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Een docent die al meerdere malen tot beste docent bij zijn eigen opleiding is verkozen, altijd hele
positieve studentbeoordelingen krijgt en afgelopen jaar ook nog eens de titel ‘Docent van het Jaar
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en bij het University College Twente (ATLAS). Hij geeft onder andere de abstractere vakken
thermodynamica en quantummechanica (in de Bachelor) en fasenleer (in de Master).
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“ATLAS GAF MIJ DE
MOGELIJKHEID OM OP
NIET TRADITIONELE
MANIEREN ONDERWIJS TE
GEVEN, WAT IK ALS GROTE
UITDAGING ZAG EN ZIE.”

Martin van der Hoef heeft zelf ook aan de
Universiteit Twente gestudeerd, Applied
Physics. Na zijn PhD te behalen en daaropvolgend een Postdoc aan de University of Oxford
gevolgd te hebben, is hij weer teruggekomen
naar Twente. Als Associate Professor heeft
Martin hier vervolgens 16 jaar gewerkt. Toen
de hoogleraar van zijn toenmalige vakgroep
INTEGRATING WELL-BEING
naar de TU Eindhoven vertrok is hij aanvankelijk, samen met anderen, meegegaan. De
studievereniging van scheikundige technologie, Alembic, kreeg hier echter lucht van en
heeft hierop besloten een handtekeningenactie
te starten om Martin van der Hoef als docent
voor de Universiteit Twente te behouden. In de
begeleidende brief bij deze handtekeningenactie staat o.a. de volgende tekst:
“Zoals het er nu naar uitziet is dit het laatste
collegejaar dat Martin van der Hoef aan de
Universiteit Twente college geeft. Dat is een
kwalijke zaak omdat hij door studenten zeer
gewaardeerd wordt als docent, wat terug te
vinden is in de onderwijskwaliteitsrapporten en
de vakevaluaties van studenten. Ook heeft hij
in 2010 de Decentrale OnderwijsPrijs gewonnen bij de opleiding Scheikundige Technologie.
Studenten zijn altijd positief over zijn manier
van college geven, de vakken die als ingewikkeld worden gezien maakt hij inzichtelijk en
begrijpelijk. Zo’n docent kunnen wij als Alembic
uiteraard niet laten gaan!”

Op hetzelfde moment werd hij ook gevraagd
om lid te worden van het kernteam dat de taak
had om het University College Twente (ATLAS),
een voltijds honoursprogramma dat techniek
en maatschappij verbindt, op te zetten. Dit
maakte een terugkeer naar Twente mogelijk.
De focus van zijn werkzaamheden is vanaf die

tijd op onderwijs komen te liggen. Hiervoor
heeft hij een goede wetenschappelijke carrière
opgegeven (op het moment dat hij terugkeerde naar Twente had Martin meer dan 50
publicaties op zijn naam staan), om zich vrijwel
volledig op onderwijs te kunnen concentreren.
Zelf noemt hij dit wellicht een ongebruikelijke
stap, maar hij heeft er nooit spijt van gehad.
Dat studenten hier ook blij mee zijn, blijkt wel
INTO
PSYCHOLOGICAL TREATMENT
uit het feit dat hij drie keer de decentrale prijs
voor docent van het jaar voor de opleiding
scheikundige technologie heeft gewonnen en
het afgelopen jaar op de Universiteit Twente is
verkozen tot Docent van het Jaar.

EXPERIMENTEREN
Zelf geeft Martin aan dat hij altijd een vrij traditionele docent was, maar dat dat zeker sinds
hij bij ATLAS is gaan werken is veranderd en
dat hij meer is gaan experimenteren. Martin:
“ATLAS gaf mij de mogelijkheid om op niet
traditionele manieren onderwijs te geven, wat
ik als grote uitdaging zag en zie.”
Zijn doel is studenten te enthousiasmeren
en met behulp van zijn lessen te interesseren
voor het vakgebied. Dat hij niet terugschrikt
om buiten gebaande paden te gaan, blijkt ook
uit een interview met UT nieuws. Hierin geeft
hij aan dat het onderwijs wat hem betreft
achterloopt op hoe kennis uiteindelijk in de
maatschappij gebruikt gaat worden.
Bij het oplossen van een probleem in de praktijk ga je ook niet eerst flink op een onderwerp
studeren, maar is het juist van belang dat je de
relevante informatie kunt vinden en filteren en
daarbij met anderen kunt overleggen. Waarom
zou je dan bijvoorbeeld bij een tentamen niet
met anderen mogen overleggen of wellicht
zelfs een smartphone mogen gebruiken?
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ABSTRACT
Until recently clinical psychology has been mainly concerned with what is defined as deviant
and/or maladaptive mental states. In this chapter, we present a new model for sustainable mental
health that allows for balanced psychological treatment. The model is based on a growing body
of research demonstrating that mental illness and mental well-being are related but distinct
dimensions of mental health. Further research shows that well-being actually reduces the
risk of mental illness. An important component in the model is that sustainable mental health
incorporates well-being as an essential mental health outcome in addition to and alongside
mental illness. The model also proposes adaptation processes that are essential in the regulation
of mental well-being and mental illness. Psychological treatments and interventions are placed
on a spectrum targeting either barriers or resources for successful adaptation or a combination
of both. Evidence of the impact of psychological treatments that fit well with the model such as
Acceptance and Commitment Therapy and Life-review therapy in the context of public mental
health is presented. The advantages of the model are twofold. Firstly, it surpasses a simplistic
dichotomy of ‘positive’ versus ‘negative’ approaches, and secondly, it offers an integrative
perspective for practitioners.
Reference:
Bohlmeijer, E.T., Westerhof, G.J. (in press). A new model for sustainable mental health, Integrating
well-being into psychological treatment. J. Kirby & P. Gilbert (Eds) Making an Impact on Mental
Health and Illness. London: Routeledge.
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INTRODUCTION
As a practicing therapist or counsellor, bring to mind one of your current clients. Imagine
this person as you meet him or her during your sessions together. What are the client’s major
complaints and problems? How does this client present him or herself? How is your client
currently functioning in his or her social and societal life?
Next we would like you to imagine your client two years from now after successful treatment.
What would you hope for your client? For example, how do you see the client functioning in daily
life two years from now? We suppose that most therapists and counsellors will hope that their
clients’ complaints and problems have been resolved or have substantially diminished and they
are coping well with, or adapting to, life-events, difficulties and daily hassles. But we also suppose
that most of you will imagine the presence of positive functioning. Most likely you will envision
your client being engaged in meaningful activities, experiencing caring and loving relationships
and possibly feeling joy and happiness.
If you agree with these assumptions, you probably also agree with the idea that mental
health care should not only focus on treating mental disorders and symptomatology, but also on
promoting positive aspects of mental health. In this chapter, we propose a balanced perspective
between a more traditional, illness-oriented approach and a broader approach that also includes
well-being as an important aspect of mental health. After a brief account of the development of
illness- and health-related approaches, a heuristic, balanced model of sustainable mental health is
introduced that integrates dysfunctional and functional perspectives of mental health.
We will review the evidence that positive mental health can be reliably measured as wellbeing. We then explore the growing number of studies investigating the impact of mental
well-being and its relationship with psychopathology. Sustainable mental health is realized with a
spectrum of treatments and interventions targeting both dysfunctional and functional emotional,
cognitive and behavioural patterns. We will discuss how a number of psychological treatments
align well with a balanced focus on suffering alongside well-being. To support our thesis, we will
review studies that evaluated the impact of some of these interventions on mental health. We end
this chapter by outlining some challenges for the actual realization of this model of sustainable
mental health.

THE NEED FOR A MORE BALANCED APPROACH IN
CLINICAL PSYCHOLOGY
Though it seems safe to conclude that most therapists would consider indicators of positive
functioning as vital outcomes of treatment, the dominant focus in measuring treatment success
has been on mental disorders and symptoms of psychopathology. Maddux (2009) argued that this
is due to the fact that clinical psychology adopted an illness ideology from its beginning and that,
in the 20th century, clinical psychology has become increasingly illness-oriented. Terms reflect an
underlying medical model such as: symptomatology, disorder, pathology, diagnosis, treatment,
patient and clinician. This illness ideology can also be witnessed in ever-expanding classification
instruments – such as the Diagnostic and Statistical Manual (DSM) – that have become a primary
framework for treatment. Clinical psychology has become mainly concerned with what is deviant
and abnormal and with maladaptive behaviours and conditions. Identifying disorders and applying
interventions that aim to ‘repair’ underlying maladaptive functioning are considered the primary
tasks of the clinician.
It is important to acknowledge that this approach has been to various degrees successful. A
large body of knowledge currently exists on dysfunctional physical, neurological, psychological
and social factors that cause or maintain distress and mental disorders (Davey, 2008). Evidencebased treatment guidelines and interventions for many disorders are now widely available.
However, the medical model in clinical psychology has also been criticized (Gilbert, 2019;
Bentall, 2010). One criticism is that the medical approach yields a tendency to over-medicalize
and pathologizes various forms of suffering including those that arise from reactions to aversive
life-events (Maddux, 2009). For example, shyness has gradually been transformed from being a
normal behaviour into a social anxiety disorder (Lane, 2007). A second criticism is that categories
of psychological disorders are socially constructed, do not represent actual discrete phenomena
and, therefore, are limited in facilitating indications for specific treatments. An alternative
dimensional approach to identifying individual differences in psychological phenomena such as
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attachment styles, emotion-regulation and cognitive patterns has been developed and is more
promising in informing individualized interventions (e.g., Helzer et al., 2008; Brown & Barlow,
2005). A third criticism is that the positive dimensions of life have long been overlooked despite
the fact that the question ‘what causes mental health or well-being’ is equally as essential as
the question concerning ‘what causes mental suffering or ill-being’ (Erikson, 1959; Seligman &
Csikszentmihalyi, 2000). If one agrees that the presence of well-being is an important outcome
in psychological interventions, then one must maintain a balanced understanding that while
diminishing maladaptive functioning can reduce mental suffering, promoting adaptive functioning
can yield well-being.
Many scholars have articulated this proposition over the past decades. More than 60 years
ago, Marie Jahoda (1958) conducted a review of psychological theories and conceptualizations of
mental health and defined six criteria of mental health, which included positive attitudes towards
oneself, integration and autonomy. Building on this work, Ryff (1989) elaborated upon the concept
of psychological well-being, based on a systematic review of mainly humanistic and lifespan
theories on mental health and healthy human development, for example: the concept of the fully
functioning person (Rogers, 1961), self-actualization (Maslow, 1954) and personal development
(Erikson, 1959). Fava (2007) proposed that enduring or complete recovery from mental illness
should be defined as the absence of suffering and the presence of psychological well-being.
In addition, he was among the first to develop a specific well-being therapy (Fava et al., 1998).
Similarly, Keyes (2005) conceived of complete mental health as a state in which individuals are
both free of psychopathology and are flourishing. Keyes (2005) defined ﬂourishing in life as the
presence of high levels of subjective well-being and positive (psychological and social) functioning.
Consumers of mental health care also acknowledge the importance of well-being in recovery. In
contrast to clinical recovery, personal recovery has been defined as working towards well-being,
regardless of the presence of mental illness (Slade, 2010). It is a way of living a satisfying, hopeful
and contributing life even within the limitations caused by illness (Anthony, 1993).
In a broader sense, positive psychology has been developed as a science of well-being
and flourishing, with a focus on studying positive emotions, traits and institutions (Seligman &
Csikszentmihaly, 2000). The benefits of positive psychology in the context of clinical psychology
have been discussed as providing a more balanced research field, improving prediction and
treatment of mental disorder and buffering negative life events (e.g., Seligman, Rashid & Parks,
2006; Wood & Tarrier, 2010). A growing number of studies have evaluated the impact of positive
psychology interventions in clinical populations (Chakkhsi, Kraiss, Sommers-Spijkerman &
Bohlmeijer, 2018). Cloninger (2006) underscored the challenge for psychiatry to improve wellbeing in the general population and developed an integrated psychoeducational intervention with
a focus on physical, psychological and spiritual well-being. Huppert (2005) advocated population
approaches to increase well-being and underscored that even small increases of well-being in the
population will substantially diminish the incidence of mental illness.
Reviewing the various models of mental well-being, Vaillant (2003) distinguished six
conceptual ways to assess it: 1) mental health as above normal, 2) positive psychology, 3) maturity,
4) social-emotional intelligence, 5) subjective well-being and 6) resilience. Vaillant stresses that
these models complement each other and that each model describes only some aspects of mental
well-being, yet often in psychology we focus on only one conceptual model as opposed to an
integrative approach.
Based on this past research, we can conclude that in the last decades many appeals have
been made for clinical psychology and psychiatry to broaden their scopes to include various
models of mental well-being. However, we argue that no fundamental changes have evolved in
clinical practice; and that, despite the fact that therapists may use mental well-being theories
as primary guidance for their therapies, daily clinical practice is still predominantly illness- or
disorder-oriented. There is at present no systematic integration of mental well-being approaches
into clinical psychology practice nor into mental health care as a whole. One reason may be that
mental illness is a condition that seems to be reliably defined with clear limits while mental wellbeing appears to be a value judgement rather than within the domain of science (Vaillant, 2003).
Whereas a humanistic approach is often difficult to reconcile with empirical evidence, positive
psychology has also introduced empirical studies (Waterman, 1993). Granted, the concepts and
measurements are still rather new and sometimes disputed, like the different conceptions of wellbeing. Another likely reason is that clinical psychologists are predominantly trained to analyse and
treating symptom-defined disorders and their dysfunctional emotional, cognitive and behavioural
patterns. Therefore, an orientation towards mental illness readily becomes the core DNA of their
professional identity.
Given this background, we propose that the profession requires a more systematic integration
of well-being into clinical psychology. Mental well-being offers new dimensions for process
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insights and new interventions (Vaillant, 2003). The evidence that has been lacking to support
this claim is now widely available, with much more research available on positive interventions in
clinical contexts (e.g., Wood & Johnson, 2016).

TOWARDS A MODEL FOR SUSTAINABLE MENTAL HEALTH
We propose that our model of sustainable mental health provides an essential starting point
for reviewing the evidence in favour of integrating positive psychology into clinical models and
providing a structure to different psychological treatments. Figure 1 presents a heuristic model for
sustainable mental health. While it is beyond the scope of this chapter to present a detailed review
of the various components of the model, we will summarize the model’s components below.
The first component in this model is that, in addition to reductions in symptoms of mental
health difficulties and psychopathology, signs and expressions of mental well-being are seen as
essential outcomes of interventions. The research we present in this chapter shows that one
cannot simply assume that the absence of mental illness automatically implies the presence of
well-being. Perhaps more importantly, mental well-being and mental illness are not simply each
other’s complement and bipolar constructs, but rather hold a dynamic relationship in which both
may influence the other. This is not to say that there may be times when mental illness is so
dominant in people’s lives that it may be difficult to imagine how well-being can also be present.
The second component of the model is the inclusion of adaptation processes. The absence
of psychological complaints and the presence of well-being can easily be taken as normative
endpoints in the sense that people are expected to strive for continuous optimal states of absence
of distress or mental illness and a constant presence of mental well-being. However, it is not
realistic to state that life will always be without suffering or that it will always be characterized
by flourishing. We, therefore, expect that both continua of mental health will fluctuate across
time. What is important to understand is how people regulate their mental well-being, particularly
because such an understanding can also provide possibilities for psychological interventions.
Therefore, adaptation processes appear in our model.
A third component in the model is the presence of contextual factors. Systems such as
relationships, parents, organizations and communities may cause or maintain dysfunctional or
maladaptive cognitions or behaviours that are related to mental illnesses or distress. However,
these social and familial contexts can also enhance resources that promote adaptation and mental
health.
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One must acknowledge that social, historical, and cultural contexts play an significant role
in supporting or thwarting individual attempts to maintain and achieve mental health (see also
Gilbert, 1995; 2019). Although in this chapter we mainly focus on individual aspects of the model,
this does not mean that individuals are solely responsible for managing their mental health. Social
contexts and cultures are known to major factors in both positive and distressing mental states
(Haslam, Jetten, Cruwys, Dingle & Haslam, 2018).
A fourth component of the model includes psychological treatments and their targets. A large
number of psychological treatments have been developed in the second half of the 20th century,
reflecting the growing interest in the psychological model of psychopathology. We propose that
one way to categorize psychological treatments is to determine whether the treatment’s primary
focus for successful adaptation is targeting barriers versus resources. Currently there are no clear
divisions between treatments focusing on mental illness and treatments focusing on mental wellbeing. Rather, psychological treatments may directly and indirectly impact both psychopathology
or well-being through different underlying mechanisms.

MENTAL HEALTH AND ITS RELATIONSHIP WITH
PSYCHOPATHOLOGY
In this section, we will discuss the definition of well-being, its measurement, relationship to
psychopathology and application in clinical practice.
An essential question is how to define mental health beyond the absence of illness and
symptoms. The World Health Organization (WHO, 2005) defined mental health as ‘a state of
well-being in which the individual realizes his or her own abilities, can cope with the normal
stresses of life, can work productively and fruitfully, and is able to make a contribution to his or
her community’ (p. 2). The three core components of this definition are 1) feeling well, 2) effective
functioning of an individual, and 3) effective functioning of the individual within a community.
To further operationalize these core components from the point of view of the individual’s
experience, Keyes (2002) drew on psychological and social research that explored the nature
of well-being. Two traditions of well-being are often distinguished: hedonic well-being and
eudaimonic well-being (Ryan & Deci, 2001; Waterman, 1993). Keyes (2002) equates hedonic wellbeing with emotional well-being. It is linked to being able to ‘take pleasure from our senses’, such
as enjoying food, music, the smell of flowers and sex. There is now a widespread consensus that
emotional well-being is a multidimensional concept, including evaluations of life in general and
life domains in emotional terms (i.e. life-satisfaction) along with the presence of positive affects
and the absence of negative affects (Diener, 1984; Diener et al., 1999). The concept of eudaimonia
dates back to Aristotle, who believed that the essential element of a good life was the realization
of one’s own potential, as opposed to subjective happiness (Waterman, 1993). Ryff (1989; Ryff &
Essex, 1991) has been influential in operationalizing the psychological dimension of eudaimonic
well-being. He found six elements of positive functioning that make up psychological well-being:
self-acceptance, purpose in life, autonomy, positive relationships with others, environmental
mastery and personal growth. Each of these elements is important as one strives to realize one’s
potential and to live a fulfilled life. In addition to individual functioning, Keyes (1998) argued
that optimal social functioning in terms of social engagement and societal functioning is also
an essential aspect of eudaimonic well-being. Based on an examination of the work of classical
sociologists and social psychologists, Keyes distinguished five dimensions of what he called social
well-being: social coherence, social acceptance, social actualization, social contribution and social
integration. Table 1 gives a short description of the dimensions of emotional, psychological and
social well-being. In this way, mental well-being comprises the presence of both emotional wellbeing as an indicator of feeling well along with psychological and social well-being as indicators of
living well and meaningfully. Whereas much debate about the relations and precedence of hedonic
and eudaimonic well-being have ensued, Keyes (2002) considers both equally important. He
defined flourishing as the combination of high levels of both hedonic well-being and eudaimonic
well-being.
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Table 1 Short description of 14 dimensions of emotional, psychological and social well-being

EMOTIONAL WELL-BEING
Positive affect

Experiencing the presence of positive emotions and vitality.

Life-satisfaction

Evaluating one’s life in a positive way.

Negative affect

Experiencing absence of severe and lasting negative emotions.

PSYCHOLOGICAL WELL-BEING
Autonomy

Self-determining and independent; able to resist social pressures
to think and act in certain ways; regulates behaviour from
within; evaluates by personal standards.

Environmental mastery

Having a sense of competence in managing the environment
and daily activities, able to create contexts suitable to personal
needs.

Personal growth

Having a feeling of developing oneself and a sense of realizing
one’s potential; seeing improvement in one’s self over time.

Positive relations with others

Having warm and trusting relationships with others.

Purpose in life

Having goals in life and a sense of direction; having meaningful
goals for living.

Self-acceptance

Possessing a positive attitude toward oneself; acknowledging
and accepting positive and negative qualities.

SOCIAL WELL-BEING
Social acceptance

Having a positive attitude towards others while acknowledging
people’s differences.

Social actualization

Believing that people and society have potential and can evolve
positively.

Social contribution

Feeling that one’s life is useful to others and society.

Social coherence

Feeling that society and culture are intelligible and somewhat
predictable and meaningful.

Social integration

Having a sense of belonging to a community and feeling
supported by others.

During the past decades, many reliable and valid instruments have been developed to
measure well-being. The combination of the Satisfaction with Life Scale (SWLS; Pavot & Diener,
2008) and the Positive and Negative Affect Schedule (PANAS; Watson & Tellegen, 1999) is
often used to assess hedonic well-being. Several instruments have been developed to assess
eudaimonic aspects of well-being, but there is less consensus in this domain. Instruments that
have been used are, for example, the Basic Need Satisfaction Scale that was developed from
self-determination theory (Johnston & Finney, 2010) and the Flourishing scale (Diener et al., 2009)
that has a less clear theoretical foundation for its choice of items. Ryff (1989) developed the
Psychological Well-Being Scales to assess psychological well-being and Keyes (1998) developed
the Social Well-Being Scales to assess social well-being. A number of instruments assess aspects
of both hedonic and eudaimonic well-being and a good example is the PERMA profiler (Positive
emotion, Engagement, Relationships, Meaning, and Accomplishment) that is based on a positive
psychological model of flourishing (Seligman, 2018).
In our own studies, we contributed to the development of the Mental Health Continuum–
Short Form (MHC-SF) that was first introduced by Keyes (2005). This instrument is the only one
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that assesses all theoretically derived aspects of emotional, psychological and social well-being,
with one item for each dimension as described in Table 1. The instrument was developed from
longer versions of instruments that assess the three core components (Keyes, 2005). Research has
consistently found support for the three-factor structure, with excellent reliability and construct
validity of the MHC-SF in various healthy samples across the world, such as the United States
(Robitscheck & Keyes, 2009), the Netherlands (Lamers et al., 2011), South Africa (Keyes et
al., 2008), Iran (Joshanloo et al., 2013), North Korea (Lim, 2014) and Argentina (Perugini, Dela
Iglesia, Solano & Keyes, 2017). Using advanced longitudinal Item Response Theory analyses,
Lamers, Glas, Westerhof and Bohlmeijer (2012) found that the MHC-SF resulted in no differential
item functioning across time, demographics and health indicators. This implies that the items
are equally reliable in assessing levels of well-being across time and groups. A cross-national
comparison including the Netherlands, Iran, and South Africa also confirmed the measurement
equivalence in different cultures (Joshanloo et al., 2013).
After defining mental well-being and providing the means to assess it, another vital question
is how mental well-being relates to mental illness. There is growing evidence for the two-continua
model. This model holds that mental well-being and mental illness are related, yet discernible
phenomena: one continuum represents the presence or absence of mental well-being, the other
the presence or absence of mental illness. This two-related-factors model of mental well-being
and illness has demonstrated superiority over one-factor models in large representative surveys
of American, English and Dutch adults (Keyes, 2005; Lamers et al., 2011; Schotanus-Dijkstra et
al., 2016; Weich et al., 2011; Westerhof & Keyes, 2010). The evidence for mental well-being and
mental illness as distinct dimensions is also supported by studies examining genetics (Kendler
et al., 2011), health and life-style surveys (Huppert & Whittington, 2003) and life-span studies
(Westerhof & Keyes, 2010; Lamers et al., 2012a).
Substantial longitudinal evidence indicates that higher levels of mental well-being reduce
the risk of mental health problems (e.g., Grant, Guille & Sen, 2013; Keyes, Dhingra & Simoes,
2010; Wood & Joseph, 2010). Wood and Joseph (2010) found that people low in psychological
well-being were up to seven times more likely to meet the cut-off for clinical depression ten years
later. Lamers and colleagues (2015) demonstrated that, three and six months later, changes
in well-being were predictive of levels of psychopathology and vice versa. These bidirectional
relations remained after statistically controlling for initial levels of well-being and psychopathology,
revealing that both dimensions should be seen as complimentary. Using data from almost 5000
representative Dutch adults, Schotanus-Dijkstra and colleagues (2017a) found that the presence
of high levels of mental well-being at one moment reduced the risk of incident mood disorders by
28% and the risk of incident anxiety disorders by 53% three years later. While controlling for sociodemographics, physical health, life-events, comorbidity and clinical severity, a recent longitudinal
panel study demonstrated that mental well-being positively influenced recovery from anxiety
disorder three years later (Schotanus-Dijkstra et al., 2019).
One explanation for the buffering effects of mental well-being on mental illness is that positive
characteristics are helpful in successful coping/adaptation to negative life-events (Ryff, 2014;
Vaillant, 2000; Wood & Tarrier, 2010). For example, the ability to experience positive emotions
motivates cognitions and behaviour that promote resources for coping with future difficult life
periods (Fredrickson, 1998, 2001). The adaptive and buffering effects of positive characteristics
have also been demonstrated for optimism (Schiavon et al., 2017), gratitude (Wood, Froh &
Geraghty, 2010) and positive and supportive relationships (Holeva, Tarrier & Wells, 2001). Several
reviews have also found that higher levels of mental well-being may promote recovery and reduce
the risk of mortality in people with physical diseases (Chida & Steptoe, 2008; Howell, Kern &
Lyubomirsky, 2007; Lamers et al., 2012b).
The studies described above have been carried out in the general population. In more recent
studies, we focused on mental well-being and illness in clinical populations. The reliability and
validity of the MHC-SF were evaluated in clinical populations in a study with 472 adult psychiatric
outpatients with mood, anxiety, personality, developmental and eating disorders (Franken et al.,
2018) and in 468 people with eating disorders (De Vos, Radstaak, Bohlmeijer & Westerhof, 2018).
Confirmatory factor analyses showed that the three-factor structure of emotional, psychological
and social well-being fitted the data best. Internal consistency was high for both the total scale
and the three subscales. In these studies, we also addressed the two-continua model. Again, this
model had the best fit in these clinical groups, although the correlation between mental well-being
and illness was substantially higher than in the general population (Franken et al., 2018; De Vos
et al., 2018). Nevertheless, levels of well-being showed large variations: De Vos and colleagues
(2018) found that about 26% of patients with eating disorders experienced low levels of mental
well-being but another 13% experienced high levels of mental well-being. Lastly, the two-continua
model has also been corroborated in outcome research. Post-hoc analyses on a large randomized
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controlled trial on the effects of Acceptance and Commitment Therapy (ACT) as guided self-help
for depression (Fledderus et al., 2012) demonstrated that 64% of the participants receiving ACT
reliably changed either their mental well-being or depression and 72% reliably changed either their
mental well-being or anxiety (Trompetter et al., 2017). This finding shows that interventions may
have differential effects for mental well-being and mental illness.
All these studies support the importance of promoting mental well-being in clinical
populations and the general public, as suggested by the scholars we presented in the introduction
of this chapter. However, there is an additional reason why mental well-being should be integrated
into clinical care: patients value mental well-being as part of their perspective on recovery. One
can make a distinction between clinical and personal recovery. Whereas clinical recovery focuses
on decreasing symptoms and remission, personal recovery focuses on the process that patients
with mental health difficulties undergo in order to reconstruct their identity and live a meaningful
life. Leamy and colleagues (2011) synthesized studies on recovery from patients’ perspectives
and introduced the CHIME model: Connectedness, Hope, Identity, Meaning, and Empowerment.
This model has close correspondence to aspects of eudaimonic well-being; and, in a recent study,
it was found that there is a strong correlation between the MHC-SF and the questionnaire about
the processes of recovery (QPR), a self-reporting instrument developed from the CHIME model
(Kraiss et al., in revision). In a systematic review of qualitative studies on patients’ perspectives
of recovery among persons recovered from eating disorders, it was found that clinical indices for
recovery were considered less important than aspects of recovery related to psychological wellbeing (De Vos et al., 2017).

ADAPTATION PROCESSES
The absence of psychological complaints and the presence of well-being can easily be taken
as normative endpoints in the sense that one might always strive for these optimal states of
mental health. However, it is not realistic to expect that life will always be without suffering or that
it will always be characterized by high levels of well-being. Therefore, we expect that both continua
of mental health will fluctuate across time in a dynamic reciprocal process. Understanding how
people regulate their mental health is essential, also because that understanding may provide
possibilities for psychological interventions. For this reason, we have added adaptation processes
to our balanced model of sustainable mental health.
Psychosocial adaptation can be seen as a process by which a person interacts with the
psychosocial consequences of challenges in his or her life (e.g., daily hassles, chronic and/or
severe physical and mental diseases, life-events such divorce, accidents and unemployment). A
common view is that temporality plays a key role in adaptation (Livneh, 2001). We distinguish
between short-term, intermediate and longer term adaptive challenges (see also Kashdan &
Rotternberg, 2010). Short-term challenges include day-to-day events that often involve emotional
reactions and expressions, such as anger, anxiety or dips in mood or confidence. These shortterm reactions ask for processes of coping that mainly focus on the reduction of stress (Lazarus &
Folkman, 1984). Intermediate challenges may be referred to as self-management and can include
dealing with symptoms of illness, communication with health professionals, or adopting life-style
changes (Barlow et al., 2002; Lorig & Holman, 2003). We can note too that there are long- term
challenges that require the assimilation and accommodation of life-goals, identity, and meaning in
life.
A large body of psychological literature that relates to adaptation processes has focused
on how to deal with stress, symptoms, and illnesses. These processes are important mainly in
the regulation of the illness continuum of mental health, often with a reactive focus on solving
problems, restoring previous levels of functioning or bouncing back to an earlier equilibrium.
Recently, positive psychology has offered a number of processes that more strongly focus on
maintaining or promoting mental well-being, like paying attention to positive emotions or the use
of strengths, virtues, and values (Fredrickson, 2001; Lyubomirsky, Sheldon, & Schkade, 2005).
Processes involved include, for example, benefit finding (Tennen & Affleck, 2005), post-traumatic
growth (Tedeschi & Calhoun, 1995), and a sense of coherence (Antonovksy, 1993). These
processes focus more on the maintenance of well-being, despite the presence of problems and
stress, or even on growth in well-being due to stressful experiences.
In our search for adaptation processes, we were mainly looking for processes that go beyond
the duality of preventing and treating mental illness or maintaining and promoting mental health.
Instead, we wanted the processes to focus on maintaining a balance between an acceptance
attitude towards suffering with appropriate efforts at alleviation and prevention on the one hand,
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and meaningful living, on the other. Although many suitable concepts exist, we decided to focus
on psychological flexibility and meaning-making in stories. We chose these two processes in
particular because they also provide vital building blocks for the interventions we describe in the
next section.
The flexibility of a system relates to its potential for change according to context. So, for
example, cardiovascular sensitivity relates to the degree to which the heart can cope and adapt its
responses to challenges upon it. Psychological flexibility is central in Acceptance and Commitment
Therapy (ACT), whose core processes of adaption are the ability to be aware of and accept one’s
emotions and cognitions and to commit to responding to life-situations in a way that is consistent
with one’s values (Hayes, 2016). The basic idea is that experiential avoidance occurs when people
lose contact with negative sensations, emotions, and thoughts. Trying to control such emotions
is counterproductive as it leads to a reduction in behaviour and functioning and a loss of valuedbased living (Hayes et al., 2013). Another approach is to strive for acceptance, strengthening
the contact with experiences in the current moment. One process for acceptance that has
captured much attention in research is mindfulness, i.e, purposeful attention to the present
moment without judgement (see the chapter by Felicia Huppert in this volume). The ACT idea of
psychological flexibility is to combine acceptance with commitment, i.e., to engage in behaviours
that are directed towards personal values. Gilbert (2019) also argues that acceptance must be
matched with discernments for wise or moral action. Psychological flexibility has been described as
a fundamental aspect of health (Kashdan & Rottenberg, 2010).
Meaning-making in stories refers to the assumption from a narrative perspective is that
people give meaning to themselves and their lives through stories that integrate the past, present
and future (McAdams, 2006). Stories have also been described as “selfing devices” and thus play
a role in identity development at a separate level of personality. Stress, problems, and life events
may result in disruption of the narrative process of meaning giving, which has also been described
as narrative foreclosure (Bohlmeijer et al., 2013; 2014; Freeman, 2000). This may result in chaotic,
victimic, negatively laden, and meaningless stories that undermine both continua of mental health
(Westerhof & Bohlmeijer, 2012). Over time, life events may also result in a re-reading of one’s
life in hindsight (Randall & McKim, 2008), resulting in quest stories and perhaps the individual
ultimately finding new meanings. The basic idea is that over time stress, problems, and life-events
may obtain new meanings that go beyond a simple dichotomy of negative or positive. This is
probably most clearly found in redemption stories, which follow a typically American script (movie
or book plot) in which negative events have a positive outcome (McAdams, 2006).
A systematic review has shown that the way people tell stories about themselves and their
lives is related to mental health and well-being, over and beyond the Big Five personality traits
(Adler et al., 2015). These stories include affective aspects like positive affectivity or redemption
motivational aspects like the fulfilment of agency and communion, as well as meaning making
processes. These meaning making processes are related to aspects of identity development in
which the way people identify with and distance themselves from difficult life experiences is key in
the regulation of mental health and well-being (Westerhof & Bohlmeijer, 2012).

A SPECTRUM OF PSYCHOLOGICAL TREATMENTS
Keyes (2005) argued that the two-continua model may contribute to broadening and changing
the goals of mental health care. Whereas mental health care has increasingly focused on the
treatment and prevention of mental illness over the past decades, adding the continuum of mental
well-being also opens up the potential for the protection and promotion of mental well-being.
Another component of our model of sustainable mental health includes psychological
treatments and how they target mental well-being and illness. Rather than an either/or division, we
propose that psychological treatments can be ordered on a spectrum, depending on whether the
primary focus of treatment is targeting barriers or targeting resources for successful adaptation.
Psychological treatments may, therefore, directly or indirectly impact psychopathology or wellbeing.
At one end of the spectrum are psychological treatments or interventions that primarily target
barriers for successful adaptation, for example dysfunctional cognitions, emotion-regulation
and behaviour. Cognitive Behavioural Therapies (CBT) may target information processing biases
and negative biases in thinking such as overgeneralization and magnification or minimization,
dysfunctional schema and beliefs about the world and oneself, avoidance behaviour, deficits
in social skills and lack of positive events that are sources of reward or reinforcement.
Psychodynamic treatments may focus on targeting dysfunctional defence mechanisms and
resolving repressed conflicts and problematic relationships with attachment figures. Systemic
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therapies may target dysfunctional communication and support patterns in families and
relationships. Medical treatments may target abnormalities in levels of brain neurotransmitters or
dysfunctions of brain areas. Interpersonal therapy may target maladaptive attachment styles and
metacommunication patterns.
In the past decades, many studies have been conducted to evaluate the effects of these
psychological treatments for various disorders, though CBT seems to be, by far, the most
evaluated treatment. Meta-analyses in general demonstrate moderate to large effects on mental
illness (e.g., Cuijpers et al., 2014; Driessen et al., 2015). However, reviewing over 400 trials of
psychological treatment of depression, Cuijpers (2015 concludes that the effects have probably
been overestimated due to publication bias and the low quality of most studies.
At the other end of the spectrum are psychological treatments or interventions that primarily
focus on developing and using resources for adaptation. Positive psychological interventions
(PPIs) target positive emotions, cognitions, and behaviours. Examples of PPIs are interventions
to increase savoring, gratitude, optimism, the awareness and use of strengths, meaning and
positive relationships. Meta-analyses have shown that it is possible to enhance emotional and
psychological well-being through PPIs (Bolier et al., 2013; Sin & Lyubomirsky, 2009; Weiss,
Westerhof & Bohlmeijer, 2016). A recent meta-analysis of the effects of PPIs in clinical populations
found small to moderate effects on mental well-being, depression and anxiety (Chakhssi et
al., 2018). Some of these treatments in clinical populations are relatively new and have been
studied to a much lesser extent. One example is positive psychotherapy which combines PPIs in
a structured program. Small to moderate effects have been found in studies evaluating positive
psychotherapy in various clinical populations (Rashid, 2015). One large study compared positive
psychotherapy and CBT in women with a major depressive disorder and found no significant
differences (Chaves et al., 2017). Another example is Well-being Therapy (WBT), a structured
treatment aiming to extend periods of positive functioning and targeting the six dimensions of
psychological well-being (Fava et al., 1998). WBT has been evaluated in mostly small samples of
various clinical populations, yielding small to large effects on well-being (e.g., Fava, 1999; Fava et
al., 2005; Ruini & Ryff, 2016).
Other psychological treatments could be placed more in the middle of the spectrum of
psychological treatments, equally targeting barriers that hinder adaptation as well as resources
that promote adaptation. One example is Acceptance and Commitment Therapy (ACT). ACT has
been defined as a distinctive model of behavioural and cognitive therapy with a strong focus
on the context of behaviour (Hayes et al., 2013). It is partly based on a model of how language
enables new forms of cognition and meaning-creation called relational frame theory. It links
behavioural principles of psychological flexibility to both pathology and flourishing (Ciarrochi
& Kashdan, 2013; Hayes et al., 2013). ACT targets dysfunctional patterns such as experiential
avoidance while at the same time targeting resources such as awareness of and commitment to
personal values. Thus, the promotion of mental well-being is a core focus in ACT (White et al.,
2017). Meta-analyses have found moderate effects of ACT in various clinical populations (e.g.,
A-Tjak et al.; 2015, Veehof et al., 2016; Veehof et al., 2011).
Compassion- and mindfulness-based treatments can also be placed in the middle of the
treatment spectrum (e.g., Bishop et al., 2004; Gilbert, 2014; Kabat-Zin et al., 1992; Neff, 2003).
Although often combined, compassion and mindfulness do quite different things. Mindfulness is
primarily a training in the competencies of attention and knowing awareness in different domains
of functioning. Mindfulness can be focused on sensory experience (the breath sounds and sights)
or what arises in the mind as it arises. See the chapter of Huppert in this book for a review of the
benefits of mindfulness
Compassion on the other hand is a motivational process that can be deliberately cultivated
(Gilbert 2014). CFT argues that mammals, and especially humans, have evolved to be a highly
regulated through (caring) social relationships. There are a range of physiological systems that
are specifically linked to caring and affiliative behaviour (such as aspects of the frontal cortex, the
vagus nerve and hormones like oxytocin) which play fundamental roles in emotion regulation,
mental health and moral behaviour (Gilbert, 2015) . CFT and CMT works with clients to stimulate
these care-focused motives and systems,. CFT and CMT cultivates care-focused wisdom and
courage to be able to work both on mental health difficulties and also promote stronger affiliative
relations, be caring to others, and generate a particular meaningful orientation to life which is to
live ‘to be helpful not harmful’ (Gilbert, 2014, 2019). While different compassion focused models
have slightly different orientations and approaches a recent meta-analysis of 21 RCT studies
of compassion-based interventions found that they not only decrease mental health difficulties
and symptoms but also improve well-being (Kirby, Tellegen, & Day, 2017). See the chapters by
Gilbert and Kirby in this book for an elaborate description of compassion and compassion-focused
therapy.
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Another approach which can also be placed in the middle of the spectrum is life-review.
Life review interventions focus on the integration of both positive and negative memories across
one’s whole lifespan (Westerhof, 2019). There is considerable evidence that life review results in
moderate decreases in depressive symptoms as well as in moderate increases in different aspects
of well-being and positive functioning (Bohlmeijer et al., 2003, 2007; Pinquart & Forstmeier,
2012). The strongest effects are found for clinical populations and are similar to those of cognitive
behavioural therapy in older adults (Pinquart & Forstmeier, 2012). A number of studies have shown
that increases in meaning in life mediate the effects of life review interventions on depressive
symptoms thereby providing evidence for the working mechanism of life review interventions
(Korte et al., 2012b; Lamers et al., 2015; Reker et al., 2012; Westerhof et al., 2010).

IMPLEMENTATION AND EVIDENCE OF IMPACT
At the Centre for eHealth and Well-Being Research at the University of Twente in the
Netherlands, we have been working on several projects to corroborate and implement the model
for sustainable mental health.
Our first line of research has been to include the MHC-SF in large panel studies in the general
Dutch population alongside the instruments used to assess psychopathology and mental illness
(e.g. Lamers et al., 2015; Schotanus-Dijkstra et al., 2016). We presented the results of these
studies in the first sections of this chapter. In combination with other international studies, there is
now a body of knowledge supporting the notion that mental health difficulties and mental wellbeing are two related but distinct phenomena and that the presence of mental well-being reduces
the risk of mental illness occurring. This line of research increasingly shows the health gains that
can be reached at a population level by focusing on both continua.
There has been some criticism of the model. For example, the instruments used for assessing
mental health difficulties (the Brief Symptom Inventory; BSI) and the MHC-SF have slightly
different answering formats: the BSI asks for the intensity of feelings during the past week and
the MHC-SF asks for the frequency of feelings during the past month. In our pilot studies a
representative Dutch panel, we addressed this issue and compared the correlation of the original
versions of the BSI and the MHC-SF to the correlation where the answering format of the MHC-SF
was similar to that of the BSI. The correlation for emotional, social, and psychological well-being
for the similar format (r=-.53, -.41, and -.42; n=151) was stronger than for the different format (r=.46, -.21 and -.25; n=145), but not significantly so.
A second line of research has been to collaborate closely with mental health care institutes.
Several institutes have implemented the MHC-SF in their routine outcome monitoring system.
As we have discussed, the first studies have demonstrated that in people with mental illnesses
the correlation between mental illness and mental well-being is stronger than in the general
population, but the two-continua model still holds as superior to a one-dimensional model (De
Vos et al., 2018; Franken et al., 2018). A substantial percentage of persons with various mental
illnesses are still able to maintain adequate levels of well-being or even to flourish despite their
mental health problems (De Vos et al., 2018; Franken et al., 2018). These cross-sectional studies
were based on assessments at the start of psychological treatment. As assessments of mental
health and psychopathology are conducted at a regular basis during psychological treatment,
therefore in the near future, we will be able to study longitudinal relationships between mental
well-being and mental illness.
Two interesting issues have emerged during this project, possibly hindering the enduring
implementation of the MHC-SF as an outcome measure in mental health care. First, despite the
excellent reliability of the MHC-SF in the context of research, clients find some of the MHC-SF
questions difficult to answer. For example, some people find it difficult to rate the exact frequency
in time or to understand the rather abstract items on social well-being. We have, therefore,
simplified the answer format and some of the items on social well-being. We are currently
evaluating the psychometric properties of this more practice-friendly version of the MHC-SF.
Secondly, both clients and therapists have indicated that they do not understand the rationale of
the MHC-SF in the context of treatment, undermining the motivation to fill-out the questionnaire
and use the results as guidance for the focus of the therapy. Such queries have exposed the need
for both professionals and clients to be informed about the relevance of mental health in the
context of treatment. We are now developing a guide for therapists about mental health and the
MHC-SF. This guide will include a framework on how to interpret the scores on the questionnaire,
how therapists can discuss the results with their clients, and possible interventions to increase
mental well-being. We have also developed a leaflet for clients with information about mental
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well-being, complete recovery and the MHC-SF. The next step will be to organize meetings in
mental health care institutes and during conferences to inform professionals about these new
developments.
A third line of research has been to develop new interventions that align well with the model
of sustainable mental health and to evaluate the impact of these interventions in the context
of public mental health promotion and psychological treatment. Given the high prevalence of
common mental disorders such as depression and anxiety, there is need for early, low-intensity
interventions. (Guided) self-help inventions are promising in this respect, as research has shown
them to be as effective as face-to-face treatments (Cuijpers et al., 2010; Van het Hof, Cuijpers &
Stein, 2009).
In one project a self-help book for depression was developed based on Acceptance and
Commitment Therapy and mindfulness: Beginners guide of mindfulness (Bohlmeijer & Hulsbergen,
2017). The first part of the book has readers reflect on their avoidance and control strategies and
whether these strategies are effective in the long term. In the second part, readers learn how to
come into contact with their current difficult experiences without trying to avoid or control them.
The capacity to defuse from cognitions is amply practiced. The third part focuses on building a
courageous willingness to live a life that is consistent with one’s personal values and to experience
a sense of purpose and meaning that these values bring. In addition, manuals for implementing
the Beginners guide of mindfulness as a group course and as guided self-help were developed.
Significant moderate to large effects on depression, well-being and psychological flexibility and
mindfulness were found in various large trials that compared intervention in a group format and
intervention as guided self-help to waiting-list control groups (Bohlmeijer et al., 2011; Bohlmeijer,
Lamers & Fledderus , 2015; Fledderus, Bohlmeijer, Pieterse & Schreurs, 2012). Beginners guide
of mindfulness has also been implemented as an eHealth intervention and similar effects were
found (Pots et al., 2016). The effects were maintained at 6 and 12 months, thereby demonstrating
a sustained impact on distress and well-being. A trial is being conducted evaluating the
effectiveness of Beginners guide of mindfulness as guided self-help for older adults with anxiety
symptoms (Witlox et al., 2018). The program is now widely implemented in mental health care and
financed by some major insurance companies in the Netherlands.
In a similar vein, a self-help program covering eight modules based on positive psychotherapy
was developed (Schotanus-Dijkstra et al., 2017b). Each module consists of psychoeducation
and evidence-based positive psychology exercises concerning six key components of mental
health: positive emotions, discovering and using strengths, optimism and hope, self-compassion,
resilience and positive relations (Bohlmeijer & Hulsbergen, 2018). Adults with low to moderate
levels of well-being were invited to participate in a pragmatic trial and randomly assigned to
positive psychotherapy as guided self-help or to a waiting list. Moderate to large effects on
mental health and distress were found up to 12 months after baseline for those participants in
the self-help program (Schotanus-Dijkstra et al., 2017b), again suggesting a sustained impact on
public mental health. Increases in positive relationships and self-compassion were found to be the
strongest mediators of the effects on mental health and distress (Schotanus-Dijkstra et al., 2019).
In other studies, we evaluated the impact of compassionate mind training for adults with
suboptimal well-being or mild distress (Sommers-Spijkerman, Trompetter, Schreurs & Bohlmeijer,
2018). Adults with a low to moderate level of well-being were recruited in the general Dutch
population and randomised to compassionate mind training as guided self-help (n = 121) or a
waitlist control group (n = 122). Participants completed measures of well-being and psychological
distress at baseline, post-intervention (three months) and three- and nine-month follow-up. The
primary outcome was well-being, assessed with the Mental Health Continuum - Short Form
(MHC-SF). Secondary outcomes were depressive and anxiety symptoms, stress, self-compassion,
self-criticism, self-reassurance, positive and negative affect, and gratitude. Compared to the
waitlist control group, the compassion training group showed superior improvement on wellbeing and all secondary outcomes at post-intervention and three-month follow-up. In addition, the
effects of the compassionate mind training were found to be mediated by self-reassurance and
self-criticism (Sommers-Spijkerman, Trompetter, Schreurs & Bohlmeijer, 2018).
We also assessed interventions based on life-review for older adults with moderate depressive
symptoms (Korte et al., 2012a; Westerhof et al., 2019), in particular with a focus on the retrieval of
specific positive memories across one’s lifespan (Westerhof et al., 2017).
Collectively these intervention studies demonstrate that early interventions based on
psychological treatments that fit well with the model for sustainable mental health can have a
substantial and sustained impact on mental well-being and mental illness. Furthermore, these
effects are at least partially mediated by increases in the ability to adapt (psychological flexibility)
and positive resources (positive relationships, self-compassion, mindfulness, positive emotions,
and meaning in life).
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A fourth line of research has focused on psychological treatments for people with more
severe mental health problems through the implementation of interventions that promote mental
well-being and help to develop adaptive resources. The model for sustainable mental health allows
the design of various treatment pathways. One obvious flow of treatment is to start by focusing
on managing mental illness symptoms and then to shift to a mental well-being perspective. As
an example of this pathway, we adapted well-being therapy (WBT; Meulenbeek, Christenhusz
& Bohlmeijer, 2015) as a rehabilitation therapy for patients who have responded to an evidencebased treatment for Posttraumatic stress disorder and compared it to treatment-as-usual (TAU;
Radstaak, Huning & Bohlmeijer, in revision). WBT was found to be more effective than TAU
for participants with low levels of well-being at baseline. The effects were large for well-being
and posttraumatic growth at nine months follow-up. These findings suggest that WBT can be
effective in the rehabilitation of patients with PTSD when levels of well-being are still low after
psychological treatment that targets symptoms of PTSD.
In a current project, we are evaluating a new 8-week group intervention Living well with
bipolar disorder for people with bipolar disorder in remission (Kraiss et al., 2018). The intervention
aims to improve personal recovery and well-being. The intervention comprises evidence-based
positive psychology and compassion exercises (Schotanus-Dijkstra et al., 2017b; SpijkermanSommers et al., 2018). Core themes are: self-compassion and common humanity, compassionate
balancing emotion-systems, positive emotions and dampening, coping with fear of relapse,
personal goals and strengths, and positive relationships (Kraiss et al., 2018). This intervention is
being compared to care-as-usual, and the primary outcomes being evaluated are well-being and
personal recovery. Various reviews have underscored the potential benefits of positive psychology
interventions for people with mental illnesses (e.g., Chakkhsi et al., 2018; Rashid, 2015; Weiss,
Westerhof & Bohlmeijer, 2016).
Another research project that we are currently working on is the development of a narrative
intervention for people with personality disorders (Westerhof et al., 2017). The goal of this
intervention is to support people with personality disorders in their personal and social recovery.
People write and share stories in a triptych: stories about the past that they want to carry along
with them in their recovery trajectory; stories about choices, turning points or trajectories that
made them decide to search for help; stories about their expectations for the future after treatment
has finished. These stories are collected into a printed book with help of a digital platform. We
developed this intervention by combining the best available evidence on life story interventions,
the expertise of clinicians and the preferences and values of people with personality disorders
themselves. Its feasibility is currently being evaluated. Similar projects have addressed the
effectiveness of narrative interventions for persons with psychiatric problems and intellectual
disability (Westerhof et al., 2015) as well as for persons with dementia (Elfrink et al., 2017).
These studies show that interventions focusing on both barriers to and resources for
adaptation can be fruitful for people who suffer from more severe mental illnesses. An immediate
challenge is to determine how to best combine these well-being interventions with more
traditional approaches and to determine when exactly to offer each type of intervention during
the course of treatment. We have now mainly focused on implementation towards the end of
traditional treatment in order to strengthen recovery and prevent relapse. Another possibility
would be to start with a number of sessions promoting resources for adaptation, such as
compassion, positive emotions or positive relationships, and then implement a treatment targeting
symptoms of mental illness. The assumption would be that clients who have more resources
for adaptation and mental health would benefit to a great extent from intensive and confronting
treatments (Trompetter et al., 2016). Alternatively, one could systematically integrate positive
interventions into existing treatment protocols for mental illness.

CONCLUSION: DIRECTIONS FOR FUTURE INNOVATION
AND RESEARCH
The call for a broader approach to mental health has existed for decades. Although the
implementation of such an approach has lagged behind more traditional treatments, the time is
ripe for a more balanced psychological treatment that might yield sustainable mental health. We
have tried to contribute to this vision by developing a theoretical model of sustainable mental
health, instruments to assess mental well-being, and interventions to support adaptation. We
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believe that enhancing positive functioning has great potential for improving the prevention
and treatment of mental illness and promoting mental well-being and the ability to adapt. The
presence of mental well-being as a core outcome of mental health care will make the impact of
psychological treatments on clinical and personal recovery more sustainable. The model presented
in this chapter aims to integrate perspectives on dysfunctional and adaptive functioning and
thereby surpasses a simplistic distinction between ‘negative’ versus ‘positive’ psychology. We
have discussed a selection of the growing evidence that corroborates a model of sustainable
mental health and the need for more balanced psychological treatments.
However, some challenges for the actual implementation of sustainable mental health care
still exist. One such challenge is that contemporary clinical psychology prioritizes a conception of
human beings that is largely based on pathology and dysfunctionality. This illness-orientation has
been dominant in research and education from the beginnings of psychology as a scientific and
professional discipline (Maddux, 2009); and, consequentially, it may be difficult for professionals
to imagine it otherwise. We foresee at least two ways in which this may change in the near future.
The first is to implement the science of well-being and positive psychology into mainstream
psychology and clinical psychology educational programs. At our university, we developed a
master program that uses the model of sustainable mental health as the main framework for
its learning objectives. The students learn to classify disorders, to assess factors that cause and
maintain symptoms of mental illness and to apply the basics of cognitive behavioural therapy.
But they also learn to assess emotional and psychological well-being and to apply positive
psychology interventions. Additionally, we are witnessing mental health care institutes’ growing
interest in positive psychology and the implementation of treatments based on well-being therapy
and positive psychotherapy. Increasingly, mental health care professionals are augmenting
their treatments to include ACT, compassion based and narrative interventions that integrate
perspectives on positive functioning and flourishing. The second development that will facilitate
implementing the model of sustainable mental health and a more balanced treatment is the
growing interest in personal recovery. The voice of mental health care users is becoming stronger,
and their needs will have a rising impact on the development of innovative services. Public interest
is rising for treatments that promote the ability to live a joyful, meaningful and engaged life, even
in the presence of mental illness symptoms (e.g., Kraiss et al., 2018; Slade et al., 2015).
Another major challenge is to develop and implement interventions that are tailored to the
needs of people across cultures and education levels. In some of the studies we presented in
this chapter, the majority of the participants were Caucasian and higher educated, limiting the
generalizability of the findings (e.g., Schotanus-Dijkstra et al., 2017b). It has been found that
this population is worldwide overly represented in studies on positive psychology interventions
(Hendriks et al., 2018). However, some interventions may already be highly adaptive to various
cultures. Life-story interventions focus on personal memories that are related to specific cultural
contexts (Lau & Cheng, 2011). The emphasis in ACT on clarification of personal values boosts its
cross-cultural applicability (White et al., 2017). The exploration of values ‘allows a natural cultural
adaptation that is sensitive to the individual and yet maintains contact with underlying behavioral
processes’ (Hayes, Muto & Masada, 2011; p. 236).
Despite the remaining challenges facing the integration of well-being into psychological
treatment both in practice and research, the science of mental well-being has the potential to
increase the impact of psychological treatments and population approaches in the context of
public mental health. Integrating mental well-being as a core outcome of psychological treatment
and implementing interventions that promote positive behaviour, emotions and cognitions can
yield a more balanced perspective and approach and promises to create a more sustained impact
on mental health.

ACKNOWLEDGEMENT
We would like express our gratitude to Romy Klein who suggested sustainable mental health
as name for the model we presented in this chapter.

A new model for sustainable mental health I 16

REFERENCES
A-Tjak, J.G.L., Davis, M.L., Morina, N., Powers, M.B., Smits, J.A.J., Emmelkamp, P.M.G. (2015).
A meta-analysis of the efficacy of Acceptance and Commitment Therapy for clinically
relevant mental and physical health problems. Psychotherapy and Psychosomatics, 84: 30-36.
Adler, J. M., Lodi-Smith, J., Philippe, F. L., & Houle, I. (2016). The incremental validity of narrative 		
identity in predicting well-being: A review of the field and recommendations for the 			
future. Personality and Social Psychology Review, 20: 142–175.
Anthony, W.A. (1993). Recovery from mental illness: the guiding vision of the mental health 		
system in the 1990s. Innovations and research, 2: 17-24.
Antonovsky, A. (1993). The structure and properties of the sense of coherence scale. Social 		
Science and Medicine, 36: 725-733.
Barlow, J., Wright, C., Sheasby, J., Turner, A., Hainsworth, J. (2002). Self-management approaches
for people with chronic conditions: a review. Patient Education Counseling, 48: 177-187.
Bentall, R.P (2010). Doctoring the Mind: Why psychiatric treatments fail. London: Penguin.
Bishop, S.R., Lau, M., Shapiro, S., Carlson, L., Anderson, N.C., Carmody, J. (2004). 			
Mindfulness: A proposed operational definition. Clinical Psychology: Science and Practice, 		
11: 230-241.
Bohlmeijer E.T., Fledderus M., Rokx A., Pieterse M. (2011). The effects of ACT as an early 			
intervention for adults with psychological distress, results of a randomized controlled trial. 		
Behaviour Research Therapy, 49: 62-67
Bohlmeijer, E.T., Lamers, S.M.A., Fledderus, M. (2015). Flourishing in people with depressive 		
symptomatology increases with Acceptance and Commitment Therapy. Post-hoc 			
analyses of a randomized controlled trial. Behaviour Research and Therapy, 65: 101-106.
Bohlmeijer, E.T., Hulsbergen, M.L. (2017). Beginners guide to mindfulness. London: McGraw-Hill.
Bohlmeijer, E.T., Hulsbergen, M.L. (2018). Using Positive Psychology Everyday. Learn how to 		
flourish. London: Routledge
Bohlmeijer, E.T, Westerhof, G.J., Randall, W., Tromp, T., Kenyon, G. (2013). Narrative foreclosure 		
in later life, preliminary considerations of a new sensitizing concept. Journal of 			
Aging Studies, 25: 364 – 370.
Bohlmeijer, E. T., Roemer, M., Smit, F., & Cuijpers, P (2007). The effects of life-review on life-		
satisfaction and well-being: results of a meta-analysis. Aging & Mental Health,
11: 291-300.
Bohlmeijer E. T., Smit, F., & Cuijpers, P. (2003). Effects of reminiscence and life-review on late-life 		
depression: a meta-analysis. International Journal of Geriatric Studies, 18: 1088 – 1094.
Bolier, L., Haverman, M., Westerhof, G.J., Riper, H., Smit, F., Bohlmeijer, E.T. (2013). Positive 		
psychology interventions: a meta-analysis of randomized controlled studies. BMC Public 		
Health, 13: 119.
Brown, T.A., Barlow, D.H. (2005). Dimensional versus categorical classification of mental disorders
in the 5th edition of the DSM and beyond: comment on the special section. Journal of 		
abnormal psychology, 114: 551-556.
Chakhssi, F, Kraiss, J.T., Sommers-Spijkerman, M., Bohlmeijer, E.T. (2018). The effects of positive 		
psychology interventions on well-being and distress in clinical samples with psychiatric or 		
somatic disorders: a systematic review and meta-analysis. BMC Psychiatry, 18: 211
Chaves, C., Lopez-Gomez, I., Hervas, G., & Vazquez, C. (2017). A comparative study on the 		
efficacy of a positive psychology intervention and a cognitive behavioral therapy for 			
clinical depression. Cognitive Therapy and Research, 41: 417-433.
Chida Y., Steptoe A. (2008). Positive psychological well-being and mortality: A quantitative review 		
of prospective observational studies. Psychosomatic Medicine 70: 741-756.
Ciarrochi, J., Kashdan, T.B. (2013). The foundations of flourishing. In: T.B. Kashdan & J. Ciarrochi 		
(Eds). Mindfulness, acceptance and positive psychology. Oakland: New Harbinger Press 		
(pp. 1 – 29).
Cloninger, C.R. (2006). The science of well-being: an integrated approach to mental health and its 		
disorders. World Psychiatry, 5: 2.
Cuijpers, P., Donker, T., van Straten, A., Andersson, G. (2010). Is guided self-help as effective as 		
face-to-face psychotherapy for depression and anxiety disorders? A systematic review 		
and meta-analysis of comparative outcome studies. Psychological Medicine, 40: 			
1943-1957.
Cuijpers, P. (2015). Psychotherapies for adult depression: recent development. Current Opinions in
Psychiatry, 28: 24-29.
Cuijpers, P., Karyotake, E., Weitz, E., Andersson, G., Hollon, S.D., van Straten, A. (2014). The 		

A new model for sustainable mental health I 17

effects of psychotherapies for major depression in adults remission, recovery 			
and improvement: a meta-analysis. Journal of affective disorders, 159: 118-126.
Cuijpers, P. (2016). The future of psychotherapy research: stop the waste and focus on issues that 		
matter. Epidemiology and Psychiatric Sciences, 25: 291-294.
Davey, G. (2008). Psychopathology, research, assessment and treatment in clinical psychology.
Oxford: BPS Blackwell.
De Vos, J.A., Radstaak, M., Bohlmeijer, E.T., Westerhof, G.J. (2018). Having an eating disorder and
still being able to flourish? Examination of pathological symptoms and well-being as two 		
continua of mental health in a clinical sample. Frontiers in Psychology, 9: 2145.
De Vos, J.A., LaMarre, A., (2017). Identifying fundamental criteria for eating disorder recovery: A 		
systematic review and qualitative meta-analysis. Journal of eating disorders, 5: 34.
Diener, E. (1984). Subjective well-being. Psychological Bulletin, 95, 542-575.
Diener, E., Suh, E. M., Lucas, R., & Smith, H. L. (1999). Subjective well-being: Three decades of 		
progress. Psychological Bulletin, 125: 276-302.
Diener, E., Wirtz, D., Tov, W., Kim-Prieto, C., Choi, D., Oishi, S., Biswas-Diener, R. (2009). New 		
well-being measures: short scales to assess flourishing and positive and negative 			
feelings. Social Indicators Research, 97: 143-156.
Driessen, E., Hegelmaier, L.M., Abbass, A.A., Barber, J.P., Dekker, J.J.M., Van Henricus, L., 		
Jansma, E.P., Cuijpers, P. (2015). The efficacy of short-term psychodynamic 			
psychotherapy for depression: a meta-analytic update. Clinical Psychology Review, 42: 		
1-15.
Elfrink, T. R., Zuidema, S. U., Kunz, M., & Westerhof, G. J. (2017). The effectiveness of creating an 		
Online Life Story Book on persons with early dementia and their informal caregivers: A 		
protocol of a randomized controlled trial. BMC Geriatrics, 17: 95.
Erikson, E. H. (1959). Identity and the life cycle. New York: International Universities Press
Fava, G. A., Rafanelli, C., Cazzaro, M., Conti, S., Grandi, S. (1998). Well-being therapy A 		
novel psychotherapeutic approach for residual symptoms of affective disorders. 			
Psychological Medicine, 28: 475-480.
Fava, G. A. (1999). Well-being therapy: conceptual and technical issues. Psychotherapy and 		
Psychosomatics, 68: 171-179.
Fava, G. A., Ruini, C., Rafanelli, C., Finos, L., Salmaso, L., Magnelli, L., et al. (2005). Well-being 		
therapy of generalized anxiety disorder. Psychotherapy and Psychosomatics, 74: 26-30.
Fledderus, M., Bohlmeijer, E.T., Pieterse, M.E., Schreurs, K.G.M. (2012) Acceptance and 		
commitment therapy as guided self-help for psychological distress and positive 			
mental health: a randomized controlled trial. Psychological Medicine, 42: 485 – 495
Franken, C.P.M., Lamers. S.M.A., Ten Klooster, P.M., Bohlmeijer, E.T., Westerhof, G.J. (2018). 		
Validation of the Mental Health Continuum-Short Form and the dual continua model of 		
well-being and psychopathology in an adult mental health setting. Journal of 			
Clinical Psychology, 74: 2187-2202.
Fredrickson, B. (1998). What good are positive emotions? Review of General Psychology, 2, 300-319.
Fredrickson, B. (2001). The role of positive emotions in positive psychology: The broaden-and-build
theory of positive emotions. American Psychologist, 56: 218-226.
Freeman, M. (2000). When the story’s over: Narrative foreclosure and the possibility of self-		
renewal. In M. Andrews, S. D. Sclater & C. Squire (Eds.), Lines of narrative: Psychosocial 		
perspectives (pp. 81-91). New York, NY: Routledge.
Gilbert P. (2014). The origins and nature of compassion focused therapy. British Journal of Clinical 		
Psychology 53: 6-41.
Gilbert. P. (2019). Psychotherapy for the 21st Century: An integrative, evolutionary, contextual, 		
biopsychosocial approach. Psychology and Psychotherapy: Special edition Building an 		
Integrative Science for Psychotherapy for the 21st-Century
Gilbert, P. (2015). Affiliative and prosocial motives and emotions in mental health. Dialogues in 		
Clinical Neuroscience, 17, 381-389.
Gilbert, P. (1995). Biopsychosocial approaches and evolutionary theory as aids to integration in 		
clinical psychology and psychotherapy. Clinical Psychology and Psychotherapy, 			
2, 135- 156.
Gilbert, P & Kirby, J.N. (2019). Preface and Introduction: Challenges of building an integrative 		
science for psychotherapy for the 21st-Century. Psychology and Psychotherapy Special 		
edition: Building an Integrative Science for Psychotherapy for the 21st-Century.
Grant, F., Guille, C., & Sen, S. (2013). Well-being and the risk of depression under stress. PloS One,
8: e67395.
Haslam, C., Jetten, J., Cruwys, T., Dingle, G.A., & Haslam, A.S. (2018). The new psychology of 		
health: unlocking the social cure. London Routledge.
Hayes, S.C., Levin, M.E., Plumb-Vilardaga, J., Villatte, J.L., Pistorello, J. (2013). Acceptance and 		

A new model for sustainable mental health I 18

commitment therapy and contextual behavioral science: the progress of a distinctive 		
model of behavioral and cognitive therapy. Behavior Therapy, 44: 180-198.
Hayes, S.C. (2016). Acceptance and Commitment Therapy, Relational Frame Theory and the third 		
wave of Behavioral and Cognitive Therapies, republished article. Behavior Therapy, 47: 		
869-885.
Hayes, S. C., Muto, T., & Masuda, A. (2011). Seeking cultural competence from the ground up. 		
Clinical Psychology: Science and Practice, 18: 232-237.
Hendriks, T., Warren, M.A., Schotanus-Dijkstra, M., Hassankhan, A., Graafsma, T., Bohlmeijer, E.T.,
Jong, J. de. (2018). How weird are positive psychology interventions? A bibliometric 		
analysis of randomized controlled trials on the science of well-being. Journal of Positive 		
Psychology, Doi.org/10.1080/17439760.2018.1484941
Helzer, J.E., Kraemer, H.C., Krueger, R.F., Wittchen, H., Sirovatka, P.J., Regier, D.A. (2008). 		
Dimensional approaches in Diagnostic Classification: refining the research agenda for 			
DSM-V. American Psychiatric Association: Arlington, VA, USA.
Holeva, V., Tarrier, N., Wells, A. (2001). Prevalence and predictors of acute stress disorder and 		
PTSD following road traffic accidents: thought control strategies and social support. 		
Behavior Therapy, 32: 65-83.
Howell, R. T., Kern, M. L., & Lyubomirsky, S. (2007). Health benefits: Meta-analytically determining
the impact of well-being on objective health outcomes. Health Psychology Review, 1:
83–136.
Huppert, F.A., Whittington, J.E. (2003). Evidence for the independence of positive and negative 		
well-being: implications for quality of life assessment. British Journal of Health 			
Psychology, 8: 107-122.
Huppert, F.A. (2005). Positive mental health in individuals and populations. In: F.A. Huppert, N. 		
Baylis, B, Keverne (Eds): The science of well-being ( pp. 307-342). Oxford: Oxford 			
University Press.
Jahoda, M. (1958). Current concepts of positive mental health. New York, NY: Basic Books.
Joshanloo, M., Wissing, M. P., Khumalo, I. P., & Lamers, S. M. A. (2013). Measurement invariance
of the Mental Health Continuum-Short Form (MHC-SF) across three cultural groups. 		
Personality and Individual Differences, 55: 755–759.
Kabat-Zinn, J., Massion, A. O., Kristeller, J., & Peterson, L. G. (1992). Effectiveness of a meditationbased stress reduction program in the treatment of anxiety disorders. American Journal 		
of Psychiatry, 149: 936–943.
Kashdan, T.B., Rottenberg, J. (2010). Psychological flexibility as a fundamental aspect of health. 		
Clinical Psychology Review, 30: 865-878.
Keyes, C. L. M. (1998). Social well–being. Social Psychology Quarterly, 61: 121–140.
Keyes, C. L. M. (2002). The mental health continuum: From languishing to flourishing in life. 		
Journal of Health and Social Behavior, 43: 207–222.
Keyes, C. L. M. (2005). Mental illness and/or mental health? Investigating axioms of the complete 		
state model of health. Journal of Consulting and Clinical Psychology, 73: 539–548.
Keyes, C. L. M., Wissing, M. P., Potgieter, J. P., Temane, M., Kruger, A., & van Rooy, S. (2008). 		
Evaluation of the mental health continuum–short form (MHC–SF) in setswana‐speaking 		
South Africans. Clinical Psychology and Psychotherapy, 15: 181–192.
Keyes, C. L. M., Dhingra, S. S., & Simoes, E. J. (2010). Change in level of positive mental health
as a predictor of future risk of mental illness. American Journal of Public Health, 100: 		
2366–2371.
Korte, J., Bohlmeijer, E.T., Westerhof, G.J., Cappeliez, P., Smit, F. (2012a). Life-review therapy for 		
older adults with depressive symptomatology. Evaluation in a pragmatic Randomized 		
Controlled Trial. Psychological Medicine, 42: 1163 – 1173.
Korte, J., Cappeliez, P., Bohlmeijer, E.T., Westerhof, G.J. (2012b). Meaning in life and mastery 		
mediate the relationship of negative reminiscence with psychological distress 			
among older adults with mild to moderate depressive symptoms. European Journal of 		
Ageing 9: 343-351.
Kraiss, J.T., Ten Klooster, P.M., Crispijn, M., Kupka, R., Bohlmeijer, E.T. (2018). B-positive: a 		
randomized controlled trial of a multicomponent positive psychology intervention for 		
euthymic patients with bipolar disorder – study protocol and intervention development. 		
BMC Psychiatry, 18: 335.
Kraiss, J.T., Ten Klooster, P.M., Crispijn, M., Kupka, R., Bohlmeijer, E.T. (in revision). Measuring 		
personal recovery in people with bipolar disorder and exploring its relationship 			
with well-being and social-role participation. Psychotherapy and Psychosomatics.
Lamers, S. M. A., Westerhof, G. J., Bohlmeijer, E. T., Ten Klooster, P. M., & Keyes, C.L.M. (2011). 		
Evaluating the Psychometric Properties of the Mental Health Continuum-Short 			

A new model for sustainable mental health I 19

Form (MHC-SF) in the Dutch Population. Journal of Clinical Psychology 67: 99-110.
Lamers, S. M. A., Glas, C. A. W., Westerhof, G. J., & Bohlmeijer, E. T. (2012a). Longitudinal 		
Evaluation of the Mental Health Continuum- Short Form (MHC-SF). European Journal of 		
Psychological Assessment, 28: 290–296.
Lamers, S.M.A., Bolier, L., Westerhof, G.J., Smit, F., Bohlmeijer, E.T. (2012b). The impact of 		
emotional well-being on long-term recovery and survival in physical illness: a 			
meta-analysis. Journal of Behavioral Medicine, 35: 538 – 547
Lamers, S. M. A., Westerhof, G. J., Glas, C. A. W., & Bohlmeijer, E. T. (2015). The bidirectional 		
relation between positive mental health and psychopathology in a longitudinal 			
representative panel study. The Journal of Positive Psychology, 6: 553-560.
Lamers, S. M. A., Bohlmeijer, E. T., Korte, J., & Westerhof, G. J. (2015). The Efficacy of Life-Review
as Online-Guided Self-help for Adults: A Randomized Trial. The Journals of Gerontology 		
Series B: Psychological Sciences and Social Sciences, 70: 24–34.
Lane, C. (2007). Shyness: How normal behavior became a sickness. New Haven, CT: Yale 			
University Press.
Lazarus, R. S., & Folkman, S. (1984). Stress, appraisal and coping. New York, NY: Springer.
Leamy, M., Bird, V., Le Boutillier, C., Williams, J., & Slade, M. (2011). Conceptual framework for 		
personal recovery in mental health: systematic review and narrative synthesis. The British 		
Journal of Psychiatry, 199: 445-452.
Lim, Y.-J. (2014). Psychometric characteristics of the Korean Mental Health Continuum–short form
in an adolescent sample. Journal of Psychoeducational Assessment, 32: 356–364.
Livneh, H. (2001). Psychological adaptation to chronic illness and disability: a conceptual 			
framework. RCB 44: 151-160.
Loriq, K.R., Holman, H. (2003). Self-management education: history, definition, outcomes, and 		
mechanisms. Annual Behavioral Medicine, 26: 1-7.
Lyubomirsky, S., Sheldon, K., & Schkade, D. (2005). Pursuing happiness: The architecture of 		
sustainable change. Review of General Psychology, 9: 111-131.
Maddux, J. (2009). Stopping the ‘madness’: Positive psychology and deconstructing the illness 		
ideology and the DSM. In S. J. Lopez & C. R. Snyder (Eds.), Oxford handbook of positive 		
psychology (2nd ed.) (pp. 61-69). New York, NY: Oxford University Press.
Maslow, A.H. (1954). Motivation and personality. London: Harper & Row, Publishers.
McAdams, D. (2006). The redemptive self: Stories Americans live by. New York, NY: Oxford 		
University Press.
Meulenbeek, P., Christenhusz, L., Bohlmeijer, E.T. (2015). Well-being therapy in the Netherlands; 		
letter to the editor. Psychotherapy and Psychosomatics, 84: 316-317.
Neff, K. (2003). Self-Compassion: An Alternative Conceptualization of a Healthy Attitude Toward 		
Oneself. Self and Identity, 2: 85–101.
Pavot, W., & Diener, E. (2008). The Satisfaction With Life Scale and the emerging construct of life 		
satisfaction. Journal of Positive Psychology, 3: 137-152.
Perugini, M. L. , de la Iglesia, G., Castro Solano, A., Keyes, C. L.(2017). The Mental Health 		
Continuum-Short Form (MHC-SF) in the Argentinean context: Confirmatory 			
factor analysis and measurement invariance. European Journal of Psychology, 3: 93-108.
Pinquart, M., & Forstmeier, S. (2012). Effects of reminiscence interventions on psychosocial 		
outcomes: A meta-analysis. Aging & Mental Health, 16: 541–558
Pots, W.T.M., Fledderus, M., Meulenbeek, P.A.M., Ten Klooster, P.M., Schreurs, K.M.G., Bohlmeijer,
E.T. (2016). Acceptance and commitment therapy as a web-Based intervention for 			
depressive symptoms: Randomised controlled trial. British Journal of Psychiatry, 			
208: 69-77.
Rogers, C.R. (1961). On becoming a person. London: Constable & Robinson Ltd.
Radstaak, M., Huning & Bohlmeijer (in revision). Well-being therapy as rehabilitation therapy for 		
patients with PTSD-symptoms: A randomized controlled trial. Journal of posttraumatic 		
disorder.
Randall, W., & McKim, E. (2008). Reading our lives: The poetics of growing old. New York: Oxford
Rashid, T. (2015). Positive psychotherapy: A strength-based approach. The Journal of Positive 		
Psychology, 10: 25-40.
Reker, G. T., Birren, J. E., & Svensson, C. M. (2012). Restoring, maintaining, and enhancing 		
personal meaning in life through autobiographical methods. In P. T. P. Wong (Ed.), The 		
human quest for meaning: Theories, research, and applications., 2nd ed. (pp. 383–407). 		
New York, NY: Routledge/Taylor & Francis Group.
Robitschek, C., & Keyes, C. L. M. (2009). Keyes’s model of mental health with personal growth 		
initiative as a parsimonious predictor. Journal of Counseling Psychology, 56: 321–329.
Ruini, C., Ryff, C.D. (2016). Using eudaimonic well-being to improve lives. In: A.M. Wood & J. 		
Johnson (Eds): The wiley handbook of positive clinical psychology (pp 153-166). 			

A new model for sustainable mental health I 20

Wiley Blackwell.
Ryan, R. M., & Deci, E. L. (2001). On happiness and human potentials: A review of research on 		
hedonic and eudaimonic well-being. Annual Review of Psychology, 52: 141-166.
Ryff, C. D. (1989). Happiness is everything, or is it? Explorations on the meaning of psychological 		
well-being. Journal of Personality and Social Psychology, 57: 1069-1081.
Ryff, C. D., & Essex, M. J. (1991). Psychological well-being in adulthood and old age: Descriptive 		
markers and explanatory processes. Annual Review of Gerontology and Geriatrics, 10:
144-171.
Ryff, C. D. (2014). Psychological Well-Being Revisited: Advances in the Science and Practice of 		
Eudaimonia. Psychotherapy and Psychosomatics, 83, 10–28.
Schiavon, C.C., Marchetti, E., Gurgel, L.G., Busnello, F.M., Reppold, C.T. (2017). Optimism 		
and hope in chronic disease: a systematic review. Frontiers in psychology, 7:2022.
Schotanus-Dijkstra, M., Pieterse, M.E., Drossaert, C.H.C., Westerhof, G.J., de Graaf, R., 			
ten Have, M., Walburg, J.A., Bohlmeijer, E.T. (2016). What Factors are Associated with 		
Flourishing? Results from a Large Representative National Sample. Journal of Happiness 		
Studies, 17: 1351-1370.
Schotanus-Dijkstra, M., Ten Have, M., Lamers, S.M.A., De Graaf, R., Bohlmeijer, E.T. (2017a). 		
The longitudinal relationship between flourishing mental health and incident 			
mood, anxiety and substance use disorders. European Journal of Public 				
Health, 27: 563-568.
Schotanus-Dijkstra, M., Drossaert, C.H.C., Pieterse, M.E., Boon, B., Walburg, J.A., Bohlmeijer, 		
E.T. (2017b). An early intervention to promote well-being and flourishing and 			
reduce anxiety and depression: A randomized controlled trial. Internet 				
Interventions, 9: 15-24.
Schotanus-Dijkstra, M., Pieterse, M.E., Drossaert, C.H.C., Walburg, J.A., Bohlmeijer, E.T. (2019). 		
Possible mechanisms in a multicomponent email guided positive psychology intervention 		
to improve mental well-being, anxiety and depression: a multiple mediation model. The 		
journal of positive psychology, 14: 141-155.
Schotanus-Dijkstra, M., de Graaf, R., ten Have, M., Keyes, C. (in press). Recovery from mood, 		
anxiety and substance disorders: the influence of positive mental health. Journal 			
of affective disorders.
Seligman, M., & Csikszentmihalyi, M. (2000). Positive psychology: An introduction. American 		
Psychologist, 55: 5-14.
Seligman, M., Rashid, T., & Parks, A. (2006). Positive psychotherapy. American Psychologist, 61, 		
774-788.
Seligman, M. (2018). Perma and the building blocks of well-being. The Journal of positive 			
psychology, 13: 333-335.
Sin, N. L., & Lyubomirsky, S. (2009). Enhancing well-being and alleviating depressive symptoms 		
with positive psychology interventions: a practice-friendly meta-analysis. Journal of 			
Clinical Psychology, 65: 467-487.
Slade, M. (2010). Mental illness and well-being: the central importance of positive psychology and
recovery approaches. BMC Health Services Research, 10: 26.
Sommers-Spijkerman, M.P.J., Trompetter, H.R., Schreurs, K.M.G., Bohlmeijer, E.T. (2018) 			
Compassion-focused therapy as guided self-help for enhancing public mental health: A 		
randomized controlled trial. Journal of Consulting and Clinical Psychology, 86: 101-115.
Sommers-Spijkerman, M., Trompetter, H.R., Schreurs, K.M.G., Bohlmeijer, E.T. (2018). Pathways to
improving mental health in compassion-focused therapy: self-reassurance, self-criticism 		
and affect as mediators of change. Frontiers Psychology, 9: 2442.
Tedeschi, R.G., & Calhoun, L.G. (1995). Trauma and transformation: Growing in the 			
aftermath of suffering. Thousand Oaks, CA: Sage.
Tennen, H., & Affleck, G. (2005). Benefit finding and benefit-reminding. In C. R. Snyder & S. J. 		
Lopez (Eds.): Handbook of positive psychology (pp. 584-597). New York, NY: 			
Oxford University Press.
Trompetter, H.R., Lamers, S.M.A., Westerhof, G.J., Fledderus, M., Bohlmeijer, E.T. (2017). Both 		
positive mental health and psychopathology should be monitored in psychotherapy: 		
Confirmation for the dual-factor model in acceptance and commitment therapy. 			
Behaviour Research and Therapy, 91: 58-63.
Trompetter, H.R., Bohlmeijer, E.T., Lamers, S.M.A., Schreurs, K.M.G. (2016). Positive psychological
wellbeing is required for online self-help acceptance and commitment therapy for chronic 		
pain to be effective. Frontiers in Psychology, 7: 353.
Vaillant, G. (2000). Adaptive mental mechanisms: Their role in a positive psychology. American 		
Psychologist, 55: 89-98.

A new model for sustainable mental health I 21

Vaillant, G. (2003). Mental health. American Journal of Psychiatry, 160: 1373-1384.
Van het Hof, E., Cuijpers, C., Stein, D.J. (2009). Self-help and internet-guided interventions in 		
depression and anxiety disorders: a systematic review of meta-analyses. CNS Spectr, 14: 		
34-40.
Veehof, M.M., Oskam, M.J., Schreurs, K.M.G., Bohlmeijer, E.T. (2011). Acceptance-based 		
interventions for the treatment of chronic pain: A systematic review and meta-analysis. 		
Pain, 152: 533-542.
Veehof, M.M., Trompetter, H.R., Bohlmeijer, E.T., Schreurs, K.M.G. (2016). Acceptance- and 		
mindfulness-based interventions for the treatment of chronic pain: a meta-analytic review. 		
Cognitive Behaviour Therapy, 45: 5-31.
Waterman, A. (1993). Two conceptions of happiness: Contrasts of personal expressiveness 		
(eudaimonia) and hedonic enjoyment. Journal of Personality and Social Psychology, 64:
678-691.
Watson, D., & Tellegen, A. (1999). Issues in the Dimensional Structure of Affect: Effects of 		
Descriptors, Measurement Error, and Response Formats. Psychological Bulletin, 			
125: 601-610.
Weich, S., Brugha, T. (…), McBride, O., Stewart-Brown, S. (2011). Mental well-being and mental 		
illness: findings from the Adult Psychiatric Morbidity Survey for England 2007. The British 		
Journal of Psychiatry, 199: 23-28.
Weiss, L.A., Westerhof, G.J., Bohlmeijer, E.T. (2016). Can we increase psychological well-being? 		
The effects of interventions on psychological well-being: A meta-analysis of randomized 		
controlled trials. PLoS ONE, 11: e0158092.
Westerhof, G. J. (2019). Life review: Lifespan development, meaning processes, and interventions.
In F. Gibson (Ed.), International perspectives on reminiscence, life review and life story 		
work (pp. 312-326). London: Jessica Kingsley.
Westerhof, G. J. (2017). An engaging story: A practice-oriented study to develop and 			
evaluate a narrative intervention for persons with personality disorders. Retrieved from 		
https://www.zonmw.nl/nl/onderzoek-resultaten/doelmatigheidsonderzoek/programmas/		
project-detail/onderzoeksprogramma-ggz/een-sterk-verhaal-een-praktijkonderzoek-naar-		
een-verhalende-interventie-ter-bevordering-van-herstel-1
Westerhof, G. J., Beernink-Wassink, J., & Sools, A. M. (2016). Who am I?: A life story intervention 		
for persons with intellectual disability and psychiatric problems. Intellectual and 			
Developmental Disabilities, 54: 173-186
Westerhof, G. J., & Keyes, C. L. M. (2010). Mental illness and mental health: The two continua 		
model across the lifespan. Journal of Adult Development, 17, 110-119.
Westerhof, G.J., Lamers, S.M.A., Postel, M.G., Bohlmeijer, E.T. (2019). Online therapy for 			
depressive symptoms: an evaluation of counselor-led and peer-supported life 			
review therapy. The Gerontologist, 59: 135-146.
Westerhof, G.J., Bohlmeijer, E.T. (2012). Life Stories and Mental Health: The Role of Identification 		
Processes in Theory and Interventions. Narrative Works: Issues, Investigations & 			
Interventions 2: 107 – 128.
Westerhof, G.J., Bohlmeijer, E.T., Pot, A.M., Beljou, I. van. (2010) The effects of the reminiscence 		
program “In search of meaning” on the experience of personal meaning in life: A 			
randomized clinical trial. The Gerontologist, 50: 541-549
White, R.G., Gregg, J., Batten, S., Hayes, L.L., Kasujja, R. (2017). Contextual behavioral science 		
and global mental health: synergies and opportunities. Journal of contextual behavioral 		
science, 6: 245-251.
Witlox, M., Kraaij, V., Bohlmeijer, E.T., Spinhoven, P. (2018). An internet-based acceptance and 		
commitment therapy intervention for older adults with anxiety complaints: study protocol 		
for a cluster randomized controlled trial. Trials, 19: 502.
Wood, A.M., Froh, J.J., and Geraghty, A.W.A. (2010). Gratitude and well-being: A review and 		
theoretical integration. Clinical Psychologica Review, 30.
Wood, A. M., & Joseph, S. (2010). The absence of positive psychological (eudemonic) well-		
being as a risk factor for depression: A ten year cohort study. Journal of Affective 			
Disorders, 122, 213–217.
Wood, A.M., Tarrier, N. (2010). Positive clinical psychology: a new vision and strategy for research
and practice. Clinical Psychology Review, 30: 819 – 829.
Wood, A.M., Johnson, J. (2016). The Wiley Handbook of Positive Clinical Psychology. Wiley 		
Blackwell.
World Health Organization. (2005). Promoting mental health: Concepts, emerging evidence, 		
practice. Geneva: WHO.

A new model for sustainable mental health I 22

WWW.UTWENTE.NL

