lines, one of the participants noted: 

. . . a lot of nurses are probably doing like four or five of those 

principles [positive mental health principles} but we’re not all doing 

them, right? Because we’re not aware of them. . . If I’m standing at a 

bedside and I can say, do you know what, I gave this person the 

opportunity to choose whether they sit in the chair to take their 

medication or whether they do whatever . . . so there, I just promoted 

their autonomy, you know? (FG 2, p. 22).  

 

The dominance of deficit-based approaches in nursing education 

perpetuates the cycle of deficit-based approaches by nurses in practice 

(Gottlieb, 2013). This underscores the importance of the foundational 

concepts in education and training in that environment. It also limits the vision 

of nurses who move to positions of leadership and perpetuate deficit-based 

approaches without understanding that strength-based approaches also exist 

(Juby, 2015). For example, preventing compassion fatigue is envisioned as a 

preventive approach to promoting mental health (Lakic, 2018).  

However, if nurses were aware of strength-based approaches, they 

might be interested in approaches that promote thriving and are more 

consistent with positive mental health approaches. Gottlieb (2014) notes: 

“Nurses whose practice is strengths based, on the other hand, seek capacities, 

competencies, and skills that patients and their families might use for 

recovery, survival, growing, and in many cases, thriving” (p. 25). Participants 

recognized that beginning with the mental health literacy pathway changes the 

focus in promoting well-being.  
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Participants noted during discussion in the Dream phase that positive 

mental health practices change the way that nurses engage with clients and, as 

one participant noted, “this will help them to be better practitioners.” (FG 2, p. 

28). The importance of this type of practice, and the emphasis on beginning 

interactions with clients by finding their strengths, was evidenced in the 

example provided by participants who described encounters with nurses who 

had stopped “looking at that person as a person and what they’re capable of 

doing.” (FG 2, p. 29). In other words, nurses were not practicing from positive 

mental health perspectives and therefore did not assess or promote 

relatedness, competency or autonomy as part of their practice. The result was 

that clients, including experienced nurses who accompanied family members, 

were made to feel incompetent, inadequate, and not heard. This was not 

intentional on the part of nurses providing care, which is perhaps even more 

distressing. These nurses were most likely not aware of positive mental health 

practices. Hence, all the more reason to increase awareness amongst nurses. 

Once participant noted: “It could have been such a different experience for 

you if they started with the positive or asked you where you were starting 

from.” The participant sharing the story, agreed, stating, “Exactly. 

Acknowledge our competencies and our autonomy and the fact that we’re a 

partner.” (FG 2, p. 30). 

The positive mental health paradigm also changes the way nurses 

engage with each other. Participants shared examples of transformation of the 
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workplace to one of collaboration, caring and commitment to promoting need-

fulfilling relationships.  One participant noted: 

I think a simple way to help . . . is every time you meet with a group, 

you recognize the group’s CAR. Whether it’s teachers or students or . . 

. So, how do I do that in my every day work? . . . And you can 

recognize that this group is competent in this area and you do it in your 

own life in a certain way, and you can work together as a group.” (FG 

2, p. 22). 

 

Another participant suggested that being able to recognize and 

promote need-fulfilling relationships when working with individuals and 

groups is a skill that could become formalized and recognized by nursing 

regulatory bodies as a requisite skill for a beginning nurse that could be 

developed with practice.  

Positive Mental Health School and Community Service Frameworks. 

Participants agreed that the positive mental health pathway should become a lens 

through which nurses view all aspects of their practice. This requires that it 

become clearly linked to practice documents. One participant noted: 

I keep thinking of, and this is not nursing, it’s early childhood, but the new 

document, it’s not that new anymore, but for educating preschoolers, it’s 

child-led, right? And so, I would think that you could go into that 

document and say, okay, this is how you’re teaching children competency 

and this is the relatedness part, and then . . . So, it makes it concrete for the 

early childhood deliverer of the program as well as perhaps the kids and 

the parents when they talk about it. (FG2 p. 19)  

 

 Participants recognized that because strength-based approaches reflect a 

different paradigm of nursing, learning to work within them requires education 

and new ways of approaching relationships and health care. Participants noted 

they found the Comprehensive School Health and the Health Promoting Schools 

Frameworks useful because they provide whole school approaches to promoting 
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change. They also noted the importance of making sure that “other people 

understand that part and embedding it in our training and practicums, you know” 

(FG2, p 27). However, participants were cognizant of ensuring that similarities 

between various frameworks and approaches could be recognized so that they 

would not become siloed. For example:   

When you talk about positive learning environments in schools, it’s not 

another framework. It’s positive mental health. When you talk about 

Comprehensive School Health, you talk about positive mental health, you 

know? Same language, same practices. And when we look at our 

programs, we can look at our programs and say, so, do they encompass 

these? (FG 2, p. 32)  

 

In fact, the Dual Pathway Approach is conceptually aligned with a number 

of approaches which have in common the strength-based paradigm. Explicating 

the philosophy that underlies an approach is essential in illustrating this alignment 

and also facilitates the use of frameworks that are compatible, synchronous, and 

thus promote integration.  When children and their families are cared for within 

integrated, strength-based approaches from preconception throughout the lifespan, 

the potential to promote positive mental health and thus create healthier, happier, 

more resilient populations seems logical.  

Person-Centred Positive Mental Health Care Practices. Participants 

agreed that positive mental health practice documents should be linked with other 

frameworks and approaches, in order to promote integration. For example, one 

participant stated: “This is positive mental health, so make the linkages with 

external nursing frameworks.” (FG 2, p. 20). Participants recognized that 

comprehensive approaches can transform education and work environments in 
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terms of the way services are provided and the relationships between care 

providers and recipients. 

One example of an external nursing framework is McCormack & 

McCance’s (2010, 2017) Person-Centred Nursing and Health Care (PCNHC) 

middle range theory and practice framework. The values and principles in positive 

mental health approaches are consistent with those of PCNHC, particularly in 

terms of the consistent emphasis on strength-based approaches, humanizing of 

care, and acknowledgement of the influence of organizational culture on health 

and education practices. In fact, one participant noted that “Patient-Centred care 

would be patient positive mental health-centred care.” (FG 2, p. 33). 

It is of note that person-centred care is a broad term that is found in the 

literature and has no definitive definition to date (Gottlieb, 2013; McCormack & 

McCance, 2017). Gottlieb (2013) notes that the terms patient-centred, person-

centred, family-centred and relationship-centred are defined in similar ways and 

sometimes used interchangeably within the literature. Gottlieb (2013) notes that 

the “term has been around for over 50 years. It was coined . . . to shift the focus of 

nursing away from tasks and techniques to the patient or family as the centre of 

the nurse’s attention and their care” (p. 16). Within McCormack and McCance’s 

(2017) theory, person-centred care is defined as: 

an approach to practice established through the formation and fostering of 

healthful relationships between all care providers, service users, and others 

significant to them in their lives. It is underpinned by values of respect for 

person, individual right to self-determination, mutual respect and 

understanding. It is enabled by cultures of empowerment that foster 

continuous approaches to practice development (McCormack & McCance, 

2017, p. 3). 
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McCormack and McCance’s (2017) approach to person-centred care is 

unique in terms of attending to the health of the nurse in the nurse-client 

relationship; acknowledging the influence of organizational culture and 

environment on health; and the intentional use of strength-based approaches. All 

of these are clearly explicated and the philosophical compatibility with strength-

based approaches to promoting positive mental health are evident.  

The use of McCormack and McCance’s (2017) theory and approach in the 

Positive Mental Health Nursing Model, rather than that of other theorists, is 

intentional. This is because, as Gottlieb (2013) notes, “It is important to note that 

person-centred care can also be practiced from a deficit lens when the practitioner 

focuses solely on problems or weaknesses . . .” (p. 16).  

McCormack & McCance (2017) refer to current corporatization of health 

care organizational cultures in which emphasis remains on “managerialist-led 

agenda and a philosophy of ‘training’ of staff for change” (p. 3). They note that 

deep patterns of organizational culture will not change until staff have been able 

to “experience person-centredness and work in a person-centred way” (p. 3). 

Perhaps the statement that resonated the most with me was the emphasis by the 

same authors on the need to create person-centred cultures, rather than moments 

of person-centred care. 

 Positive Mental Health Assessing and Monitoring. One participant noted 

“How do we assess our practices? . . . If we wanted people to see the second 

pathway of positive mental health, how do you do it?” (FG 2, p 17). Another 

stated: “It doesn’t have to be complicated, it could be much simpler.” (FG 2, p. 
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32). Discussion continued with the agreement that once positive mental health 

practices have been assessed, it is important to “Encourage ownership and 

embedding [of] it” (FG 2 p 17). Participants referred to the Positive Mental Health 

Toolkit (Morrison & Peterson, 2015a) as invaluable in providing tools and an 

outline for not only creating change, but also monitoring it and building on 

success. One participant noted: 

If you can assess it, it goes from fuzzy to concrete. You know, it becomes 

something a little more to hold on to. You’ve got examples of how 

cultures can change and whether that’s using an instrument or 

benchmarking, it makes it real for people (FG 2, p. 28). 

 

 The benchmarking process associated with the Positive Mental Health  

 

Toolkit (Morrison Peterson, 2015a) is discussed near the end of the Dream Phase. 

It provides a no cost, accessible means by which organizations can monitor and 

celebrate their progress towards promoting positive mental health culture. 

Participants recognized that many of them were not aware of the tool, but as it 

was discussed, they realized it could be a valuable way to promote and ultimately 

embed positive mental health practices in schools. The toolkit, a portion of which 

is provided in Appendix E for illustrative purposes, clearly explicates the linkages 

between the Positive Mental Health Indicator Framework (Morrison & Peterson, 

2015a), Comprehensive School Health (PanJCSH, 2014), and the Stages of 

Change (Prochaska & DiClemente, 1986). The toolkit contains an online survey 

that is divided into four sections, each corresponding with one of the pillars of the 

Comprehensive School Health Framework. Each question reflects a positive 

mental health indicator. Once the survey has been completed, a report is generated 

almost instantly. This report helps the school team understand their strengths and 
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areas for development. The latter can be used as priorities as the school 

community begins a journey of positive change. Worksheets and other tools are 

provided to facilitate the process.  

 Another less formal idea discussed during the second focus groups was 

that of Look For sheets. Participants noted how these sheets simplify the process 

of identifying practices and behaviours that exemplify a particular concept or 

topic. They can be divided into sections, which are like checklists that describe 

what to look for. One participant suggested the example of the use of strength-

based language in the classroom, another, the use of environments that promote 

self-regulation. Look For sheets specific to positive mental health have not yet 

been created, or at least were not found upon a scan of the literature. 

Summary 

 The purpose of the Design Phase is to determine how to design or 

structure positive change, while the purpose of the Destiny Phase is to determine 

how to take action in term of implementing the design the framework developed 

in the Design Phase (Cooperrider, 2012). The Positive Mental Health Nursing 

Model, generated during the design phase of the research, may facilitate this 

process. The centre of the model contains three overlapping circles in an inner 

ring that represent concepts that are foundational to understanding and practicing 

strength-based positive mental health. The circles overlap because although they 

represent discrete concepts, they depend on each other in order for positive mental 

health environments to be sustainable. They are connected by bi-directional 

arrows, reflecting the ongoing relationship between theory and practice, to the 
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outer ring of the model. This outer ring contains seven squares that illustrate a 

process nurses can follow to promote, build and integrate positive mental health 

into nursing roles and influence. Each step in the process builds on its predecessor 

and this is reflected in uni-directional arrows between steps.  

Table 22  

Discussion Implications Eight-Ten 

Implication Eight 

Nurses who operate within a strength-based positive mental health paradigm 

were clear in their support for the approach and noted the ways in which it 

enriches both their professional and personal lives.  

Implication Nine 

If positive mental health practices were to become central to the role of nursing, 

changes would be required in traditional pedagogical approaches in nursing 

education. Given the increasing complexity of the health and education 

environments, this may be an opportune time to make such changes. 

Implication Ten 

The Positive Mental Health Nursing Model illustrates the change process. The 

Positive Mental Health Toolkit (Morrison & Peterson, 2015a) and other 

resources provide strategies, and benchmarks to complete the process. 

 

 The research question: “When operating from strength-based perspectives, 

how do nurses view their potential roles in this process and what potential 

innovation could be further embedded in positive mental health practices within 

school routines and relationships?” has now been answered. The Positive Mental 

Health Nursing Model, generated through discussion with the participants, 

recognizes that the role of nurses in positive mental health promotion extends 

beyond schools to communities. It begins before children attend school (from 

preconception, pregnancy, infancy and the early years) and it extends beyond 

school to young adulthood and the rest of the lifespan. They also recognized the 

relationship between positive mental health promotion and organizational culture. 
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Nurses who practice from the strength-based, dual pathway paradigm are 

aware of the positive changes the approach has made to their nursing practice and 

they are also aware that larger scale change is needed. They recognized that a 

good beginning would be promoting discussion and awareness, and they felt 

optimistic about this process.  

Limitations and Areas for Continued Research 

 There are a number of potential limitations to this research. These 

limitations are discussed in this section. Areas for continued research are also 

addressed.  

This research study was completed within a single Provincial jurisdiction. 

The majority of participants were experienced nurses who worked within the 

Healthy Learners in Schools Program, but some participants were employed in a 

capacity that supported either that Program or other education and health 

initiatives, including the piloted Integrated Services Delivery Program. Therefore, 

their experience in promoting school-based positive mental health initiatives was 

limited, despite the fact that it occurred within a variety of schools at different 

levels. Although the perspectives of participants provided a broad overview of the 

roles of nurses, there may be differences between the roles and responsibilities of 

other nurses. For example, nurses who are engaged in positive mental health 

promotion in other jurisdictions, settings, geographical areas or other languages, 

may have different experiences, insight and perspectives that could impact the 

findings of this study. The roles and responsibilities of nurses engaged in school-

based positive mental health initiatives are not uniform within the two major 



364 
 

health authorities that govern New Brunswick, therefore further research within 

Francophone school districts is important. In addition, it might be helpful to 

involve a wider scope of participants, particularly those who are involved with the 

Integrated Service Delivery Program, now that it has been expanded in New 

Brunswick. Nurses employed in these roles work with interprofessional teams and 

may have additional insights to share. 

 Although other provincial and territorial jurisdictions were explored 

through examination of the literature, it might be helpful to include the 

perspectives of nurses who work within these systems, where nurses’ roles and 

programs are different in relation to school health and there is more uniformity of 

roles. In particular, it would be helpful to learn about other experiences with 

strength-based practices. Finally, my research investigation did not incorporate 

into its data collection other potential sources related to positive mental health at a 

school level, for example, The NB Student Wellness Survey (NBHC, 2013) or the 

Mental Fitness Resilience Inventory (Morrison & Peterson, 2016a).  

Contributions of and Future Directions for my Program of Research 

This research provides an in-depth examination of the role of nurses in 

school-based positive mental health initiatives within the Healthy Learners in 

Schools Program in two Anglophone New Brunswick school districts. The 

Positive Mental Health Nursing Model, generated from the research, is a practical 

conceptualization that can be used as a guide in the strategic planning of positive 

mental health initiatives. The model outlines requisite foundational concepts and 

practices (dual pathway, positive mental health embedded environments, concrete 
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positive mental health practices) which, when combined with policies and 

practice documents, may contribute to sustainable change. Future directions for 

my research include further development of the model as well as publication, in 

conjunction with Dr. Morrison, Dr. Peterson, and Dr. Laurie in both scholarly and 

general nursing and education journals about the model. 

This study also contributes to the conceptualization of positive mental 

health and the Dual Pathway Approach to Well-Being. The diagram that was 

generated (Figure 6) provides a visual aid which may be useful in discussions 

about the positive mental health pathway as well as the mental health pathway. 

This image can help nurses to critically analyze programs by explicating the 

pathway of focus. For example, approaches that focus on stigma and increasing 

mental health literacy operate on the mental health pathway. These approaches are 

important, but in order to practice with intention, nurses must understand that this 

pathway is not the same as the positive mental health pathway. Approaches that 

focus on addressing universal wellbeing needs operate on the positive mental 

health pathway. This diagram thus helps nurses with critical analysis and to work 

focused attention.  

Continuing along this line, this research brings attention to the fact that 

nurses have addressed common issues of concern by focusing on the mental 

health pathway rather than the positive mental health pathway. For example, the 

issue of workplace related stress has been addressed by promoting awareness 

about compassion fatigue rather than awareness of positive workplace 

environments and practices. This research emphasizes the importance of 
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beginning discussion about using alternatives to traditional deficit approaches 

(e.g. compassion fatigue).  

Deficit-based approaches are dominant in national and provincial 

approaches to positive mental health and participants recognized that many nurses 

are not aware of this pattern nor that alternative approaches exist. Because of this 

lack of awareness on the part of nurses at all levels, including those in leadership 

positions nurse may, without being aware, contribute to the perpetuation of 

deficit-based approaches by focusing solely on a single dimensional approach to 

wellbeing. Therefore, I would like to begin to increase awareness of the Dual 

Pathway Approach to Well-Being (Morrison & Peterson, personal 

communication, 20 June, 2018) through publications that are directed at the 

general nursing population, beginning with the general publications of the Nurses 

Association of New Brunswick, the New Brunswick Nurses Union, as well as the 

national journal for nurses entitled Canadian Nurse. I hope that these discussions 

about positive mental health and strength-based approaches resonate with other 

nurses and begin dialogue. 

I hope that this dialogue about moving beyond deficit-based approaches to 

common issues in nursing, will also extend to discussion about the ways in which 

nurses relate to colleagues and patients/clients. Gottlieb (2013) notes that it is 

time for nurses to move beyond traditional problem-oriented relationships in 

which they hold more power than their clients, to relationships that are 

characterized by reciprocity and mutuality. Gottlieb notes such relationships are 

more balanced because they involve the continual negotiation of goals, roles and 
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responsibilities. Gottlieb also notes “both partners gain and grow” and “both 

partners give up some autonomy because they value and trust the other’s 

expertise” (p. 100). This inherent belief that all people have strengths and that the 

role of nurses is to help people discover their strengths, is not something that I 

have ever seen in the nursing literature about positive mental health. I hope to 

begin this discussion through dialogue and publication in nursing journals. 

Although they had not read Gottlieb (2013), participants instinctively 

integrated the belief that an essential role for nurses is to believe that people have 

strengths and to begin from this place of strength. In other words, to begin from 

the positive mental health pathway.  Participants acknowledged the ways in which 

deficit-based approaches are embedded in nursing education and they also noted 

the potential to reorient nursing education so that strength-based positive mental 

health approaches become a focal role for nurses and become embedded in their 

actions, regardless of the setting. One of the participants used the example of 

addressing universal well-being needs while teaching a new mother about bathing 

her baby. Her example helped me to see the role of nurses in a different way and I 

as I thought about the diagram of the Dual Pathway Approach to Well-being, it 

became clear that embedding the positive mental health pathway in all nursing 

roles is an area for further research with great potential to change the focus of 

nursing. If nurses understand and the importance of addressing universal well-

being needs, and if they understand both the positive mental health pathway and 

the mental health pathway, they will be able to practice with intention. Nurses 

will also be able to create supportive environments and conditions and the 



368 
 

Positive Mental Health Nursing Model may be helpful in this process and use of 

the model in this process is another area for further research. The research might 

also be of interest to other health care professionals, particularly given the current 

emphasis on inter-professional collaboration in health care and education. 

Conclusion:  Personal Reflections on my Research Journey  

This final section contains my personal reflections of my journey through 

the research process. The conclusion of this dissertation points to directions for 

my program of research that I could never have predicted when I began doctoral 

studies.  

Although the purpose of this research was to investigate the role of nurses 

in school-based positive mental health initiatives, the iterative process of the 

Appreciative Inquiry led me to explore many other concepts. Some of these 

concepts, for example the conceptualization of Strength-Based Nursing, and 

Gottlieb’s (2013) research in particular, transformed my teaching and nursing 

practice. I learned that my enthusiastic adoption of a few strength-based teaching 

strategies had been abysmal failures because I did not truly understand what it 

means to practice from a place of strength. Learning this philosophy and 

associated methods has not been easy and I still have much to learn. However, it 

has already changed the way that I view and engage with students and I feel that I 

am better able to create positive learning environments. Learning about 

McCormack and McCance’s (2017) theory of Person-Centred Health Care 

continues to be helpful as conceptual alignments between positive mental health 

and nursing become more clearly delineated. 
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My immersion in the literature about positive mental health inevitably led 

me to learning about concepts like trauma-informed care, compassion fatigue, 

neurobiology, and toxic stress. It seemed as though I could not talk about positive 

mental health without discussing these issues, and yet they were not consistent 

with strength-based approaches. The development of the figure that explicates 

Dual Pathway Approach to Well-being (Morrison & Peterson, personal 

communication, 20 June 2018) was instrumental in helping me to identify 

whether concepts and approaches begin with the mental health pathway and areas 

of concern, or the positive mental health pathway.  

It is my sincere hope that the Positive Mental Health Nursing Model will 

provide a useful approach to helping nurses understand positive mental health, 

and translate it into practice. I look forward to continued discussions in a number 

of forums with nurses about the essential role for nurses in strength-based 

approaches to the promotion of positive mental health and well-being. As noted 

earlier, the end of this dissertation is the beginning of another journey that I hope 

will contribute to the integration of nursing theory, practice and research. 
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Appendix A 

Key Informant Interview – Key Informant Letter and Consent 

Form 

Key Informant Letter/Research Information Letter 

 

Dear Participant, 

 

This letter describes a research study that I am conducting as part of doctoral 

work at the University of New Brunswick, Faculty of Education. The purpose of 

this research is to explore the roles that nurses can play in the promotion of 

positive mental health in schools. You are invited to share your views and ideas 

through: 

 the completion of one interview in February-March 2017 

 the participation in one focus group in May-June September 2017, and  

 participation in a second focus group session in October-November 2017 

 

The interview and each focus group sessions will last approximately 60-90 

minutes each. Individual interview and focus group responses will be kept 

confidential.  All information/data gathered from these meetings will be analyzed 

in aggregate form so that individual responses from participants will not be 

identifiable. I also understand that while the researcher will respect the 

confidentiality of participants in the focus group, and can request all participants 

in the focus group to do so as well, the researcher cannot guarantee that other 

participants will keep in confidence the names and opinions expressed.  

 

All information will be stored in a secure office at the University of New 

Brunswick. Only my supervisor and I will have access to the information. 

Although there are no anticipated risks associated with participation in this study, 

the final decision to take part in this research is yours. 
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If you agree to participate now, but later have a change of mind, you may 

withdraw from this study at any time with no consequence. Your co-operation to 

take part in this study is greatly appreciated. However, there is no penalty if you 

do not participate.  

 

If you would like a copy and/or a summary of the findings, I will be pleased to 

provide you with one at the close of this research investigation. 

 

Thank you for considering my request. I am hopeful that the outcomes of this 

study will make a positive contribution to the professional roles of nurses within 

the school context, especially in terms of promoting strength-focused practices for 

collaborating with students and educators.  

If you have any questions about the research, please contact me, Mary Lou Batty 

at (506) 444-1164. If you would rather speak with someone else about this project 

please contact one of my supervisors Dr. Bill Morrison, at (506) 447-3301; or Dr. 

Patti Peterson at (506) 458-7187. You may also contact as well the Associate 

Dean of Graduate Programs at the Faculty of Education, Dr. Dave Wagner at 

(506) 447-3294. This project has been reviewed by the Research Ethics Board of 

the University of New Brunswick and is on file as REB 2017-028. 

 

Sincerely, 

 

 

Mary-Lou Batty 

PHD Candidate 
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Key Informant Interview – Informant Letter and Consent Form 

Consent for Participation 

 

This project has been reviewed by the Research Ethics Board of the University of 

New Brunswick and is on file as REB 2017-028.  

 

I have received the letter explaining the purpose of this interview.  I am aware that 

I may decline to answer specific questions or withdraw from the study at any time 

without consequence, that only aggregate data will be reported, and that my 

individual responses will be kept confidential. I also understand that while the 

researcher will respect the confidentiality of participants in the focus group, and 

can request all participants in the focus group to do so as well, the researcher 

cannot guarantee that other participants will keep in confidence the names and 

opinions expressed.  

 

____ I agree to participate in this study by completing one individual interview 

and two focus group interview sessions. 

 

____ I do not wish to participate in this study. 

 

_________________________ _______________________   

  

          Signature    Date 
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Key Informant Interview Schedule and Questions 

Interview Schedule 

Time Period Research Phase Type of Interview Number of Participants 

March – June 2017 Discovery  Individual  8-10 nurses 

 

July – October 2017 Dream  Focus Group 1 group 

November 2017 – 

January 2018 

Design Focus Group 1 group 

 

Interview Questions 

The Discovery Phase of the research will involve in-depth interviews with 

individual nurses. Each interview is anticipated to last 60-90 minutes. Nurses 

will be asked the following questions: 

 How do you define or describe positive mental health (PMH)? What 

would you say are some of its essential features?  

 Describe your participation in current PMH projects or initiatives within 

the school environment. 

 How does/did your role impact or influence awareness, capacity-building 

or embedding practices related to PMH? Describe your role in terms of 

other team members or school health stakeholders. 
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 Tell me a story about a time when you felt really proud about your work 

within a school-based PMH initiative? What was role of nurses within this 

PMH example (strengths)? 

The Dream Phase of the research will involve one focus group to which 

all participants will be invited. The following questions will be posed: 

 If you had a magic wand and were able to create the ideal PMH initiative 

for schools, what would it look like (think in terms of knowledge and 

awareness, use of strengths and capacity building, and embedding and 

sustaining essential practices related to PMH)? 

 Imagine and describe the role of nurses within this ideal PMH initiative?  

 How would nurses spend their time? What would be their role? How 

would they work and collaborate with other school health stakeholders? 

What challenges might be experienced and what solutions would be 

developed? 

 What impacts would be evident and how would you know that these 

outcomes had been realized? 

The Design Phase will involve one focus group at which the 

following questions will be posed (A description of the vision that emerged 

from the last data collection phase will be presented to participants at the 

beginning of the second focus group session): 

 Is there anything you would add or change in the vision description 

regarding the role of nurses within PMH initiatives? 
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 What steps, changes or transformations (strategic actions) would be 

necessary to move towards the fulfillment of the presented vision? 

 How would such strategic actions be structured or sequenced?  

 What would role of nurses be in this transformation(s)?  

 What challenges might be encountered? How might such challenges be 

addressed? 

 What specific implications would there be for engaging nurses as well as 

other school health professionals in preparing for such a transformation or 

vision?  
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Appendix B 

Examples From practice, resources and approaches that 
promote positive mental health cultures (08/24/2017) 
Developmental 

Assets 

PMH 

Bill “coming 

alongside” 

Person-Centred 

– 

McKormack& 

McCance 

A framework; philosophy; approach, consistent with 

PMH; 

Strength-focused – you want people to “rise up” and so 

you find out what they are good at, what is their passion; 

what do they love; what are their interests – and focus on 

that,  work on that – so if we begin from a place of 

strength – kids are going to “rise up” and so will adults – 

who wants to be criticized? Meet with people on those 

terms (their interests, strengths, etc.) and then sit down 

with them and do what they like and then learn from 

them and see where it goes. 

DA and PMH belong together  

Random Acts 

of Kindness/ 

”#Becca Told 

Me” 

 

Virtues Hygiene (more than handwashing) includes  

Mental Hygiene (starting fresh ; forgiveness of self; 

renewal-relates to addiction – “wiping the slate clean”); 

Restorative Justice-what is the virtue we are missing? 

Compassion; Forgiveness; Kindness 

Changes the environment-FHS doing it – Virtues Pick- 

makes it a friendlier place for people-we want our 

schools to be open and inviting and inclusive and diverse  

want everyone to feel safe and happy and included not 

excluded 

Best Buddies  

Roots of 

Empathy 

 

Changing the environment-making school a kinder 

place, more friendly 

Promotes mental fitness, especially by creating a safe, 

caring, risk-free learning environment; promotes 

restorative justice practices; promotes inclusion, long-

term impact on powerful relationships, especially boys – 

facilitator meets them out in the community years later 

and strong bond remains; builds on relationship piece; 

children and kids are the future of our community-how 

can we make NB the best place to live if we do not 

nurture our children?; promotes self-awareness and 

acceptance (e.g. re: temperament – we are not the same 

and that is ok – acceptance);This also builds 

relationships - gets rid of “good and bad” and also helps 
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children shed notions that they have been raised with 

that they are “bad”-especially if they are having trouble 

following the rules or behaving; also, helps teachers see 

children from a different perspective; understand that 

child is “struggling”and he needs compassion and love; 

raises emotional literacy (example of a young grade 3 

boy who said to ROE facilitatator – “I just need a hug”; 

also importance of touch; 

Makes classroom a safe environment for children to 

share, helps teachers see them in a different way; 

changes the environment; self-awareness temperament; 

acceptance – I’m like this, he’s like that, we’re both ok; 

citizenship; really builds relationships; also helps ROE 

family understand their important role as family – parent 

as expert, build their awareness and self-awareness re: 

temperament; RCA; As children learn and take info 

home – might educate parents too; also, many beginning 

to babysit-safety, especially re: Shaken Baby Syndrome. 

As classmates understand children who are struggling, 

learn strategies to come alongside (e.g. bullying at 

daycare story – “I would have helped you”)-gives a safe 

place to talk about things – might have happened long 

time ago but effects stay with children until they can 

talk.; build relationships and belonging in classroom.; 

research supports long term positive effects of ROE; 

consistent with curriculum and teachers often buy-in 

because they are trying to address same subjects; e.g. 

powerful way to teach emotional literacy while watching 

baby’s expressionsj; Another topic – self-regulation via 

transitional objects. Provides place for discussion “I’m 

going to my grandma’s for a week and I’m not allowed 

to take my teddy bear.” Facilitator can acknowledge and 

help  child develop a strategy (RCA; problem-solving, 

fairness, grief). Maybe if grandmother had understood 

RCA and child development-would have been more 

sensitive. 

Gifts of hands, 

heart and head 

Making people feel more connected and revealing 

strengths within group 

Health PIES Includes environmental health; wholistic, inclusive, 

health habits that children need to learn from an early 

age and these affect their mental health – physical 

activity, affects their mental health, nutrition,  

On the Right 

Track-

Edmundston 
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To build 

relationships -

Principal at a 

school-took 

pictures of all 

children and 

posted on wall 

for teachers 

At a meeting, asked teachers to put sticky dots on 

children if they knew anything about that child. 

There were a number of children with no dots – 

provided direction so that teachers could then build 

relationships and get to know the children. They 

“adopted” the children. In this way, children will know 

that at least one person at the school cares about them. 

Celebrate 

what’s right 

with the world 

(from National 

Geographic 

and Dewitt 

Jones, 7 

Principles). 

“Be open to 

possibilities” 

Power of 

perception and 

building a 

vision. Don’t 

assume, being 

open is 

energizing; 

makes us more 

accepting of 

change. 

 

Intentional – help students and teachers understand that 

bad things happen to all of us at some time in our life – 

to children as well- we can’t necessarily prevent that 

(divorce, separation) but if we understand assets, and if 

we can go back to their competencies and sense of 

belonging, then we can help them develop their own 

autonomy, increase their self-awareness and 

understanding of the world; increase sense of 

community.”By celebrating what’s right we find the 

energy to fix what’s wrong.” Michaelagelo “I saw and 

angel in the stone and carved to set it free.” 

https://www.trainingabc.com/celebrate-whats-right-

with-the-world 

These principles are consistent with Developmental 

Assets Approach 

Includes – “take yourself to the edge” re: autonomy and 

“to be the best they can be” is another. Also “not for 

themselves but for the world” 

Promotes citizenship. Also, another Program from the 

UK is helpful 

JCSH 

-PMH Toolkit 

-Share 

modifications 

and what has 

worked – tailor 

to audience 

without losing 

integrity; 

Also, share 

ideas between 

schools re: 

what worked 

well 

 

“What Animal 

are You?” 

Important that resources are evidence-informed, 

reviewing them helps nurses to be more informed, self-

aware and therefore intentional with their work – realize 

– Oh-I do that – now practice with more intention.  

-Support from Bill and Patti- so as nurses increase 

awareness of school staff, they can provide resources 

and activities to support the staff in their journey.  

 

Finding strengths helps to change perspectives and 

assumptions, promote belonging and relationships;  

 

 

Centres for each area- e.g. competency – trivia game – 

two trivia teams answered questions, like Jeopardy; 

parachute drop with eggs – done in teams; Relatedness – 

find your twin- bingo card with things like “you like 

summer” or winter – finding someone with same 

https://www.trainingabc.com/celebrate-whats-right-with-the-world
https://www.trainingabc.com/celebrate-whats-right-with-the-world
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PersonalityTest 

(Scott McPhee 

intro’d) to find 

strengths. 

(*ML 

reviewed – 

religious roots) 

CAR Model 

overview 

-safe and does 

not require a 

lot of trust, 

works even if 

people don’t 

like each other 

(initially) 

interests helps build community; easy to work in siloes; 

other examples – what type of movie you like or what 

you do for leisure, prefer cats or dogs; Another school 

used prizes for games 

-Watching pmh videos – different stations – if you like 

movies – popcorn while you watch, set up like a movie 

theatre; if you like silence – earphones while you watch; 

or colouring; or play-dough to play with while you 

watch;  

-Used music to move people from station to station – 

uplifting themes – e.g “you are the champions” 

-Medicine balls in the gym – organized by phys ed 

teachers, cooperative games-lots of team building 

activities 

-One school focusing on gratitude-gave everyone paper 

and 15 minutes to make a thank you card to people on 

staff. 

-As staff change the way they see themselves – they 

change the way they see children- nurses are backing 

away as staff increase their roles – ironic because had to 

push one of the teacher/leaders – HLSP nurse saw this 

teacher’s potential and encouraged her – now she is 

“running with it” and loving it 

-Procschaska – TCM- process takes time-keep the 

momentum going so teachers will change and embed 

strength-based practices-difficult with staffing changes – 

need core group of people 

Sometimes – just teaching people the language or just 

reinforcing what they are already doing. 

PHE Canada 

-HPS 

-Healthy 

School Planner 

-NB Wellness 

Network 

 

 

 

 

Use cards from this site – as prizes. 

Secret Santa 

Salad 

Wednesdays 

Soup Day; Joy 

& Sorrow; 

Birthdays; 

Walking 

Clubs; Lunch 

& Learns; 

Fundraisers  

Do this to create supportive environments where there is 

belonging and sense of caring for each other, also 

humour, fun, etc. Recognize milestones in people’s lives 

Soup Day - once a week in winter 

Fundraisers (e.g. for cancer research)-->giving back-

generosity 
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Cooking in 

school 

School identified kids coming to school hungry as an 

issue: Nurses responding to needs of school re healthy 

eating – collaborated with nutritionist – but nurses layer 

PMH into everything – healthy eating can be fun – as 

part of an enrichment module – work as a team in the 

kitchen, building friendships, giving kids skills to take 

home and look after selves – inexpensive, healthy foods 

that are simple and easy to make – table manners, 

hygiene, handwashing, washing dishes, being thoughtful 

if they borrow an ingredient from another kitchen; child 

came back to see nurse and said “that ws the best day 

ever!” 

This also helped to build partnerships with the foodbank, 

increased breakfast for learning program, children vote 

on recipes and rate them, -giving autonomy- then decide 

if will use recipe again with another group- 

Kids volunteer to pass out food – develops their 

leadership too, Nurses also helped with grant-writing – 

Wellness Grants. 

Mental Fitness 

Inventory 

You can 

interpret 

almost every 

situation in 

terms of 

mental fitness 

needs 

Is a workplace inventory-a bridge between research and 

real life in a sense – we translate everything into 

practices – so, this is the theory of relatedness – but what 

does it look like in the workplace, what does it mean in 

reality? What are the kinds of interactions that we can 

see and observe and measure that would indicate that the 

relatedness needs are there or not. So, we administer the 

MFRI in the workplace. 

No used at beginning to establish a baseline – rather, 

used to help increase awareness about what is 

happening, what activities can we do to make changes – 

helps identify strengths, like a snapshot – then we work 

from it  

First year-focus  of activities primarily mental fitness – 

“Being at my best” focus is primarily on individual-elicit 

those three needs that are probably being met when I am 

at my best 

Second year-focus is resiliency 

Third year – we focus on positive leadership 

Already seeing changes in schools in Francophone 

district in terms of the way they interact with their 

students, have become more inclusive or parents- super 

important. 

**Not fair to children if they are in two completely 

different environments – one at school and one at home 

– need to have bigger sweep 
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Videos-

Moncton 

nurses 

High School 

Middle School 

Elementary 

School 

High quality – professional-chose one realistic scenario 

depicting common aspect of mental fitness 

Models positive behaviours 

Kids discuss with families 

Videos on district website 

Keep it simple – high school is about generosity-holding 

the door open for someone (e.g. girl with arms overfull 

with art supplies, someone slams door) – then models 

holding door – includes analysis – being civil – 

changing environment 

ISD Nurses need to show what they can contribute 

-ISD is strength-based – different approach to caring for 

children-build relationships, team approach; -make child 

known for what he can do – leads to engagement in 

school- 

-wait lists gone with ISD-intended to reduce siloes – 

prevent families from havin g to tell their story a zillion 

times, help them navigate the system, sometimes 

families don’t know how to help or what to do. 
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 Appendix C 

Investigating the Roles of Nurses in School-Based Positive Mental Health 

Initiatives in New Brunswick: Summary of Interviews  

 

Positive Mental Health Perspectives of Nurses: Summary of Interviews 

 

Discussion About Positive Mental Health  

 Recognize that one-dimensional approach to wellbeing still prevalent (e.g. 

“Let’s Talk”)  

 

 Dual Pathway Emerging: Question- could the pathway of mental health 

literacy be further developed through embracing PMH concepts  

 

 PMH emphasizes ecological approaches, strength-based models and 

connectedness of people  

 

 

o Affirmation of the importance of gaining self-awareness about PMH as a first 

step in shifting paradigms- Pre-contemplation to Contemplation.  

o Gaining skills with this new perspective- beginning and expanded plans and 

actions- putting paradigms in action  

o To move through change takes multiple years in promoting awareness, and 

building capacity to arrive at embedding practice- current mental health 

promotion literature suggests it take comprehensive approaches that go beyond a 

single year of implementation  

 

theoretical basis for understanding and moving PMH into practical actions in 

environments  

 

retical Perspectives linking with PMH: Life span development of 

PMH in people; building positive emotions, social emotional competencies, and 

prosocial attitudes and behaviours in children, youth and adults- serve to promote 

healthy development and resiliency (e.g. “This should be how we live our lives;” 

“Rise up;” “Meet people where they are;” “get into the arena”)  

  

Roles of Nurses:  

Consultants on Creating Environmental Conditions related to PMH  

 

into actions  
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-up for school/workplace PMH champions 

or facilitators  

practices  

 

 

Decision-makers and Collaborators in Setting Plans for Creating PMH 

School Environments  
-level approach, have knowledge of universal models, 

experience in applying comprehensive and health promoting school methods  

wellbeing, mental health and positive mental health  

-

environmental factors affecting wellbeing  

 

lls  

 

 

Catalyst Role in Empowering Others  

administrators, district level)  

ated to PMH to support momentum in current 

initiatives  

 

Connectors of PMH Stakeholders  

dialogue and problem solving  

 

stakeholders in a common vision of PMH  

 

Motivated and Positive Role Models  

g others successful  

 

 

 

 

 



420 
 

Appendix D  

Review of Interview Summary and Review of Dream Phase 

Focus Group #1 

Review of interview Summary 

Response to first round of data 

o The relationship is huge; Public health has always had positive 

relationships and are known as connectors. This is really an advantage for 

us as service providers, nurses look for people strengths 

o We are all about relationships, we are nothing by ourselves 

o Relatedness is the part of relationship 

o Nothing  

o Each part of the process is gradually building, first the teaching and 

learning, sometimes we struggle to take people to the next level, really like 

the idea of Prochaska, it shows how to proceed and build capacity 

o When they started the school is unsure, we are taking the knowledge 

putting it in our own words, once they get into it they see the importance 

o The staff first said why do we need to do this, after year two they are using 

the words, working better as a team, not in silos, it’s amazing where 

people are, we play a support role and are a resource,  

o They understand it’s not another program, it is a way of being, guide, 

support and clarify and know we are on a good process, 

o The staff didn’t understand it was important for them as well as staff, if we 

don’t practice PMH how can we do it with students 

o It is doing with people, not to people 

o The is shift from clinical, clinical is doing for,  

o I like the words catalyst and empowerment, when we work with 

people, we give them options, fits with health promoting school 

approaches, we are not an aggressive catalyst 

o The website has given the resources, options for moving forward 

o The areas of roles of nurses, they are interrelated, they fit with our 

standards, and core competencies 

o It is a long-term process for culture change, does not change overnight, the 

role of champions, catalyst, cannot just done one thing, comprehensive  
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Review of Dream Phase: 

 “If you had a magic wand- How could PMH expanded, where do we need to 

go?” 

 

A. Extend PMH Culture Change to all Schools and Districts 

 

1. Engage All School Environments in PMH- we need a plan to do this 

 

o Would be great to have it in all schools- all schools have the 

opportunity to participate, French and English schools 

o Would be great to start with all schools at the same 

o It would not matter where you go, school staff teams would be 

healthy and it would filter down to students 

o Could have a provincial committee- with representatives  

o Collectively we need to believe in and act upon PMH 

o Politicians need to embrace this as well, we need to have it 

supported and sustained 

o We need more nurses to be involved in all schools 

 

2. Promote with personnel at all levels of Educational Operations  

 

o Need support from school leaders 

o Need to sustain PMH training with TAs, Bus drivers, central office 

personnel 

o Our facilities people, needs to be at all levels in education, they need 

to understand and embrace PMH. 

 

3. Connect with Existing Educational Priorities 

 

o It is in the education plan- needs to be in the curriculum- it is in 4 and 

5 piece, it began last September, not aware of what’s happening 

o We have been resource people for the curriculum 

o In the 10 year plan 

o Create Connections Between Nature and Mental Fitness 

 Getting out of classrooms 

 Going outside enjoy nature, freedom to move 
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B. Extend and Connect PMH to Early Childhood Programs and Services for 

Parents 

 

1  At the Community Level  

o It would be great to have it in early childhood and have it 

embedded, part of pre-natal programs  

o Working with new parents, helping them see the role of 

psychological wellness needs, again the role of nurses in 

promoting and embedding PMH practices in other contexts 
beyond school environments,- parenting programs, early childhood 

services, family resource centres, daycares 

 

o At the School Level 

o Engage Parents through children, students, have then take the 

message to parents 

o The administrators need to buy it, they could have their parent 

groups, they need to be made aware of the PMH approach, how 

teachers are using PMH with their children 

 

C. Embed PMH in Nurse Training, Clinical Practice and Community 

Roles 

 

1. Promote PMH in Nursing Education 

o Train Nurses in PMH practices- not just on how to administer 

medicine  

o how to do it, how to move or transform environments 

o should be part of nursing education and practicums 

o Perhaps it should be in nursing education, and teacher education 

o teaching nurses on how to use strength-based prevention in 

community   

 

2. Embed PMH in Clinical Practice 

 

o It would change clinical practice, we traditionally begin with 

needs, parents feel incompetent, it would change – we Could meet 

with people where they are, help them know their strengths, we 

would need skills to do this 

 

3. Make PMH more central to our Core Role 

o We would need to have a more focused effort, we have a lot of 

other responsibilities 

o We would need to see how we would embed PMH within our roles 
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o we need to convince people in public health, that this focus will 

give you the biggest bang for your buck 

o Staff turnover is a challenge 

 

 

D. PMH Relational Framework and Tools for Documenting Progress 

 

1. Create an Evidence-based Framework to Promote, Build Capacity 

and Embed CAR Practices 

o The framework would clarify roles for working together to promote PMH 

practices, instead of continuing to work in silos 

o It would include strength-based assumptions 

o There would be implications for practices that teachers would use in the 

classrooms and how it would connect with curriculum 

o The framework could be used to assess current programs and practices 

o The framework could be used to create a benchmarking tools 

incorporating stages of change- showing our movement towards 

embedding practices. 

o The framework would ensure a common language and way of 

communicating 

o It would include the “look-fors”, the essential components and practices 

o We could consider four components within the framework 

o  The framework could be used to develop strategic plans 

o Nurses could use in in their consulting 

o  The framework could focus on relationships and use of CAR/RCA Model 

concepts: Four areas of relationship for each of the CAR/RCA model 

practices  

o Workplace Team 

o Classroom/Teacher-student 

o Community/Family 

o  Student Peers 

 

2. Tools to Measure PMH Advancements (Putting the Framework into 

action) 

o Ways of benchmarking movement from awareness to action, building 

capacity, and embedding practices  

o Need data to inform next steps 

o Easy to use by teachers, administrators, partners in PMH 

 

3. Expand Momentum by Sharing Successful Case Studies and Practices  

o We need to hear stories of success,  

o Promote best practices through exchanges 

o Need data to help show success 

o Share successes  
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Appendix E 

 Sample from Positive Mental Health Toolkit 

 

Pillar I: Social and Physical Environment 

Select your province or territory. 

 

1.  

An understanding of positive mental health perspectives and practices and 

how they relate to students’ social-emotional functioning and academic 

development 

 Positive mental health perspectives are not routinely discussed among school 
stakeholders. 

 School administrators share information and research with staff members 
regarding the impact of positive mental health practices in education. 

 Some educators are knowledgeable about positive mental health perspectives and 
apply such insights to their plans and activities. 

 Most educators routinely apply principles of positive mental health to school plans 
and activities. 

 Measures are created and implemented that monitor the application and review of 
positive mental health perspectives and practices in school settings. 

2. Accessible meeting places and social spaces where students feel safe and valued 

 School spaces are designed and utilized without specific consideration of students' 
social-emotional functioning. 

 School improvement planning processes include consideration of student wellbeing 
in the design of new or refurbished environments. 

 Spaces are re-conceptualized or redesigned to enhance social-emotional and 
positive development of students. 

 School spaces are evaluated for their impact on student wellbeing, and renovations 
or repurposing of spaces are carried out where necessary. 

 Social and physical environments are routinely audited to monitor ongoing 
suitability, and are found to meet established quality standards. 
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3.  

School-wide initiatives that foster the creation of safe and caring school 

environments 

 School initiatives are planned without explicit consideration of elements and 
conditions that foster safe and caring environments. 

 Staff discussions on the importance of safe and caring environments are informal 
and take place as the need arises. 

 Some school-based initiatives include a focus on the creation of safe and caring 
environments prior to their implementation. 

 Most school initiatives routinely consider the creation of safe and caring 
environments as a required component prior to their implementation. 

 Established school practices require that initiatives are examined prior to 
implementation to ensure that they meet established standards related to safe and 
caring environments. 

4. Universally-designed physical spaces that ensure all students can participate fully as 

learners in the classroom and school settings 

 Physical spaces are not designed with a view to enhancing universal access. 

 Planning processes include consideration of needed renovation or redesign of 
school spaces to increase accessibility. 

 Renovations and upgrades of existing school spaces incorporate the inclusion of 
accessibility features. 

 Physical spaces are designed so that students can access facilities, maneuver within 
them, and participate fully in planned learning activities. 

 The needs of individuals with physical challenges and disabilities are effectively 
addressed through policies and practices that ensure the functionality and universality 
of physical spaces. 

5. Awareness of potential safety concerns related to students’ online social exchanges 

and relationships 

 Online social exchanges and communications are not formally addressed at school. 

 School staff are provided with information related to the risks of online 
communication, and encouraged to address these risks with students. 

 In-service teacher training routinely includes sessions on internet safety. 

 Teachers and school staff incorporate explicit school policy regarding internet 
safety and online communication protocols in their classroom learning strategies. 
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 Measures are in place to monitor adherence to internet policies, and to protect 
children from inappropriate contact and cyber-bullying. 

6. Positive learning environments that explicitly include the needs of students with 

social/emotional concerns 

 The design of learning environments does not explicitly consider the needs of 
students with social/emotional concerns. 

 School staff have an awareness of the impact of learning environments on students 
with social/emotional concerns. 

 Some school staff consider ways to create learning environments that meet the 
needs of students with social/emotional concerns. 

 Most school staff routinely design and adapt learning environments to meet the 
needs of students with social/emotional concerns. 

 School administrators and student services personnel utilize evaluation processes 
to ensure that positive learning environments are accessible to all students, including 
those with social/emotional concerns. 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

Submit
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Appendix F 

Glossary of Abbreviations and Terms 

This glossary provides a brief overview of common abbreviations and terms used within 

this dissertation. 

Abbreviation Term 
AI Appreciative Inquiry 

 

CSH Comprehensive School Health 
 

HLSP Healthy Learners in Schools Program 
 

ISD Integrated Service Delivery 
 

PCC Person-Centred Care 
 

PCN Person-Centred Nursing 
 

PMH Positive Mental Health 
 

PERMA Positive emotions; Engagement; Relationships; Meaning; 
Achievement 
 

PERMA+ Positive emotions; Engagement; Relationships; Meaning; 
Achievement + Physical Activity 
 

PYD Positive Youth Development 
 

SBN Strength-Based Nursing 
 

TOC Theory of Change 
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