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Where’s the ‘Health’ in Mental Health?
We lack balance in our current approach to mental health 
care. 

Several months ago I was preparing to lead a 
class for women incarcerated in the Philadel-
phia prison system. The topic of the class was 

mental health, yet as I searched the Internet for in-
formation to share with them, I soon found that the 
phrase “mental health” had few positive definitions. 
Instead, it called forth a number of unhealthy and 
negative associations: disorder, dysfunction, diagno-
sis, and illness. It was as if “mental health” was syn-
onymous with “mental disorder”—as if the two 
were one and the same. This is troubling, as it sug-
gests that our discourse on this topic has become 
skewed toward dysfunction. 

I was reminded of a homeless woman I had worked 
with when I was a mobile mental health nurse in Phil-
adelphia. Arlyn (not her real name) was pleasant, so-
ciable, intelligent, and respected by her peers at the 
drop-in center she attended on a regular basis. She 
had a good sense of humor and was kind and gen-
erous. She was a passionate Phillies fan. She had the 
skills to survive living on the streets, where she took 
care of herself in situations most of us would find 
unimaginable. But when speaking of her children, 
she became paranoid; she believed they had been kid-
napped and murdered. When I arranged for Arlyn 
to speak with her children (who were in the custody 
of her family), she insisted they were imposters. 

While Arlyn undoubtedly had problems with real-
ity where her children were concerned, it was clear 
that she was so much more than the paranoid schizo-
phrenia she was diagnosed with. Yet there was little 
official recognition in the system of her strengths, of 

the many healthy components of her mental state. 
Arlyn’s situation is not unique and this is unfor-
tunate, because putting the focus on our deficits 
sets the stage for doing less than we can and being 
less than we are. How much more encouraging 
would it be to be seen as half full rather than half 
empty? 

The goal of this column is to illuminate the idea 
that even in mental illness there can be mental health. 
It will provide a brief overview of what it means to be 
mentally healthy, describe the primary source of di-
agnosing mental disorders in the United States and 
the controversy that surrounds it, and illustrate the 
importance of acknowledging the continuum of health 
and illness so we can better realize the shades of gray 
that characterize us all. 

WHAT IS MENTAL HEALTH?
A dictionary entry defines mental health as “a state 
of emotional and psychological well-being in which 
an individual is able to use his or her cognitive and 
emotional capabilities, function in society, and meet 
the ordinary demands of everyday life.”1 The World 
Health Organization (WHO) provides a more com-
prehensive, nuanced description2:

Mental health is defined as a state of well-
being in which every individual realizes his 
or her own potential, can cope with the nor-
mal stresses of life, can work productively 
and fruitfully, and is able to make a contribu-
tion to her or his community. The positive di-
mension of mental health is stressed in WHO’s 
definition of health as contained in its consti-
tution: “Health is a state of complete physical, 
mental and social well-being and not merely 
the absence of disease or infirmity.” 

According to a 2000 report by the U.S. surgeon 
general, mental health “refers to the successful per-
formance of mental function, resulting in productive 
activities, fulfilling relationships with other people, 
and the ability to adapt to change and cope with 
adversity.”3 Of note is the report’s observation that 
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while it’s possible to identify various components of 
mental health, it’s not easy to define what mental 
health is and that “the ideal of a uniformly accept-
able definition of the construct is illusory . . . sub-
ject to many different interpretations.”3

We all have bad days, occasionally feel anxious or 
depressed, or have trouble coping, but that doesn’t 
mean we are mentally ill. In a recent commentary in 
the Guardian, psychiatrists Bentall and Craddock 
point out that just because someone is lethargic, loses 
weight, or becomes disinterested in life, it doesn’t 
mean that psychiatric remedies are required. Some 
symptoms of depression can also be normal responses 
to difficult or abnormal situations.4 In such cases, it 
might be considered abnormal not to feel sad or anx-
ious. Recognizing that people need not be the picture 
of mental perfection at all times, we can point to a 
number of characteristics that are indicative of being 
mentally healthy. 

One of the best descriptions of mental health
that I found during my Web searches comes from 
the South African Federation for Mental Health. It 
divides 24 characteristics of mentally healthy people 
into these three categories: feeling good about your-
self, feeling comfortable around other people, and 
being able to meet life’s demands.5 Feeling good about 
yourself includes having self-respect, accepting your 
shortcomings, and being able to laugh at yourself. 
Feeling comfortable with others means that you are 
able to give love, like and trust others, and feel you 
can be part of a group. Meeting life’s demands means 
that you are able to set realistic goals, welcome new 
experiences and challenges, and plan ahead without 
fearing the future. 

Part of being mentally healthy also includes being 
in touch with reality, being reasonably resilient, and 
being able to make your own decisions. In a 1958 
examination of what is “normal,” Jahoda surveyed 
mental health professionals on what constitutes men-
tal health and came up with six categories6: 
•	 positive self-esteem and a strong sense of iden-

tity 
•	 satisfactory personal growth and development 
•	 the ability to cope with life’s stressful situations 
•	 autonomy and a level of independence 
•	 an accurate perception of reality 
•	 the ability to successfully manage relationships 

and one’s environment 
While the above sources provide valuable insight 

into the healthy mind, there remains a paucity of 
information and literature on this issue. Instead, 
the need for a standardized language of diagnosis—
motivated in part by insurance companies’ require-
ments for defining coverage parameters as well as the 
need for clinicians to have clear guidelines regarding 

diagnosis—has resulted in extended definitions and 
categorizations of mental illness. 

The Diagnostic and Statistical Manual of Mental 
Disorders (DSM), the main source of these classifica-
tions, is responsible for the way we perceive mental 
health and mental illness in the United States. Pub-
lished by the American Psychiatric Association (APA), 
the DSM contains the criteria required for diagnosis 
of a particular disorder or disorders. In other words, 
it provides the standard classification of mental disor-
ders for use by those working in the mental health 
field, such as psychiatrists, psychiatric NPs, social 
workers, and psychologists. 
The DSM has three major components7: 
•	 diagnostic classifications: a list of mental disorders 

that can be used in making a diagnosis
•	 diagnostic criteria: symptoms and conditions a 

person must have to be diagnosed with a partic-
ular disorder or disorders 

•	 descriptive text: background information about a 
given disorder, including subtype, prevalence, and 
differential diagnosis 
The DSM was first published in 1952. Subsequent 

publications and revisions were released in 1968, 
1980, 1994, and 2000. Decisions regarding what to 
include in a given edition are made by a majority vote 
among APA members. None of the current, past, 
or present editions of the DSM has been free from 
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criticism. Some question their validity, reliability, med-
icalization, and cultural bias; others challenge possible 
financial conflicts of interest, the foundation of revi-
sions, and the APA’s right to determine what mental 
illness is or is not.8-12 And disorders do change with 
time. For example, homosexuality, considered a men-
tal disorder in earlier versions, was removed from the 
DSM in 1973. This change was the result of the evolv-
ing viewpoint that homosexuality was a “normal sex-
ual variant” and not a form of psychopathology.13

Diagnosis of a given disorder requires that a patient 
meets specific criteria, including relevant symptoms 
and their cause, time frame, duration, and level. A di-
agnosis serves several functions, including communi-
cating to others information regarding a patient’s 
illness, pulling together what might otherwise appear 
to be a list of disconnected symptoms, and providing 
information to insurance and managed care compa-
nies. Guidelines and standards regarding what consti-
tutes a certain mental disorder or illness are important, 
especially since diagnoses can be subjective. However, 
there are those who argue for another perspective—
they want to move away from the “norm” of the 
DSM, which “decrees that an expanding range of be-
haviors, internal emotional and mental states, and hu-
man conditions come to be labeled as deficiencies 
requiring medication, sequestering, treatment and, in 
some cases, imprisonment.”14

Indeed, the DSM is based on a medical model that 
understands human behavior through a pathological 
and deficit lens.15 A number of those working in the 
fields of psychology, social work, and psychiatry, 
while acknowledging the merits of the DSM, take 
exception to a diagnostic process that focuses exclu-
sively on a person’s weaknesses, limitations, and pa-
thology. Some argue that a process that identifies a 
person’s strengths can be of equal value—and pro-
vide more encouragement to those who are suffering. 
For example, Saleebey argues for more consideration 
of a person’s “assets, talents, capacities, [and] per-
sonal virtues” when making a psychiatric diagnosis. 
He goes so far as to offer suggestions for personal 
qualities, such as trustworthiness, patience, initiative, 
and insight, that could be included in a “Diagnostic 
Strengths Manual.”14

Others also support the validity of a strengths-
and-empowerment approach, believing it can be par-
ticularly useful in working with those (such as the 
homeless, elderly, and mentally or physically chal-
lenged) who are viewed as powerless.16, 17 This ap-
proach asserts that by empowering people, we give 
them the ability to shape their own destinies. Still 
others challenge the assumption that mental illnesses 
are fact-based disorders that can be classified in dis-
crete categories.18 They see such classifications as both 

arbitrary and limiting to professional efficacy, argu-
ing that this practice confines the scope of exploration, 
leading “scientists and practitioners to carefully gather 
[only the] information [that will] determine a person’s 
‘goodness of fit’ in a particular category.”18

The controversy has a long history and continues 
to this day. And it’s not centered solely on the merits 
or faults of the DSM. There are many who question 
the concept of mental illness, chief among them the 
late Thomas Szasz, whose work addressed what he 
believed to be the myth of mental illness.19 Other 
mental health professionals and nonprofessionals alike 
(including those experiencing mental illness) question 
the value of psychiatry, its views of what constitutes 
mental illness and its approaches to diagnosis and 
treatment.20-23

NURSING IMPLICATIONS
So what can we do to recognize and foster the mental 
health of our patients and clients? While psychiatry 
operates within the framework of a medical model, 
nursing has the advantage of being able to consider 
other ways of seeing and doing, including moving 
from a disease to a wellness orientation. We are trained 
to look at patients within a holistic framework—to see 
the entire picture—not just one aspect of it, such as ill-
ness. Furthermore, the relationship between nurses and 
patients is at its best when both work together as 
equals. Seeing patients only as “illness” prevents us 
from meeting that obligation. Understanding our pa-
tients requires that we know more than just their dis-
ease; recognizing their strengths, capacities, skills, and 
talents enables us to help them use these qualities to 
achieve their best. This balanced view is especially 
important when working with patients experiencing 
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emotional difficulties or diagnosed with a mental 
illness. This approach is, in fact, built into the foun-
dation of nursing practice, as evidenced by the kind, 
respectful, and humanizing care provided to the men-
tally ill by the Daughters of Charity well over a cen-
tury ago.24

When encountering patients who exhibit signs or 
symptoms of behavioral problems or mental distress, 
it may be useful to keep the following in mind.
•	 Don’t blindly believe every psychiatric diagnosis. 

Respond to the patient based on the assessment 
you perform in the moment.

•	 Each person is greater than the sum of her or his 
psychiatric diagnosis. Work to discover the other 
aspects of the patient and recognize that while 
one part may have a problem, other parts may 
be doing well and be quite healthy. For example, 
someone who has bipolar disorder can still be 
productive at work; be intelligent; have a wonder-
ful sense of humor; be a wonderful parent; and 
be involved in a long-term, loving relationship.

•	 Above all, a patient with behavioral issues is a 
person first. Seek to engage the humanity that 
exists within us all.

•	 Recognize that today’s psychiatric disorder may 
not be considered a disorder in the next edition 
of the DSM.

•	 Just as nurses can capitalize on patient strengths 
when working with those with medical needs, 
so we can do the same when working with those 
with mental health challenges.

•	 Whenever possible and appropriate, involve the 
patient’s family and significant others in all stages 
of care and treatment.

•	 Acknowledge and respect the various roles pa-
tients have in their personal and professional 
lives.
Clearly there are benefits to giving equal voice to 

the positive and functional aspects of a patient’s life; 
to acknowledging that health, both physical and men-
tal, exists on a continuum, with many degrees of both 
wellness and illness. As mental health professionals 
ready for the arrival of the next edition of the DSM, 
the DSM-5, in May, we can continue to do our part 
by shifting the discourse toward recognition of the 
strengths and virtues of the Arlyns of our world. And 
as I address various disorders and conditions in fu-
ture columns, let’s bear in mind that in mental illness 
there is always mental health. ▼

Donna Sabella is a mental health nurse and assistant clinical 
professor and director of global studies at the Drexel University 
College of Nursing and Health Professions in Philadelphia. She 
also coordinates Mental Health Matters: ds842@drexel.edu. 
The author has disclosed no potential conflicts of interest, fi-
nancial or otherwise.

REFERENCES
1. The FreeDictionary.com. Mental health. Farlex, Inc. 2009. 

http://www.thefreedictionary.com/mental+health. 
2. World Health Organization. Mental health: a state of well-

being. 2011. http://www.who.int/features/factfiles/mental_
health/en/index.html. 

3. Satcher DS. Executive summary: a report of the Surgeon 
General on mental health. Public Health Rep 2000;115(1): 
89-101. 

4. Bentall R, Craddock N. Do we need a diagnostic manual 
for mental illness? The Guardian 2012 Feb 10. http://www.
guardian.co.uk/commentisfree/2012/feb/10/diagnostic-manual-
mental-illness. 

5. South African Federation for Mental Health. 24 characteris-
tics of mentally healthy people. n.d. http://www.safmh.org.
za/healthy.html. 

6. Jahoda M. Current concepts of positive mental health. New 
York: Basic Books; 1958. 

7. American Psychiatric Association. DSM. 2012. http://www.
psychiatry.org/practice/dsm. 

8. American Psychiatric Association. APA responds to Allen 
Frances New York Times op-ed [press release]. DSM-5 facts 
2012 May 17. http://dsmfacts.org/issue-accuracy/apa-responds-
to-allen-frances-new-york-times-op-ed. 

9. Carey B. Psychiatry manual drafters back down on diagno-
ses. The New York Times 2012 May 8. http://www.nytimes.
com/2012/05/09/health/dsm-panel-backs-down-on-diagnoses.
html. 

10. Collier R. DSM revision surrounded by controversy. CMAJ 
2010;182(1):16-7. 

11. Collier R. Changes to mental illness handbook not taken 
lightly. CMAJ 2010;182(1):15-6. 

12. Frances AA. A warning sign on the road to DSM-V: beware 
of its unintended consequences. Psychiatr Times 2009;26(8). 

13. Spitzer RL. The diagnostic status of homosexuality in DSM-III: 
a reformulation of the issues. Am J Psychiatry 1981;138(2): 
210-5. 

14. Saleebey D. The diagnostic strengths manual? Soc Work 
2001;46(2):183-7. 

15. Graybeal C. Strengths-based social work assessment: trans-
forming the dominant paradigm. Fam Soc 2001;82(3):233-42. 

16. Cox AL. BSW students favor strengths/empowerment-based 
generalist practice. Fam Soc 2001;82(3):305-13. 

17. Saleebey D, editor. The strengths perspective in social work 
practice. 2nd ed. New York: Longman; 1997. 

18. Lopez SJ, et al. Beyond the DSM-IV: assumptions, alterna-
tives, and alterations. J Couns Dev 2006;84(3):259-67. 

19. Szasz T. The myth of mental illness: foundations of a theory 
of personal conduct. New York: Harper and Row; 1961. 

20. Angell M. The illusions of psychiatry. The New York Review 
of Books 2011 Jul 14. http://www.nybooks.com/articles/ 
archives/2011/jul/14/illusions-of-psychiatry. 

21. Caplan PJ. Psychiatric diagnosis: too little science, too 
many conflicts of interest. The Association for Women in 
Psychology; 2011. http://www.awpsych.org/index.php/bias-
in- psychiatric-diagnosis-dsm-v-portal/74-bias-in-psychiatric-
diagnosis-dsm-v/bias-in-psychiatric-diagnosis-dsm-v/101- 
psychiatric-diagnosis-too-little-science-too-many-conflicts-of-
interest.

22. Carlat DJ. Unhinged: the trouble with psychiatry—a doc-
tor’s revelations about a profession in crisis. New York: Free 
Press; 2010. 

23. Whitaker R. Anatomy of an epidemic: magic bullets, psychi-
atric drugs and the astonishing rise of mental illness. New 
York: Crown Publishers; 2010. 

24. Libster MM, McNeil BA. Enlightened charity: the holistic 
nursing care, education, and advices concerning the sick of 
Sister Matilda Coskery, 1799-1870. Northbrook, IL: Golden 
Apple Publications; 2009. 

mailto:ds842@drexel.edu
 http://www.awpsych.org/index.php/bias-in-<00AD>psychiatric-diagnosis-dsm-v-portal/74-bias-in-psychiatric-diagnosis-dsm-v/bias-in-psychiatric-diagnosis-dsm-v/101-psychiatric-diagnosis-too-little-science-too-many-conflicts-of-interest
 http://www.awpsych.org/index.php/bias-in-<00AD>psychiatric-diagnosis-dsm-v-portal/74-bias-in-psychiatric-diagnosis-dsm-v/bias-in-psychiatric-diagnosis-dsm-v/101-psychiatric-diagnosis-too-little-science-too-many-conflicts-of-interest
 http://www.awpsych.org/index.php/bias-in-<00AD>psychiatric-diagnosis-dsm-v-portal/74-bias-in-psychiatric-diagnosis-dsm-v/bias-in-psychiatric-diagnosis-dsm-v/101-psychiatric-diagnosis-too-little-science-too-many-conflicts-of-interest
 http://www.awpsych.org/index.php/bias-in-<00AD>psychiatric-diagnosis-dsm-v-portal/74-bias-in-psychiatric-diagnosis-dsm-v/bias-in-psychiatric-diagnosis-dsm-v/101-psychiatric-diagnosis-too-little-science-too-many-conflicts-of-interest
 http://www.awpsych.org/index.php/bias-in-<00AD>psychiatric-diagnosis-dsm-v-portal/74-bias-in-psychiatric-diagnosis-dsm-v/bias-in-psychiatric-diagnosis-dsm-v/101-psychiatric-diagnosis-too-little-science-too-many-conflicts-of-interest



