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Developed the concept of psychological wellness and made the case that
proportionally more resources should be directed to the pursuit of this goal.
Five pathways to wellness are considered, implicating aspects of individual
development and the impact of contexts, settings, and policies. The five
pathways are: forming wholesome early attachments; acquiring age- and
ability-appropriate competencies; engineering settings that promote adaptive
outcomes; fostering empowerment; and acquiring skills needed to cope
effectively with life stressors. Although these noncompeting pathways have
differential salience at different ages and for different groups and life
conditions, each is an essential element in any comprehensive social plan to

dvance wellness. Examples of effective programs are cited in all five areas,
iincluding recent comprehensive, long-term programs embodying multiple
WEQ%&G to wellness.
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Since its very beginnings, mental health’s focus and efforts have cen-
mﬁﬁaa fixedly around (a) things that go wrong psychologically (i.e., psycho-
m@mﬁomo@.v“ (b) attempts to understand the processes by which they go
wrong (pathogenesis); and (c) seeking better ways to repair things that have
-already gone wrong (e.g., psychotherapy). Historically, such efforts have
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overshadowed by far the fleeting glimpses the field has accorded to an in-
triguing, but directionally opposite, set of issues: What goes right in PSy-
chological development and adjustment, and what forces subserve such
outcomes?

Mental health’s focus on the pathological is reflected in its vocabu-
lary as well as its orientation and activities. Tllustratively, Hollister (1967)
reported Margaret Mead’s observation that although the English lan-
guage had the word trauma to describe “an unfortunate blow that injures
the personality,” it had no word to describe an experience that strength-
ened personality. He proposed the word “stren” to fill that void. And,
for a short while at Jeast, that concept provided an impetus for fruitful
research (Finkel, 1974; 1975). A related example: Antonovsky (1979),
whose work in medical sociology focused on relationships between stres-
sors and disease outcomes, noted that although our language had a word
to describe the processes by which diseases unfold (i.e., pathogenesis),
there was no parallel word to describe processes that favor healthy out-
comes. He coined the word salutogenesis to spotlight the existence of such
health-promoting processes and to direct attention to new, proactive chal-
lenges for medical sociology built around the question: “What makes for
health, not disease?”

It is somewhat ironic that society holds much clearer views of failings
in wellness than it does of wellness. Those views have long shaped mental
health’s de facto mandate (i.e., to repair) and derivative activities (Zax &
Cowen, 1976). Efforts to repair established psychological dysfunction how-
ever, are difficult, costly, and often end in failure. The source of such failure
may reside more in the refractory nature of presenting problems (i.e., the
“point of address”) than laxity in the field’s search for effective ways to
undo rooted psychological problems. To the contrary, the tenacity of that
search over many decades has spawned complex multilevel “industries”
(e.g., medications, psychotherapy, clinics, intensive-care facilities) dedicated
to containing or minimizing psychological dysfunction. Indeed, the rising
costs of such efforts (Kiesler, 1992; Kiesler, Simpkins, & Morton, 1989)
and, at another level, the misery and waste of potential that human dys-
function entails, are among the pressing realities that fuel consideration of
wellness-oriented prevention alternatives.

The orienting concept of psychological wellness directs attention to
new conceptual formulations and derivative phenomena of interest (Jes-
sor, 1993; Rappaport, 1987) that differ sharply from those that now guide
the mental health fields. Historically, mental health professionals have
been type-cast as “guardians” of wellness, with the term guardian defined
narrowly as society’s sanctioned repair agents for deficits in wellness. That
role is an understandable outgrowth of the field’s long-standing, dominant,
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“fight-pathology”-orientation. And, if professional involvements are to be-
gin only after evident dysfunction presents itself, then the main options
available are to repair wounds and forestall further erosion. That, at least,
is how most mental health professionals have been trained and socialized,
and that is the main arena in which their efforts and expertise have fo-
cused. .
In a wellness framework, however, that classic role is limited to one
small segment of a much more complex and temporally extended scenario.
Although proactive and repair approaches may share a common view of
ideal wellness outcomes, working to promote such outcomes from the start
involves different concepts, target groups, and activities than restorative,
or balming, efforts that begin only after clear signs of weliness erosion have
appeared.

Mental health’s historic emphasis on seeking to understand and undo
crystallized pathology has left a residue of unresolved problems. The in-
ability of a field to deal satisfactorily with major problems within its purview
stimulates efforts to identify qualitatively different solutions to those prob-
lems. When the latter process reaches a certain point of cohesive evoiution,
it is called paradigm shift (Kuhn, 1970). Baldly put, the current mental
health system is reactive, not proactive! Its time, efforts, and resources are
allocated to visible, deeply rooted, change-resistant problems. Known limi-
tations of this system raise the salience of a conceptually appealing alter-
native, that is, systematic effort to promote wellness from the start may
prove to be a more humane, cost-effective, and successful strategy than
struggling, however valiantly and compassionately, to undo established defi-
cits in wellness.

The main goal of this article is to develop the preceding thesis. We
first consider the nature of the terms wellness and wellness enhancement,
how they differ from existing concepts and what can be gained from their
usage. Next, basic pathways to wellness are described and examples of ef-
fective programs reflecting these strategies are cited. A final section sum-
marizes the argument and suggests directions for future work within a
wellness enhancement framework.

THE CONCEPT OF PSYCHOLOGICAL WELLNESS AND
ITS UTILITY

Although the concept of psychological wellness has kindred prede-
cessors (e.g., Antonovsky, 1979; Jahoda, 1958; Shoben, 1957), it has, for
reasons noted above, recently come into clearer focus and more active usage
(Cowen, 1991). It is not, however, a term that defines itself automatically or
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easily. For one thing, built into any definition of wellness (or, for that mat-
ter, sickness) are overt and covert expressions of values. Because values
differ across cultures as well as among subgroups (and indeed individuals)
within a culture, the ideal of a uniformly acceptable definition of the con-
struct is illusory. Yet, because the concept is important both in its own
right and as an orienting counterpoint to the yoke imposed by past domi-
nant notions of pathology in mental health, it may be useful to underscore
some of its definitional features that many people would value positively.
These elements include (a) behavioral markers, such as eating, sleeping,
and working well (mindful of Freud’s simple notion of adaptation: “Leben
und Arbeiten™), having effective interpersonal relationships, and mastering
age- and ability-appropriate tasks; and (b) psychological markers, such as
having a sense of belongingness and purpose, control over one’s fate, and
satisfaction with oneself and one’s existence. It has also been suggested
that there are physiological markers of wellness (Shedler, Mayman, &
Manis, 1993).

I make no case for the sanctity of the specific outcome terms used
to frame this contour definition of psychological wellness. Others with in-
terest in wellness outcomes have used different, albeit conceptually kindred,
designators such as gratification in living (Rappaport, 1981}, life-satisfaction
(Rappaport, 1987), sense of efficacy (Bandura, 1977; Crick & Dodge, 1994),
and sense of coherence (Antonovsky, 1979). I also recognize that the literal
operations that define these outcomes may vary some for different age
groups and subcultures. Finally, my use of the term psychological wellness
is not intended to convey the image of an etched in granite, immutable
state. To the contrary, I believe it much more realistic to see weliness in
more-or-less terms and as susceptible to buffeting and (some) change with
changing circumstances.

Even so, I would argue that the “ideal” (value?) of wellness as de-
picted above pervades major segments of our culture including its mental
health system and, thus, importantly shapes outcome objectives for di-
verse natural and interventive processes (e.g., child development,
psychotherapy, primary prevention). So put, the mere use of the term
wellness should not be seen as “boat-rocking.” On the other hand, it is
fair to ask how the proposed usage of the terms wellness and wellness
enhancement is intended to differ from existing concepts and, impor-
tantly, what can be gained from such usage. Answering these questions
requires consideration of two more specific issues: {(a) continuity versus
discontinuity in adjustment; and (b) usage distinctions between wellness

enhancement and a currently better known (related) concept, that is, pri-

mary prevention in mental health,
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The term wellness, as used here, is intended to anchor one end of a
hypothetical continuum, anchored at the other end by an opposing term
such as pathology (sickness). The preceding sentence seeks to highlight two
points: (a) wellness should indeed be seen as an extreme point on a con-
tinuum, not as a category in a binary classification system; and (b) wellness
is something more than/other than the absence of disease, that is, it is de-
fined by the “extent of presence” of positive marker characteristics such
as those cited above. And, for that reason, many people who fall well short
of being glaring psychological casuaities also fail to approach a predomi-
nant state of wellness. The two preceding points suggest that the ideal of
wellness, and the goal of wellness enhancement, pertain to all people, not
just to a limited or select portion of the population.

The preceding argument provides a base on which to consider simi-
larities and differences between wellness enhancement and primary pre-
vention. One key commonality is that both strategies share the abstract
goal of maximizing positive (adaptive) outcomes. But for whom, and how?
The latter question is to suggest that, depending on one’s definitional
druthers, the two strategies may differ in targeting, timing, and method-
ology. The Rosetta Stone in this case pivots around one’s definition of
primary prevention — a concept to which I have long been warmly
cathected (e.g., Cowen, 1973, 1977, 1980, 1983, 1985, 1986). My initial
mind’s eye notion of this concept (which, I confess, remains today) fea-
tured two key components: (a) forestalling dysfunction (maladaptation),
including in situations of known risk; and (b) promoting psychological
health and well-being (Cowen, 1973). I have always seen this second ele-
ment as very important.

Although these two strands continue to be acknowledged intellectu-
ally, they have not followed parallel courses. Indeed there has been a strong
trend in influential quarters to define primary prevention, de facto, as dis-
ease prevention and for such a definition to guide the allocation of program
and research monies. Illustratively, Dinges (1994) noted that less than 2%
of the items in a new primary prevention bibliography (Trickett, Dahiyat,
& Selby, in press) focused on promotion (wellness enhancement) as op-
posed to disease prevention. More specifically, Koretz (1991), in a special
number describing the activities of NIMH-sponsored Preventive Interven-
tion Research Centers (PIRCs), identified as a prime objective for their
work: “the prevention of specific disorders and dysfunctions.” Similarly,
Coie et al. (1993) proposed a “science of prevention” built around the over-
arching goal of forestalling specific “serious problems of human adapta-
tion,” for example, major mental illness, substance abuse, delinquency. In
stating explicitly that “the goal of prevention science is to prevent or mod-
erate major human dysfunctions,” (p. 1013). Coie et al. imply that prevention
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efforts should be directed to those at known risk for specific maladaptive
outcomes that one hopes to avert. A similar definitional emphasis shaped
the .mnwﬂcm of Mrazek and Haggerty’s (1994) important compendium sum-
marizing a spectrum of interventions designed to prevent specific mental
disorders.

. Because definitions are definitions, there is no basis for challeng-
ing the legitimacy of a pathology-reduction definition of primary
prevention. Such a definition has, in fact, already (a) achieved consid-
w_,.mv_a ascendancy in the field; and (b) spawned major national
initiatives designed to prevent specific dysfunctions (e.g., depression
substance abuse, and conduct disorders in children), Hence, it is Bozw
fruitful to ask what such a definition excludes, and what might be
mm.anma by addressing those exclusions. The case made here is that a
a._mommn prevention definition of primary prevention, based on binary
views of risk versus non-risk on the antecedent side, and health versus
pathology on the outcome side, excludes most people. Moreover, by
not centrally featuring proactive, health-building initiatives it Bmwvam-
flect attention from a potentially more utilitarian population-oriented
outcome, that is, wellness in the many.

The wellness concept proposed here is thus broader in scope and
farther reaching than current, widely espoused disease prevention con-
cepts of primary prevention. This broader usage reflects the assumptions
that (a) sound early wellness formation may, itself, be among the best
possible inoculants against a range of adverse later outcomes—a view
consistent with findings reported in several recent reviews (Yoshikawa
ch\mu Zigler, Taussig, & Black, 1992); and (b) all people, not just muomm
at .:mw. stand to profit from wellness enhancement steps. This second
_uoEp. which flows naturally from a more continuous view of adaptation
than is conveyed by dichotomies such as healthy-sick or risk-not at risk
suggests that wellness enhancement goals can be gainfully pursued m_m
along a risk continuum.

Thus, the relationship between the term wellness enhancement
w.n...u. current risk-anchored definitions of primary prevention is not tran-
sitive. Hwo former term includes, but is not limited to, primary
prevention approaches (Cowen, 1994). Otherwise put, although most
primary prevention goals and activities fit neatly within a wellness en-
hancement framework, they do not exhaust that framework. Within the
latter matrix, psychological wellness is the overarching goal and the
term weliness enhancement is used to describe a family of strategies
mOaﬂwa<m=om=m that goal. Those strategies are considered in the next
section.
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RELEVANT PATHWAYS TO WELLNESS

At least five major input strands can act alone or in combination to
enhance, or pose threats to, psychological wellness. These five strands re-
flecting individual, environmental, and stress-related sources differ with re-
spect to (a) when, temporally, they are most relevant; (b) their
modifiability; and (c) the specific steps needed for constructive modification
to occur. We shall consider these five strands in a roughly developmental
sequence, starting with two that are especially important in infancy and
childhood (i.e., wholesome attachment formation, and the development of
age- and ability-appropriate competencies).

The human infant develops slowly through a long dependency pe-
riod that unfolds within a family microstructure. Key wellness-relevant
outcomes in this period are shaped by the nature of the attachment re-
lationship that forms between the infant and its primary caregiver -
(Ainsworth, 1989; Bowlby, 1982). This relationship is defined by the love
and nurturance the caregiver communicates to the child, her sensitivity
and responsiveness to the child’s needs, and her availabity as a predict-
able source of comfort and support. A warm, secure early attachment
is a vital early force that favors wellness. It promotes a view of self in
the infant as loved and worthwhile, and as living in a safe, protected
world. The absence of a secure attachment poses a direct threat to well-
ness both proximally and by restricting the formation of a solid base on
which later wellness enhancing steps can rest. Although recent exten-
sions of attachment theory. (Ainsworth, 1989) highlight the importance
of attachment relationships throughout childhood and adolescence, the
form of this relationship must change to reflect ongoing processes of
growth and development in the child. The caregiver’s early essential role
as “protector,” for example, must graduaily yield place to fostering the
child’s autonomous development and age-appropriate independence.
Moreover, love and caring, which remain central to the construct
throughout, must take on different forms of expression and involvement
as the child matures.

Although there is a tendency to see the early attachment relationship
as a relatively pure source of influence on psychological wellness, both
physically and psychologically harsh living conditions can restrict opportu-
nities for wholesome attachments to form (McLoyd, 1990). On the other
hand, because the attachment relationship is bounded by caregiver—child
interactions, and much is known about its attributes, it is in principle more
amenable to constructive change than other more complexly rooted, less
“controllable” jnput strands to wellness.



