Strengths-Based Nursing:
A Process for Implementing a Philosophy Into Practice

Laurie N. Gottlieb, RN, PhD 123
and Bruce Gottlieb, PhD 123

Abstract

Strengths-based nursing (SBN) is both a philosophy and value-driven approach that
can guide clinicians, educators, manager/leaders, and researchers. SBN is rooted in
principles of person/family centered care, empowerment, relational care, and
innate health and healing. SBN is family nursing yet not all family nursing models
are strengths-based. The challenge is how to translate a philosophy to change
practice. In this article, we describe a process of implementation that has
organically evolved of a multi-layered and multi-pronged approach that involves
patients and families, clinicians, educators, leaders, managers, researchers as well
as key stakeholders including union leaders, opinion leaders, and policy makers
from both nursing and other disciplines. There are two phases to the
implementation process, namely, Phase |: pre-commitment/pre-adoption and
Phase 2: adoption. Each phase consists of distinct steps with accompanying
strategies. These phases occur both sequentially and concurrently. Facilitating
factors that enable the implementation process include values which align,
readiness to accept SBN, curiosity-courage-commitment on the part of early
adopters, a critical mass of early adopters, and making SBN approach both relevant
and context specific.
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Almost 40 years ago, the first author wrote a paper for a graduate seminar on the
problems with the health care system. In the paper she wrote that the health care
system of the 1970s was fragmented, depersonalized, deficit-based and disease-
centric and in effect, was a misnomer as the health care system was neither health-
focused nor caring. Fast forward to 2017 and many of the same criticisms continue
to be leveled at health care systems in the United States (Chokshi, Chang, & Wilson,
2016), Canada (Naylor et al., 2015), and other Western countries (lacobucci, 2017).
While many solutions have been advanced over the years as evidenced by the
multiple attempts at re-engineering and restructuring the health care system
(Mintzberg, 2012), the system has remained fundamentally the same. Despite the
success of scientific medicine, a negative aspect has been the systematic exclusion
of the patient and family social lifeworlds despite ongoing attempts to add human
concerns related to patient and illness experiences in health care (P. Benner,
personal communication, October 2015). These attempts have included
commitments by many health care institutions subscribing to ideals such as
Person/Family Centered Care (PFCC; Morgan & Yoder, 2012); Patient Engagement
(Carman et al., 2013); Patient Experience (Manary, Boulding, Staelin, & Glickman,
2013); Patient Empowerment (Rodwell, 1996); Whole Person Care (Thornton,
2005); and Collaborative Partnership (Gottlieb & Feeley, 2005). Yet these ideals
have remained primarily rhetoric and have had limited success in becoming the
new reality in practice (Naylor et al., 2015).

If we take a step back and look at what has happened to nurses and nursing
during these intervening 40 years, the picture is mixed. On the "gain" side, we have
a more educated workforce. In many regions of the country and the world, entry to
practice is at a baccalaureate level and we have a critical mass of master and
doctoral prepared nurses performing a wide range of roles. Many have greater
control and more autonomy over their practices. A handful of nurses have even
broken through the glass ceiling as evidenced by the recent appointment of Rear
Admiral Sylvia Trent-Adams, the first nurse to be appointed Surgeon General of the
United States, and some nurses have found their way to national and international
decision-making tables.

However, the losses have far outweighed the gains. Over these past four
decades, nurses' power within the system has been systematically eroded (Shariff,
2014). Consider the move to de-skill and replace expert, knowledgeable nurses with
less educated, less skilled, less experienced individuals (Registered Nursing
Association of Ontario, 2016). Consider the loss of control nurses have experienced
over their time spent with patients and families, time that might have been spent
providing the fundamentals of care (Kitson, Conroy, Wengstrom, Profetto-
McGrath, & Robertson-Malt, 2010). Consider how nursing budgets have been
drastically cut and nursing leaders and managers have been replaced by non-nurses
to make decision about nursing to meet "bottom lines" with less regard to the
effects on patient and family care (Griffiths, Ball, Murrells, Jones, & Rafferty, 2016).
Consider how nurses have developed new roles to meet the new realities of health
care yet many of these roles have expanded into medical roles and nurses have
assumed more medical tasks at the expense of nursing care (Kooienga & Wilkinson,



2017). Finally, consider how nursing’s voice is barely heard as few nurses are at
decision-making tables where policies are made (J. Shamian, President of ICN,
closing address, 3rd Commonwealth Nurses and Midwifery Conference. March 12-
13, 2016, London, England).

Part of these losses can be explained by the erosion and dismantling of nursing
leadership positions at all levels of the organization from Directors of Nursing to
unit and clinical managers (Hughes, Carryer, & White, 2015). This dismantling has
taken place despite solid empirical evidence that quality patient family care is
directly related to quality nursing leadership (Tomey, 2008).

All these changes have had a devastating effect on the nursing workforce
altering nurses' workplace environments and impacting nurses personally and
professionally and affecting the quality of nursing care provided to patients and
their families (Kutney-Lee, Wu, Sloane, & Aiken, 2013). Research has found that
nurses suffer from burnout, experience a high incidence of mental and physical
problems, and high absenteeism rates (Read & Laschinger, 2015). Nurses are
frustrated and fed-up, feel that their knowledge and skills go unrecognized, and are
underutilized as they are unable to practice to the full scope of their education and
competencies (The National Academies of Sciences, Engineering, Medicine, 2010).
Nurses report that dissatisfaction with the work environments is sufficient to make
them want to leave nursing altogether (Peckham, 2015).

Many believe that we are on the cusp of ushering a third era in health care that
will focus on the rewriting of the social covenant with health care professionals.
This new era is a reaction to the second era in health care, beginning in the 1980s,
whose focus has been on accountability, scrutiny, measurements, incentives, and
markets (Berwick, 2016). What Berwick (2016) envisions in this third era is some
major shifts on the part of doctors — shifts from lack of respect, distrust, and
disengagement to a return to respect, trust, civility, and a protection of moral
values; from a preoccupation with quantity (efficiency) to one that also includes
quality care (effectiveness); from being a market-driven health care system to a
consumer/user/patient-driven system; from rigid roles to roles assigned based on
knowledge, skills, and outcomes; and from a measurement only focus system to
one that also includes strategies for making improvements.

Bringing forth a new era in health care will not just require a new covenant
between society and health care professionals but also an expansion of paradigms
to guide them. While the Medical Model, a deficit-based, disease-centric model, is
essential for diagnosis and treatment, what is also needed is a "Strengths-Based"
paradigm to promote person and family health, facilitate healing, and alleviate
suffering. This is the work of nurses; this is the essence of nursing (Gottlieb, 2013).

Reclaiming the essence of nursing through Strengths-Based Nursing (SBN) can
change nursing and in so doing, create a health care system that embodies both
health and care. However, to achieve this vision requires creating more than one
future (Wallach, 2017). In this article, we describe how we are creating a different
future through SBN. We describe a multi-layered, multi-pronged strategies that we
are using to implement SBN in transforming both the health care and educational



systems. But first we begin with a brief overview of SBN and why it is ideally suited
to usher in this new era of health care and reclaim the essence of nursing.

SBN: What It Is, and SBN's Relationship to Family Nursing

SBN is family nursing, but not all family nursing is strengths-based as is the case
when nurses focus almost exclusively on problems and deficits rather than the
whole; when nurses believe that their role is to "fix" problems by telling families
what to do; and when nurses expect patients and families to comply with the plan
they have devised (for a comparison between a Strengths-Based approach and a
traditional, hierarchical, deficit-based model see Gottlieb, 2013). There has been a
growing interest in working with family strengths (Feeley & Gottlieb, 2000). In fact,
focusing on family strengths is one of the five core family competencies identified
by the International Family Nursing Association (IFNA; 2015) Position Statement on
Generalist Competencies for Family Nursing Practice. However, what is unclear is
why nurses should be concerned with working with individual and family strengths
and how nurses could work with family strengths to achieve family goals.
Moreover, the connection between strengths and IFNA's focus, namely, to support
family and individual growth; the improvement of self-management-abilities; the
facilitation of successful life transitions; the improvement and management of
health; and the mobilization of family resources, has yet to be made explicit.

SBN goes beyond a focus on strengths, although uncovering, discovering, and
developing strengths are integral to SBN.

SBN is not a model but rather is a philosophy of nursing and a value-driven
approach that is used to guide clinicians (Gottlieb, 2013, 2014), educators (Gottlieb
& Benner, 2013), and leaders/managers (Gottlieb, Gottlieb, & Shamian, 2012).

As a philosophy of nursing, SBN expands the nurses' imaginary horizons that
reflect a way of being and influences and shapes how nurses create health-
promoting and healing environments for persons/patients and families; how
educators create healthy learning environments for learners; and how clinical
leaders and managers create healthy workplace environments for their staff.

SBN has its foundational roots in Florence Nightingale's approach to nursing
(Nightingale, 1860); the McGill Model of Nursing (Gottlieb & Rowat, 1987);
principles of person/family centered care (PFCC); Gooding et al., 2011);
empowerment and developing agency (Gibson, 1991; Regan & Rodriquez, 2011);
relational care (Koloroutis, 2004); and innate and acquired capacities for health and
mechanisms of healing (Gottlieb & Ponzoni, 2016). These foundations are
operationalized through eight strengths-based values, namely, health and healing,
uniqueness, holism and embodiment, subjective reality/created meaning, person-
environment integral, self-determination, learning-readiness-timing, and
collaborative partnership (for the definition of these values, see Figure 1). Values
guide what to observe for, attune and attend to, and ask about. Values serve to
determine what is salient and relevant as values guide decisions and then, actions.



Figure I. SBN value wheel and definitions.

| Health and Healing

Health and Healing: Health and healing are about wholeness. Health is
about becoming by developing capacities, capabilities and skills to maximize
functioning, adaptable and flexible in responding to challenges. Healing is
about repairing, renewing, restoring and arriving at new levels of wholeness.

Uniqueness: Uniqueness defines the person ily/ pecialness--
who and what they are and what they strive to be. Uniqueness is reflected

in their assets, capabilities, capacities, competencies, potentials, skills, and
talents i.e., their strengths.

Holism/Embodi : Holism the i tedness between
and among parts. Parts are best understood in relation to each other and to

Collaborative Drique! the whole. The parts and whole vary taking their definition from the context
‘ Partnership q and becoming the context. Embodiment is the integration of mind-body.
Person Embodiment also represents and reflects what is important.
/ Family Subjective reality/created meaning: SR/CM recognizes that everyone
Learning, Timing, Staff Holism/Embodiment lives and experiences reality in their own unique ways. To make sense of,
Readiness L understand, and explain reality, person/family create meaning through
\ parner / having purpose, developing narratives, and connecting to others.
S 2 Person/ environment integral: Person/family/organizations are situated
Self determination | Subjective Reality/

Created Meaning

\ Person-Environment j

|
Integral

in many environments: physical (space, time), relational (connections), social
(political, ic). The per ily influences and are
influenced by their different environments The family can be both the person
as well as the environment depending of the context and circumstance.

Self determination: SD involves choice, choosing, control, and agency. SD
involves ping and ising agency through taking charge, exercising
and being involved in making decisions.

Learning/timing/readiness: Learning is required for survival, change, and
growth and involves the acquisition of knowledge, skills; readiness is a
prerequisite for leamning; timing involves coordinating actions to achieve
the best results.

Collaborative partnership: CP is about power; how it is distributed and
shared to give person/family/organization voice to enable them to achieve
their goals, their vision.

Note. SBN = strengths-based nursing; SR/CM = subjective reality/created meaning;
SD = self-determination; CP = collaborative partnership.

SBN is part of a growing movement within and across disciplines and

professions. For example, SBN shares many of the same principles that underpin
Positive Psychology (Seligman & Csikszentmihalyi, 2000); Asset Approach (Law;
Carter & Barrett, 2006); Capability Approach (Economics; Nussbaum, 2011; Sen,
1999); Recovery Model (Mental Health and Rehabilitation; Jacob, 2015); and
Solution-Focused Approach (Occupational Therapy; Cockburn, Thomas, &
Cockburn, 1997). These models and theories provide an alternative worldview from
the problem-based, deficit-based models to meet a specific profession's social
mandate. Thus, how a strengths approach is expressed varies from one discipline
to the next. However, there are important advantages when professionals
subscribe to a common set of foundational principles; it can facilitate dialogue
between disciplines and professionals, enhance understanding, and open up
opportunities for greater interdisciplinary exchange and interprofessional
collaboration. Table 1 summaries some of the key features of SBN.

Table I. Key Features of SBN.

e SBN appreciates that humans are wired for strengths and organizations have
inherent strengths. Strengths are required for survival, growth, development,
thriving, relating.

e SBN is about discovering, uncovering, developing, and amplifying strengths
(i.e., capacities, capabilities, competencies, skills, gifts, talents).



e SBN is about creating health-promoting and when needed, healing
environments.

e SBN is about seeing, understanding, and appreciating the whole person, the
whole family, the whole unit, the whole organization — identifying and
developing their inner spirit, resiliency, courage.

e SBN situates the person, the family, the unit, the organization in context and
appreciates interconnections between and among parts.

e SBN asks about individuals, family, units, and organizations: What does X do
best? What is functioning well here? What supports are needed to bring out
the best, to optimize functioning, to turn things around?

e SBN asks: How do | leverage strengths to minimize, contain, circumvent that
which is not working, work around obstacles, and, or strengthen that which is
working?

e SBN observes and asks: Which strengths (capacities, capabilities, competeicies,
skills) are working well? Which ones need to be supported or strengthened and
which new ones need to be developed?

e SBN views challenges not as roadblocks but as opportunities for growth.

e SBN amplifies positive experiences and emotions while soothing, reducing
negatives or those that might sabotage.

e A strengths approach looks for possibilities and knows that there are many
routes to achieving a goal, bringing the future closer, and realizing a vision.

Note. SBN = Strengths-Based Nursing.

Changing Nursing Practice

We return to the difficulties of bringing about significant changes to nursing
practice and the health care system. The gap between both nursing and medical
science and practice and between education and practice has been disappointing,
as most of the remedies tried, from continuing education to evidence-based
practices, have met with limited success (Agency for Healthcare Research Policy,
2006).

During the 1980s, the gap between theory and practice had widened and many
models were developed to help narrow this gap (Rogers, 2003). Early focus was on
dissemination with far less attention paid to implementation and its uptake. For
many, dissemination was an end rather than a means to an end (Green, Ottoson,
Garcia, & Hiatt, 2009). It was assumed that awareness and knowledge would
automatically be followed by changes in practices as reflected in the adoption of a
new set of attitudes and behaviors,. Implementation is in fact a distinct process that
normally requires adapting or even reframing the theory or research that is being
introduced to make it more compatible to the organizational context (Green et al.,
2009). To quote Leonardo da Vinci, "knowing is not enough we must apply" (Suh,
2005).

A proposal by the National Council Institute of Canada's Joint Working Group on
Translational Research and Knowledge Integration found that the products of
research have to be integrated across multiple levels and sectors of health systems
in which they would be applied (Best, Hiatt, & Norman, 2008). It appears that while



policy is almost always made at a central level, implementation is normally at a local
level. Thus, the importance of leadership in implementing strategic change in a
health care system cannot be underestimated (Caldwell, Chatman, O'Reilly,
Ormiston, & Lapiz, 2008). A number of approaches have been proposed to enhance
implementation science including applying best principles of system science using
a modeling process (Northridge & Metcalf, 2016). However, a scan of the literature
indicates that large-scale initiatives to improve health care tend to be fragmented
from an implementation standpoint (Perla, Bradbury, & Gunther-Murphy, 2013).
What has met with more success has been the application of specific knowledge
translation and uptake theories (Easterbrooks, Thompson, Lovely, & Hofmeyer,
2006) applied to best practice diffusion (Dearing et al., 2017) in an effort to close
the evidence-to-practice gap (Lang, Wyer, & Haynes, 2007). However, these
knowledge translation and uptake initiatives have all had the goal of changing a
specific health care procedure or practice. They have not been directed at changing
the approach to practice of a profession, in our case, nursing.

Over the course of 3 years, a strategy for implementation of SBN has slowly
evolved. We did not set out to develop an overall implementation strategy but one
has organically emerged that is directing our current and future efforts. It is a multi-
leveled, multi-pronged approach that involves clinicians, educators, leaders,
managers, researchers, opinion leaders, and policy makers from both nursing and
other disciplines. It includes key stakeholders who have the power to bring about
change. It involves the practice settings, educational and workplace sectors, and
extends to governance bodies that are responsible for creating change through
evidence-based policy. We have identified a process of implementation (Figure 2)
with distinct steps with their associated strategies that can occur both sequentially
and concurrently.

Figure 2. Process of implementation.
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Phase I: Pre-Commitment/Pre-Adoption

The Pre-Commitment/Pre-Adoption Phase consists of three steps, namely
Raising Awareness, Deepening Understanding, and Trying On: Testing Out which
are iterative, each shaping and being shaped by the other steps.

Raising Awareness

The first step is to raise awareness of a new paradigm, new idea, or new
approach. Raising awareness is traditionally accomplished through dissemination
networks in the forms of publications, social media, digital materials, word-of-
mouth, and the like. However, what gives a new paradigm, a new idea, or a new
approach its momentum is having champions and early adopters (Shaw et al.,
2012).

Champions are those individuals who have a platform and voice. They are
opinion makers and opinion shapers. They have the power to shape and influence
the conversation.

When the first author's book, Strengths-Based Nursing Care: Health and Healing
for Person and Family was published in 2013, we were fortunate to have early
champions who recognized that SBN could be a game changer with the potential to
transform nursing and the health care system. These champions came from all
levels and all sectors including influential thinkers, journal editors, and nursing
leaders in the educational and practice sectors. One of our champions immediately
saw the potential of SBN and used her influence to raise awareness of SBN. She
used her position of influence to not only make others aware of SBN but explained
how SBN could address some of their concerns and the chronic problems that had
yet to find solutions. She organized meetings and brought together leaders in the
field who were in positions to introduce SBN into their workplaces. From these
contacts and connections, individuals came forth who were intrigued by SBN's
potential and who wanted to learn more. These individuals became our early
adopters. As Berwick (2003) noted, what characterizes early adopters is their
openness to finding new ideas to try out.

Deepening Understanding

Early champions and adopters wanted to learn more. Learning about SBN took
many different forms. For example, some organized book clubs of 10 to 20
individuals from different units in their hospital who dedicated time to studying the
book Strengths-Based Nursing Care (Gottlieb, 2013). In one hospital, those who
attended were middle management, clinical nurse specialists, and nurse educators.
In another institution, book clubs included point-of-care nurses and in educational
institutions, they included faculty. What was common to all the book clubs was that
attendance was voluntary. Learners identified core ideas and messages in each
chapter that had resonated with them, shared stories that linked these ideas to
their own practice or experiences, and debated and discussed the core messages in
each chapter. Those leaders who not only encouraged their staff to attend the book



club but who also attended and actively participated themselves, sent a powerful
message to all of their commitment to SBN.

Other forums for deepening understanding of SBN were through workshops and
conferences. It is not surprising that two of the leaders and their management
teams who hosted and attended the book clubs also were key players in organizing
a symposium to explore issues of creating and sustaining SBN in the workplace.

Other follow-up activities included creating reflective practice groups
(Gustafsson, Asp, & Fagerberg, 2007). In one hospital, a group of advanced practice
oncology nurses volunteered to be part of a bi-monthly book club on SBN, and
when the book club concluded 5 months later, they decided to continue to deepen
their understanding of SBN. They met bi-monthly engaging in reflective practice
sessions. In the process of discussing, sharing stories, critically reflecting on their
own and on their colleagues nursing with patients and families, and by examining
one SBN value at a time, they began to uncover elements of SBN in their own
practice and to make explicit and visible their nursing, first to themselves, then to
other nurses, and finally to their colleagues on the interdisciplinary team. They
began to document their nursing guided by SBN values and language. SBN had
provided them with the framework and the language to communicate their nursing
to others.

Trying On: Testing Out

Often nurses when they hear of a new theory, philosophy, or approach may like
the ideas but will dismiss or discount them. There may be many reasons but an
often-voiced reason is, "sounds interesting but impractical and does not fit the real
world of practice" or, "this takes time and who has the time to sit and talk with
patients and families?" What these nurses fail to understand is that SBN is a mind-
set, a way of being and once embraced and integrated, becomes the lens for
viewing and understanding their patients' and families' lifeworlds. It becomes an
integral part of what they listen for, attune to, attend to, and then, how they
respond.

Some nurses, before fully embracing and committing to SBN, want to try on and
test out some of SBN's core features. They want to discover and experience
firsthand, "Is SBN relevant to my role? to my situation?" "Does SBN make a
difference?" It was by experiencing firsthand the impact that an SBN approach had
on patients and families that clinicians and teachers decided to commit. To
illustrate, a point-of-care nurse, Jenette Schoon, who worked in a long-term
children's rehabilitation hospital had been unhappy with the way family discharge
planning meetings has been conducted. Jenette felt that the team focused on
family problems, deficits, and family weaknesses and did not pay sufficient
attention to their strengths. Moreover, families were given a discharge plan from
the team in which they had had little to no input. After reading Strengths-Based
Nursing Care, she believed that the team could conduct these family meetings in a
different way. She discussed using a strengths approach with the team and they
decided to try it out. The response from families was overwhelming positive. This
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was the evidence that she needed to begin her own journey to learn more about
SBN and to become a driving force in bringing SBN to her hospital.

Other nurses have tried out SBN, using the value wheel to guide their nursing
and discovered how SBN transformed their nursing (Figure 1). Renata Benc, an
Advanced Practice Oncology Nurse, explained "It reminds me of the essence of
nursing: being present with patients and families, understanding their reality, and
empowering them to achieve a new normal.”

Christina MacDonald, a colleague of Renata, elaborated: "SBN reminded me of
why | am a nurse, to be there for my patient and families and not just do what the
medical team says needs to be done ... there is no better satisfaction than
advocating for your patient and family and being heard".

Another colleague, Nancy Drummond described SBN's benefits for her and how
SBN provides a different lens to see patients and families, “The surest protection
from compassion fatigue is to use a SBN approach. | work in cancer care and all that
| can see is health, wholeness, growth and the infinite potential of the human spirit!"

Phase 2: Adoption

Re-Orienting, Re-Training, Re-Forming

An important touchpoint of implementation involves engaging and expanding
stakeholders at all levels within an organization and then, between organizations.
Stakeholders include the direct providers of care and those who indirectly influence
care, such as middle managers and clinical leaders, who are in supervisory or
educational roles. It also extends to the leaders who are responsible for developing
and creating policy and ensuring policy filters down to all levels care (Tornabeni &
Miller, 2008). This Bottom-Up-Top-Down-Top-Down-Bottom Up approach
(Mukamel, Haeder, & Weimer, 2014) is a critical ingredient for success because all
levels of nurses need to be involved and engaged in adopting this approach and
then tailoring SBN to fit their particular context.

This approach was taken when the faculty of the Ingram School of Nursing (ISoN)
at McGill University in Canada voted to adopt SBN as the philosophy to underpin
both its undergraduate and graduate curricula. After a lengthy period of study,
debate, and discussion, the faculty voted to move in this direction. Once the faculty
had made its decision, the Director of the ISoN along with the Directors of both the
undergraduate and graduate programs put in place the resources including access
to experts to help faculty revise the curriculum of all their programs, develop the
content for individual courses that integrate SBN's philosophy, principles, values
and pragmatics, create on-line modules to orient preceptors in SBN, and new
pedagogical approaches to develop knowledge as well as skills of clinical reasoning
required for clinical judgment and clinical decision making.

Another important touchpoint of implementation of SBN in the workplace has
been to develop an educational program to re-train clinical managers and leaders
in Strengths-Based leadership principles (Gottlieb et al., 2012). The rationale for
targeting unit managers and clinical leaders who directly supervise point-of-care
nurses is because they are major influencers in shaping the quality of nurses' work
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environments (Birken, Lee, & Weiner, 2012). We believe that when managers
create healthy workplace environments, understand the lifeworlds and needs of
their staff, treat them with respect, and involve them in decisions affecting their
work-life, then nurses are more likely to understand at a deeper level the
significance of SBN, develop an SBN mind-set to guide their nursing of patients and
families. Moreover, when the unit culture is strengths-based and when structures,
tools, and resources are put in place, then PFCC through SBN will no longer be just
rhetoric.

In September 2015, two of Canada's three Federal Granting Agencies — namely,
the Social Science and Humanities Research Council and the Canadian Institute of
Health Research — announced a one-time only initiative dedicated to Healthy
Productive Work. We invited eight partners from five disciplines (nursing,
management, oral history, sociology, and visual anthropology), four universities,
and two hospitals to be co-applicants on a grant to develop and mount a training
program for clinical managers and leaders in strengths-based leadership and
management using innovative forms of story sharing that we would develop. The
idea for this initiative had begun 18 months earlier under the auspices of the
International Institute of Strengths-Based Nursing and Health Care
(www.sbnhc.org).

We chose Hospital for Sick Kids (HSK), a quaternary care hospital, and Holland
Bloorview Children's Rehabilitation Hospital (HB), Toronto, Canada, because they
were early adopters of SBN and their institutional values aligned with SBN.
Moreover, we had buy-in from their leaders, senior and middle management
nursing teams, point-of-care nurses, and families.

The first step in developing the curriculum for the managers and clinical leaders'
training program was to consult with unit managers to determine the knowledge
and skills they wanted to develop and learn more about. In addition, a survey of
clinical leaders from HSK and HB was undertaken to assess their learning needs and
interest in understanding SBN, as well as the management/leadership concepts and
skills that could be offered in a formal SBN management and leadership training
program. Clinical leaders expressed a clear desire for such a program to help them
in their role of implementing SBN.

We also understood that transforming the educational system and the
workplace needed to happen concurrently. Yet each involves creating different
plans that require different knowledge and skills. For example, in developing the
training program for managers we needed the knowledge, experience, and skills of
management operation systems. We also wanted to develop a new methodology
to help develop the "art" of management that would develop sensitivity,
imagination, flexibility, creativity, and encourage innovation and resourcefulness.
We decided to use stories and story-sharing as our primary pedagogical approach.
We believe that by using story-sharing, nurses will explore aspects of their personal
life and their work worlds that that are imbued with meaning and how these
meanings affect their nursing. To this end, we invited experts from oral history,

sociology, and visual anthropology to be our partners to develop the materials for
this course.
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Another component of the training program is to assign each participant a
mentor for 6 months who will help them deal with real-life situations as they arise.
It is our hope that this will increase the likelihood of change and sustainability. The
SBN management and leadership training program will be piloted and evaluated.

Authentic interdisciplinary work involves collaborative partnership, a melding of
knowledge, skills, and expertise. Our modus operandi has been one of co-designing
and sharing ownership. Co-designing involves active engagement of all partners
where together "you" and "yours" is replaced by "our" (Donetto, Pierri, Tsianakas,
& Robert, 2015). Through open and continuous communication, sharing purpose
and communicating individual goals, we have begun to create common goals, with
all partners buying into SB philosophy and its values. In fact, it was SB values that
drove the process of shared ownership that facilitated the engagement and
commitment of all partners of the project.

Replacing Silos With Networks and Communities

Ours is a world that is organized and operates in silos. A major shortcoming of
silos is that systems, processes, and units operate in isolation, and such problems
pervade health care (Hajek, 2013). Units in the health care system often fail to
communicate with each other and understand each other's realities. This state of
affairs characterizes the relationship between education and health care systems.
The result is that they fail to act in synergy and do not benefit from each other's
strengths, learn from each other's experiences, nor capitalize on each other's
knowledge and expertise.

The gap between education and practice within and among professions has
given rise to a whole industry dedicated to narrowing the gap (Jerlock, Falk, &
Severinsson, 2003). Yet for all the solutions advanced the gap remains and in many
cases, has widened (Eggertson, 2013). By using the same SB values and
foundational principles translated and tailored to practice (Gottlieb, 2014),
education (Gottlieb & Benner, 2013), and leadership/management (Gottlieb et al.,
2012), we have found a way to create networks and communities dedicated to SB
approaches that transcend silos and transport ideas, strategies, tools within and
between systems, disciplines, and units.

Facilitating Factors That Enable the Implementation Process

There are many individual, organizational, and system factors that can help
facilitate the implementation process. However, for this article, we have identified
the most salient that we have found critical at this relatively early stage of adoption
and implementation. These factors include values which align, a readiness to accept
SBN, curiosity-courage-commitment of early adopters, a critical mass of champions
and early adopters, and tailoring SBN by making it relevant and context specific.
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Values Which Align

Early adopters —individuals, units, or systems — have one thing in common: Their
values align with many of the values of a SB approach. Even though they may not
use SBN terminology, their actions are guided by many of the same SBN values.
Thus it is not surprising that when they hear about SBN they can identify with it.
They are drawn to SBN because SBN provides them with an articulated,
comprehensive, and integrated philosophy, gives them tools and a language to
communicate and make visible, what up until now they may have had difficulty
articulating. Moreover, SBN enables them to operationalize their espoused values.
For example, many organizations subscribe to Family Centered Care, yet their
policies, procedures, institutional culture, and adopted behaviors belie their
assertion. They are anything but family centered when they fail to allocate space
for families to remain with their loved ones during a hospital stay, or when they do
not make private space available for nurses to meet with families, or when they do
not include families in planning care, making policy, and designing space.

Readiness to accept SBN

Early adopters also are aware that they or their institutions are ready for change.
They are ready and prepared to move in a new direction. This process may have
begun many years before with several strengths-based initiatives. They can see
how SBN can help advance the unit or organization's mission statements and
strategic plan. They are prepared to commit resources, energy, and people to its
implementation.

Curiosity, courage, commitment of early adopters

To adopt a new philosophy begins with curiosity — a desire to learn more.
Curiosity requires studying, listening, asking questions, being open to, genuinely
interested in and engaging in dialogue and then deciding whether to move forward
with SBN. To move forward also requires courage, to overcome fears, speak out,
and present a different approach to the current way of practice. Commitment
requires time, dealing with challenges and overcoming obstacles to enable this new
approach to take root.

All early adopters shared these qualities. They formed book clubs to learn more,
attended and organized workshops to expand and deepen their knowledge and
understanding, translated ideas and related them to what they already were doing,
had done, or had observed. Early adopters are by nature courageous. They use the
gentle art of persuasion to get others to understand their perspective. They did so
by sharing, organizing, communicating and by telling their stories, illustrating with
concrete examples, making videos. Early adopters commit and persevere. They
tackle obstacles by finding ways around them. Challenges are treated as
opportunities. Their commitment is long-term not short-term as they know that it
takes time to bring about significant and long-lasting change.
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Critical mass of early adopters

An SB approach requires a critical mass of individuals committed to its ideals.
When a critical mass subscribes, adopts, and commits to SBN, it provides the
momentum and lays the ground for more widespread adoption. Recall the group
of Advanced Practice Oncology Nurses who attended a book club to learn more
about SBN and then organized and met bi-monthly in reflective practice sessions.
They began to see that they had come together as a Community of Practice of
Advanced Practice Oncology Nurses dedicated to SBN. As their knowledge of SBN
grew, they found themselves more comfortable in using SBN values to guide their
nursing. They experienced the difference in their nursing, the difference they were
having on their patients and families, and a difference in their own personal and
professional development. After a year of meeting and discussing their nursing,
they were ready to present SBN to the wider nursing community at a Nursing
Ground Rounds. They were buoyed by the enthusiastic reception of their
presentation and immediately scheduled to repeat Nursing Ground Rounds to
those who could not attend and to take their presentation to other hospitals in their
community. They presented at both national and international nursing and
multidisciplinary conferences. Other groups within the oncology division and
elsewhere in the hospital have come forward wanting to learn more about SBN and
how to change the culture and practices within their units. From a core group, their
circle of influence is widening as more nurses and nursing leaders join the SBN
movement.

Making an SB approach relevant and context specific

An SB approach is a flexible, open philosophy that is relevant in all situations. As
long as the basic principles of SB are honored, an SB approach is designed to assume
different forms defined by the unique needs and characteristics of the specific
context and setting. This explains in part how an SB approach has been developed
among disparate disciplines such as psychology, economics, law, and counseling.
The generic foundations of a strengths approach are empowerment, partnership,
and relationships yet they can be interpreted differently and assume different
forms depending on the context and purpose. For example, at HB Nursing
Department adopted SBN as their nursing philosophy. They found within this
approach that they could contribute to their hospitals' vision using a strength-based
rehabilitation nursing model that could guide teaching and research. Dr. Marilyn
Ballantyne, HB's Chief Nursing Executive/Clinical Investigator finds that Strengths-
Based Care can help her nursing department achieve the hospital's vision " ... to
empower clients and families to advocate for themselves in order to enhance every
aspect of a child’s potential, and to enable ourselves, our teams and our clients to
achieve full impact through integrated best practices in care, research and
learning."
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Conclusion

While there are a multitude of nursing philosophies, theories, and models, their
implementation into the workplace has been difficult to achieve. A possible reason
may be that the emphasis has been more on knowledge dissemination and specific
knowledge transfer rather than on implementation whose goal is to change the
practice of a profession. In the case of SBN, we have developed a process for
implementation that is both multi-layered and multipronged approach. One of its
key features is the development of a re-training program for clinical managers in
Strengths-Based leadership and management. We focus on middle management
(that is, those responsible for direct supervision of point-of-care nurses) because it
is within their power to enhance the work environment of nurses and to create a
culture that values compassionate, knowledgeable, strengths-based, family-
centered care. We are involving many stakeholders in the process of
implementation such as patients and families, clinicians, educators, leaders,
managers, researchers, unions, opinion leaders, and policy makers from both
nursing and other disciplines which involve both the educational and workplace
sectors. It is when these stakeholders join forces, act in synergy, mobilize, and
capitalize on each other's strengths will there be change — real change, profound
change, lasting change — which will be reflected in nurses reclaiming the essence of
nursing and patients, families, and communities living healthier, more productive,
and meaningful lives.
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