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7.1 Mental Health of Children and Adolescents Within
the New Morbidity

7.1.1 The New Morbidity and Its Consequences
Jor Our Understanding of Health Determinants

During the past century health of children and adolescents improved radically in
Western industrialised countries. Nowadays we can hardly imagine that in the begin-
ning of the past century infant mortality and malnutrition as well as infectious
morbidity and epidemics were major health problems (Palfrey et al. 2005; Markel
and Golden 2005; Razum and Breckemkamp 2007). However, these characteristics
of the “classical paediatric morbidity” were replaced by problems of the “new” and
later the “millennial morbidity” (Palfrey et al. 2005). Today children and adolescents
in Western industrialised countries are more likely to suffer from problems related
to mental health concerns such as social, emotional and behavioural difficulties.
Associated problems of raising importance are school violence and injuries, suicide
as well as alcohol and drug abuse (American Academy of Pediatrics and Committee
on Psychosocial Aspects of Child and Family Health 2001; Palfrey et al. 2005).
Today a child in the United States is more at risk “fo die from injuries or violence
and suicide than from infectious disease” (American Academy of Pediatrics and
Committee on Psychosocial Aspects of Child and Family Health 2001; p. 1228).
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With respect to these current health problems, interventions to support healthy
development of children and adolescents need to address a variety of factors that
influence the morbidity in youth. The necessity to pay attention to children’s and
adolescents’ living conditions was already recognised by paediatricians in the 1800s
and led to a variety of community-based activities (Palfrey et al. 2005; Markel and
Golden 2005). These efforts focused very basic preconditions for healthy develop-
ment that were often related to poverty, e.g. clean water supply, improved housing for
poor families, maternity benefits and promotion of breastfeeding (Palfrey et al. 2005;
Markel and Golden 2005; Razum and Breckemkamp 2007). However, regarding the
major health problems within the so-called new morbidity an even broader under-
standing of health determinants beyond such basic human needs is required. Most
current health problems originate from a very complex and multifactorial process in
which psychosocial aspects (such as characteristics of a child’s personality, its family,
and its further social surrounding) are highly important. However, socioeconomic
status still plays an important role: poor mental health and its potential consequences
such as teen pregnancies, sexually transmitted diseases, injuries or impaired school
functioning are more prevalent among socioeconomically disadvantaged youth
(Bradley and Corwyn 2002; von Rueden et al. 2006; Palfrey et al. 2005). Thus, efforts
regarding prevention and health promotion have to consider different levels of deter-
minants including societal structures and resources, socioeconomic circumstances of
a child’s family or community, social interactions within families, schools, and com-
munities as well as characteristics of the individual itself.

In the following we will describe the importance of mental health promotion in
children and adolescents against the background of the new morbidity. With respect
to current knowledge regarding relevant health determinants, the importance of taking
health assets into account will be pointed out. Afterwards we would like to intro-
duce important concepts regarding the interaction of risks and resources in the
context of mental health and resilience. The potential of population-based studies
will be outlined and ways to operationalise risks and — most important — assets will
be described. To end, an example from our own study will clarify how the theoretical
concept of assets and their protective effects can be supported by empirical
evidence in order to develop effective public health initiatives that address not only
the individual child and its health problems but also its family and the community
in which it lives.

7.1.2 The Rising Importance of Mental Health Problems
in Childhood and Adolescence

Mental health problems in childhood and adolescence comprise a wide range of
disorders such as depressive disorders, anxiety disorders, disruptive disorders or
eating disorders, which are defined by diagnostic manuals (ICD-10: WHO 1992;
DSM-IV: APA 2000).



7 How to Assess Resilience: Reflections on a Measurement Model 119

Even though the assessment of mental disorders requires a diagnosis by a clini-
cian, it goes beyond the resources of most large epidemiological studies to conduct
comprehensive clinical interviews. Therefore available studies employ different
methods (e.g. screening instruments and/or two stage designs) and apply varying
case definitions to determine prevalence rates. Consequently, prevalence estimates
of mental health problems range widely between 1 and 51% (Roberts et al. 1998).
However, despite major methodological problems regarding the comparability of
epidemiological estimates, the median of prevalence rates in different international
reviews was similar (e.g. 14% in Roberts et al. 1998 or 18% in Thle and Esser 2002)
and the majority of studies indicate that at any given time between 10 and 20% of
children and adolescents suffer from disabling mental health problems (WHO
2001a; Patel et al. 2007; Costello et al. 2005; Belfer 2008). This estimate further
increases when — beyond single measurement points — life time prevalence rates are
taken into account. By the age of 16 years 37% of youth had experienced at least
one DSM-1V disorder (Costello et al. 2003).

While the high prevalence of mental health problems is undisputed, there are
different opinions regarding an increase of youth mental health problems over the
decades. Whereas Roberts et al. (1998) were not able to identify such a trend, other
reviews state a substantial rise in psychosocial disorders in many western countries
over the past decades, specifically referring to problems such as suicide, delin-
quency, addictive behaviours, and depression (Rutter and Smith 1995; Fombonne
1998; Prosser and McArdle 1996).

Even if an increase in prevalence rates is hard to confirm, the need to strengthen
prevention efforts and to promote mental health in children and adolescents is evident.
Not only the sizeable proportion of youth suffering from mental health problems
emphasises the necessity of effective public health initiatives. Beyond, mental disor-
ders in young age are highly persistent (Ihle and Esser 2002). Children and adoles-
cents who developed a psychiatric disorder once have a threefold risk to suffer
continuously or repeatedly from the disorder (Costello et al. 2003). Further, the high
percentage of mental health problems in adults that had their onset in childhood or
adolescence highlights the importance of primary prevention in these critical time
periods (Costello et al. 2005, 2006).

Mental disorders are accompanied by considerable adverse consequences for the
affected young person as well as for society. Since childhood and adolescence are
crucial periods of educational and social development, mental health related
impairments can disrupt important developments and hamper an adolescent to
reach his or her full potential (Ford et al. 2003). Mental health problems can result
in educational underachievement or even dropout from school (McLeod and Kaiser
2004) and thus affect later adult life by deteriorating future prospects regarding
employment and individual socio-economic position. On a societal level it can
therefore result in a loss of economic productivity and higher expenditures in social
welfare (Belfer 2008). Furthermore mental health-related social incapacity can lead
to poorer social life and lack of a social network. In the worst case pronounced
mental health-related behavioural and social problems can result in delinquency or
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even criminal careers and destabilisation of communities, which is again associated
with high costs for the society.

It is obvious that the individual’s quality of life is largely reduced by such circum-
stances, and that furthermore a high burden is imposed on the direct social environ-
ment (Belfer 2008). But also the societal impact is large and contains costs beyond
the health care sector, i.e. in the educational system, the social welfare system, and
the criminal justice system (Belfer 2008). The adverse consequences of mental
disorders were also impressively demonstrated by the Global Burden of Disease
Study that identified Unipolar Major Depression as the fourth largest cause of
disability-adjusted life years with growing importance (Murray and Lopez 1996;
Murray and Lopez 1997).

Regarding the prevalence and the consequences of mental health problems out-
lined above it can be concluded that, firstly, regarding mental health problems in
children and adolescents primary prevention is an important task and beyond, there
is a need to buffer the adverse consequences potentially connected to mental health
problems for the individual and their surroundings. Measures of mental health
promotion and the availability of health assets may play an important role here.
Secondly, the diverse potential consequences of mental health problems illustrate
how the mental health status affects very different sectors. This is not only true in
the case of mental disorders that might harm the individual’s surrounding and the
society. Beyond — as outlined below — mental health in its positive sense contains
the capacity for contributions in diverse fields such as social cohesion and economic
capital (WHO 2005).

7.1.3 Beyond Mental Ill-Health: The Importance of Positive
Mental Health

Unfortunately, the focus on mental disorders (mental ill-health perspective) restricts
attention to a small part of the whole picture of youth mental health. Even though
the manifestation of mental disorders is of high public health relevance and should
be targeted by prevention and intervention efforts, these problems indicate only
“the tip of the iceberg” and partly impede the sight on the broader topic of mental
health — instead of disease.

If mental health is not conceptualised as a dichotomous state (with two catego-
ries “healthy” vs. “sick™) but as a continuum ranging from poor mental health to
good mental health, it becomes clear that the mental ill-health perspective does not
catch the majority of differences between mental health states. Within the mental
ill-health perspective the term “healthy” refers exclusively to the absence of mental
disorders. However, mental health can also be conceptualised based on a positive
understanding, e.g. as “a state of well-being in which the individual realises 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” (WHO
2001b; p. 1) as it was outlined by the WHO.



7 How to Assess Resilience: Reflections on a Measurement Model 121

This positively defined core concept characterises mental health as the basis for
the functioning and well-being of individuals and also expresses the connection
between individual mental health and the functioning of the community. It hints at
the individual’s mental health being an important resource for the closer surrounding
(such as the family) or the wider community, where it can contribute in a material
or immaterial manner.

The conceptualisation of mental health in this positive sense in addition to the
concept of mental ill-health has implications regarding the approaches to improve
health. Not only to prevent disorders but also to enhance positive mental health in
all its facets then becomes a justified priority. In practice however, although theo-
retically distinct, actions and outcomes of mental health promotion and prevention
necessarily overlap since both address determinants of the mental state in order to
modify them (WHO 2005).

7.2 Risks, Resources and Resilience: Promoting the Capacity
to Cope with Adversity

7.2.1 Different Levels of Mental Health Determinants

The opportunities for improving the young population’s mental health and for
reducing the burden caused by mental health problems can only be fully exploited
if the multiple factors that can enhance or harm an individual’s mental health are
recognised (WHO 2005). These determinants of mental health are often beyond the
control of individuals and can be found on different levels. There were different
approaches to categorise levels of health determinants. One possibility of categori-
sation is to group them according to their “distance” to the individual on a “distal-
proximal continuum” (Luthar 1993; p. 444). In the centre of such classifications
(e.g. Bronfenbrenner 1979; Dahlgren and Whitehead 1991) stands the individual
itself, with its biological or psychological characteristics. Then, crucial proximal
determinants can be identified in individuals’ so-called microsystems
(Bronfenbrenner 1979). These refer to the immediate environments such as family
and peers and corresponding material and social circumstances and behaviours.
Beyond, distal measures such as the broader social context — the exosystem — play
a role. For example some characteristics of the school, neighbourhood, parents’
workplaces and community impact a child indirectly, even though it does not
directly participate in these contexts. Similarly, the so-called macrosystem referring
to the larger cultural context (e.g. national economy, laws) as well as the occurrence
of events over the course of life (chronosystem) is important.

The strong interconnectedness of the different levels and factors is expressed not
only by Bronfenbrenner’s category of the mesosystem, which considers the fact
that individual’s microsystems (e.g. school and family) influence each other.
Furthermore, distal measures of risk are mediated by proximal measures (Luthar
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1993). E.g. poverty is the root of many important stresses which in turn are major
risk factors for emotional disorders (Albee 2006). It was shown that economically
disadvantaged children are exposed to more risk factors for mental disorders such
as family conflicts or violence. Their children have an increased risk of exposure to
perinatal stress, crowded homes, substance use, inferior schools and dangerous
neighbourhoods with high rates of crime that lack supporting social networks
(Evans 2004; Patel et al. 2007; Garmezy 1991).

Other factors are not easy to classify since they are based on interactions
between the levels. E.g. at first glance social support seems to be a property of the
individual’s surrounding. However, since social relations are based on reciprocal
actions of individuals, social support is also dependent on personality traits and was
even linked to genetic factors (WHO 2005).

Consequently, beyond addressing several levels of mental health determinants
interventions must take into consideration the interconnectedness of relevant fac-
tors and the accumulation of risks in specific subgroups. Even though macro-level
determinants may be hard to address within the framework of mental health pro-
motion programmes, interventions should always be concentrated not only on the
individual’s characteristics but also on the more proximal and distal environmental
factors.

7.2.2 Findings on Risk Factors for Mental Health
and Shortcomings of the Risk Approach

Previous research reported convincing evidence on the importance of diverse fac-
tors that put children’s and adolescents’ mental health at risk. Some of these risk
factors are biological such as premature birth (Gardner et al. 2004) as well as smok-
ing (Fergusson et al. 1998) or drinking (Williams and Ross 2007) during pregnancy.
Recent research also showed the influence of genetic predispositions, however,
particularly their interaction with environmental adversity and psychosocial factors
as exogenous agents plays an important role in the development of mental disorders
(Caspi et al. 2002; Caspi et al. 2003). Many psychosocial risk factors regarding
poor mental health have been identified that are connected to stressful life events or
circumstances. Whereas factors such as witnessing or being a victim of violence
(Ward et al. 2001) or sexual molestation (Briere and Elliott 1994) are extreme
examples of adverse conditions with detrimental effects on mental health, other risk
factors are highly prevalent and almost “normal” such as conflicts between the
parents (Jenkins and Smith 1991) and family breakdown (Amato 2001) or physical
illness of a parent (Barkmann et al. 2007). Further risk factors are less prevalent but
still affect a considerable proportion of children such as physical illness of the child
(Hysing et al. 2007), parental psychiatric illness (Rutter and Quinton 1984;
Hammen et al. 1990) or parental alcoholism (Dfaz et al. 2008). Some of these and
further risk factors (such as large family size and overcrowding in the home, Rutter
et al. 1975) again lead to the topic of poverty and socio-economic disadvantage,
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which are well-established risk factors for mental disorders (Bradley and Corwyn
2002; Klocke and Lampert 2005).

In general, risk factors do not emerge isolated, but tend to cluster together and
interact. It was shown in several cumulative models that particularly the summa-
tion of stressors place individuals at risk for the development of mental health
problems (Forehand et al. 1991; Sameroff et al. 1997). However, in general it
should be noticed that such “risk factors” do not describe causal processes and
thus do not predict necessarily negative outcomes. When a child is “at risk”, it
belongs to a group which is defined by a circumscribed exposition that makes it
only more likely to develop mental health problems. Thus, Rutter (1971) pointed
out the distinction between “risk indicators” and “risk mechanisms”. Factors such
as parental separation are more likely risk indicators since the key risk does not
derive from the separation per se but mainly from other adverse experiences asso-
ciated with the separation such as ongoing parental conflicts. Due to the difference
between risk indicators and risk mechanisms the presence of risk factors stands
only in a probabilistic relationship with mental health outcomes. Furthermore it
has to be taken into account that the vulnerability to risk factors is not only depen-
dent on their sequential or simultaneous occurrence, but also varies with age and
sex and duration of risk impact (Scheithauer and Petermann 1999).

To conclude, risk factor models were helpful in identifying indicators of harmful
processes and thus children at risk for mental health problems. Nevertheless these
models are of limited explanatory power as well as limited usefulness. Not all children
who are exposed to adversity develop mental health problems. Furthermore, a lot
of risk factors regarding youth mental health can hardly be reduced by public health
initiatives. Thus, the question arises why some children in adverse conditions
develop mental health problems while others do not, and, in a second step, if their
capacity to develop successfully can be promoted in other children as well by
preventive interventions. This basic idea — to identify factors promoting health
instead of concentrating on risks — corresponds to the salutogenetic approach by
Aaron Antonovsky (1987) as well as to research on resilience which will be
described in the following.

7.2.3 How to Maintain Health Despite Adverse Conditions:
Taking a Look at Resources

The area of resilience is of special interest to public health professionals since many
forms of stress and adversity in children’s environments can hardly be eliminated.
With respect to the many children who thrive in spite of adversity it seems reason-
able to take a closer look at the resources that contribute to successful coping and
development.

There are two important theoretical frameworks that provide a conceptual basis
for investigating positive developmental outcomes in the presence of adversity. One is
the concept of salutogenesis which was developed by Aaron Antonovsky (1987).
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After observations in female holocaust survivors Antonovsky became interested in
the reasons for staying healthy, i.e. salutogenic factors instead of pathogenic factors.
He then assumed that a developed sense of coherence — a strong confidence that
demands of life are understandable, meaningful and manageable — plays a central
role in organising resources and maintaining or retaining health.

The second theoretical framework derives from developmental psychology and
focuses the concept of resilience. The term resilience includes the latin word
resilire, which can be translated with “bounce back”. It was introduced to describe
the phenomenon of so-called high-risk children who thrive irrespective of great
environmental challenges. Correspondingly, research in resilience does not address
pathological responses of individuals to stress, but investigates health-protecting
mechanisms, i.e. the ability of individuals to maintain good health despite consider-
able stressors. Thereby the concept offers a broader theoretical framework than
Antonovsky’s approach and will be dealt with in detail in the following.

Surprisingly, research on schizophrenia played an important role with respect to
the investigation of resilience in children and adolescents. By the 1970s, Norman
Garmezy observed in schizophrenic patients that the course of the illness was asso-
ciated with different premorbid histories. In contrast to the patients with a chronic
course of the illness, the patients who recovered after a short treatment period were
characterised by competence regarding their professional, family and social lives.
Thus, Garmezy hypothesised differences in patterns of adaptation in the presence
of exceptional stress. Consequently, he investigated high-risk children (who had
poor families or schizophrenic mothers) who adapted well in order to identify attri-
butes of competence that distinguished these groups (Rolf 1999).

A landmark study in the research on resilience was the Kauai Longitudinal Study
by Emmy Werner and Ruth Smith (Werner and Smith 1982, 1992). They described
characteristics of 698 children who were all born in 1955 and exposed to a high-risk
environment and were nevertheless doing very well. Similarly, the British psychiatrist
Michael Rutter conducted the epidemiological “Isle-of-Wight” studies (Rutter et al.
1976) and found that the majority of children thrive despite many risk factors.

Afterwards further studies investigated the phenomenon of resilience in a variety
of contexts including children who were challenged by poverty and socioeconomic
disadvantage, parental mental disease, maltreatment and community violence,
chronic disease or traumatic life events (Luthar et al. 2000). These efforts were
characterised by “the paradigm shift from looking at the risk factors that led to
psychosocial problems to the identification of strengths of an individual”
(Richardson 2002; p. 309). Researchers concentrated on the identification of resil-
ient qualities, i.e. particular strengths or assets that helped the high-risk children
under study to “bounce back” in the face of a stressor. The goal was to identify
attributes which differentiated well adjusted children from those who did not cope
successfully in order to explain observed variations in individuals’ responses to
environmental hazard (Luthar et al. 2000). The search for such correlates of resil-
ience — referred to as protective factors or developmental assets — that can modify
a child’s response to adversity was hoped to inform on characteristics that can be
promoted in prevention programs.
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First research efforts concentrated on personality traits and characteristics of the
individual child such as being adaptable and achievement oriented or having high
self-efficacy and planning skills. However, with ongoing research, further sources
of health assets were increasingly recognised. Eventually, protective factors were
assigned to a triad of resilience consisting of (1) the personality disposition of the
child, (2) qualities of family life, and (3) the wider social environment (Luthar et al.
2000). The acknowledgement of these important external sources of resilient qualities
is in line with early results from Werner and Smith (1982, 1992), who had also pointed
out the importance of the caregiving surrounding both inside and outside the family
(Richardson 2002). Similarly, Rutter (1985) had highlighted characteristics such as
positive experiences in school and a close relationship with a supportive adult as
protective factors.

A similarly salutogenetic perspective was adopted by the Search Institute that
published “forty building blocks of human development” (Benson 1997; p. 27).
These 40 developmental assets were identified from literature and do not only
contain factors that promote resilience but also factors that promote healthy devel-
opment in general and the avoidance of health-compromising behaviour. Briefly,
health-protecting and health-promoting assets are addressed here, while the concept
of resilience primarily focuses factors that buffer effects of adversity. Correspondingly
to the categorisation of protective factors these assets are grouped into internal and
external assets. Internal assets that support optimal function in life comprise commit-
ment to learning (e.g. achievement motivation and bonding to school), positive
values (such as caring, integrity, and honesty), social competencies (e.g. interper-
sonal and cultural competence), and a positive identity (such as self-esteem and
sense of purpose). The external youth assets do not only include receiving support
(by family, school, other adults) and clear boundaries and expectations. They also
address responsibilities of the community with categories such as empowerment
(e.g. community values youth and provides useful roles for youth) and constructive
use of time (referring to participation in youth programs and creative activities).
Continued studies including more than 250,000 public school students in 460
school districts confirmed the assumption of the authors that as assets rise in number,
developmental outcomes improve (Benson 1997).

Research investigating protective factors is still forging ahead. A current study in
adolescents from China and the United States observed cross-nationally comparable
effects of protective factors (such as control and support by the family and wider
social environment) regarding alcohol and substance abuse (Jessor et al. 2003).

7.2.4 Resilience: Some Further Conceptual Clarifications

There is a broad consensus that the term resilience describes the achievement of positive
adaptation by individuals within the context of significant adversity or — as Masten
(2001; p. 228) puts it — “Resilience refers to a class of phenomena characterised by
good outcomes in spite of serious threats to adaptation or development”. Thus, besides
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positive adjustment, the exposure to stressors is an integral part of the definition of
resilience. Only the presence of demonstrable risk justifies the difference between
“competence” (referring to adaptive behaviours in general) and “resilience” referring
to manifest competence despite significant stressors (Norman Garmezy in Rolf
1999). These two crucial conditions are also displayed in Fig. 7.1.

Furthermore, it needs to be emphasised that the theoretical framework of devel-
opmental psychology does not conceptualise resilience as a personal trait, but as
being based on an interactive process involving a person’s constitution as well as
functional qualities of its environment. These conditions allow individual adaptation
since they buffer against the negative effects of harmful living conditions. This dynamic
process involving internal and external assets as well as significant adversity,
furthermore takes place within developmental progression. Thus, with changing
life circumstances and emerging, disappearing or cumulating risk factors and
resources the absence or presence of resilient outcomes may also vary. Terms such
as “resilient children” are therefore misleading. Similarly, confusion derives from
the term “resiliency” and from the literature on “ego-resiliency” (Block and
Kremen 1996) which refers to a set of (protective) personality characteristics.

Furthermore, the multidimensional nature of resilience has to be noticed.
Positive adaptation can be observed in different domains such as work or school
performance, psychosocial adjustment or physical health. However, many individuals
display substantial heterogeneity in functioning across different domains. E.g. they
may manifest competence by having very successful careers but exhibit large
underlying emotional distress. Since in general, consistently positive or negative
developmental outcomes across multiple domains are unusual, the observation of
such heterogeneity does not question the construct of resilience per se. However, it
suggests that the concept of circumscribed domain specific resilience is more useful
than the idea of global or overall resilience (Luthar 1993). Thus, researchers should
(and increasingly do) specify the particular domains of positive adaptation, e.g. by
terms such as “educational resilience” or “emotional resilience” (Luthar et al.

Competence or Adaptation Level
Low High

Highly Vulnerable Competent / Unchallenged

Low

High

Maladaptive Resilient

Risk or Adversity Level

Fig. 7.1 Resilience in development (Masten and Reed 2002)
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2000). Beyond this need of specification, all definitions of success need to be
handled with care due to their normative character, presupposing universally valid
criteria of success and failure.

A further conceptual challenge is the necessity to clearly distinguish resources
from risk factors on a theoretical and methodological level. If resources are reduced
to the opposite or absence of risk factors, supposed “protective” effects might be
attributable to the lower burden by risks. The idea of bipolar risk factors that “have
a positive end associated with positive outcomes [...] as well as a negative end
associated with negative outcomes” (Masten 2001; p. 228) requires special atten-
tion here (e.g. the presence of good versus poor parenting). Furthermore risks and
resources can be inversely related due to a third variable (Masten 2001).

7.2.5 Models of Resilience

Classic studies of resilience research such as the Kauai study by Werner and Smith
(1982, 1992) employed person-focused approaches by comparing poorly and well
adapted high-risk children with respect to their resources. Similarly, the other way
round is possible by comparing children grouped according to their risks and
resources with respect to their developmental outcomes. As person-based data ana-
lytic approaches developed, also discriminant function analysis, cluster analysis,
and pathway models of resilience were applied (Masten 2001).

Although person-focused approaches are useful in order to detect specific pat-
terns in the lives of “resilient children” they are not appropriate to analyse relation-
ships between risks, resources, and developmental outcomes (Masten 2001). In
order to achieve this goal variable-focused approaches are better suitable, since the
application of multivariate statistics facilitates to test different models how assets
work.

Garmezy et al. (1984) described three models of resilience to guide analyses of
relationships between risk, resources and competence variables: the compensatory
model, the challenge model and the protective factor model. The “compensatory
model” suggests that different cumulating resources and risks compensate and
counteract each other by exerting direct influence on the developmental outcome.
These beneficial and detrimental effects are independent of each other and can be
described by the application of simple linear multiple regression models or main
effect models. The second model — the “challenge model” — conceptualises the con-
nection between conditions of risk and developmental outcomes by presupposing
a curvilinear association (modelled by a quadratic term in the regression equation).
Within this concept a certain degree of stress serves as developmental asset since
it poses a challenge to the individual and provides an opportunity to mobilise and
develop its resources. However, if faced with excessive stress, the individual is
overstrained and cannot longer maintain competence. A third model — the “protec-
tive model” — assumes that a protective factor modulates (i.e. buffers) the detrimen-
tal effects of stress. In the presence of a protective factor “variations in stress will
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be less strongly reflected in variations in quality of adaptation” (Garmezy et al.
1984; p. 102) than when the protective factor is lacking. In contrast vulnerability
factors moderate the impact of stress by enhancing its effect. Such conditional
relationships can be identified by means of adding interaction terms in the regres-
sion equation.

The last model particularly corresponds to the construct of resilience. Since
protective factors primarily or exclusively reduce the effects of risk factors, their
beneficial effects can primarily (or only) be observed in the presence of adver-
sity. Several authors — among them Garmezy et al. (1984) — reserved the term
“protective factor” for attributes that promote resilience by interaction effects
(i.e. buffering processes against adversity) as outlined in the “protective model”.
Similarly, Rutter (1987) stresses the importance of a buffering effect as a pre-
condition for assuming protective factors. The factor in question has to operate
differently dependent on the given level of risk. That means either the protective
factor is associated with lower rates of mental health problems only in youth
experiencing adverse circumstances or the protective factor is linked to less
mental health problems in all children, but significantly interacts with the risk
factor and proves more effective in risk-exposed children. Therefore the exami-
nation of statistical interactions between present risk variable(s) and putative
protective factors is crucial.

However, this terminology is not used consistently. In several classic and
contemporary publications the term “protective” is also used with respect to
main effect models. Furthermore, also with respect to interaction effects the
terminology suggested by Garmezy et al. (1984) is imprecise. Against this
background Luthar (1993) introduced more differentiated terms, e.g. “protec-
tive-stabilising” or “protective-enhancing” in order to specify if interaction
results in maintenance or augmentation of competence in high-risk children.
The term “protective” was suggested to be used in order to describe direct
ameliorative (main) effects. Later, similar differentiations were suggested
regarding vulnerability effects (Luthar et al. 2000).!

An appealingly simple terminology was applied by Steinhausen and Winkler
Metzge (2001). According to them, there are risk factors and compensatory factors
that have significant main effects on the likelihood of mental health problems by
increasing or reducing it. These factors are distinguished from vulnerability factors
and protective factors that display significant interaction effects due to intensifying
or diminishing effects of the risk variable.

Considering theoretical and measurement problems, both, main effect models as
well as interaction models have advantages and drawbacks. However, regarding the

'Problems with differences in terminology cannot only be found when it comes to the definition of
the term “protective factor”. There is further confusion regarding the use of words such as “assets”
and “resources”. While some authors use the terms interchangeably (Masten and Coatsworth 1998)
others distinguish between assets as internal factors of the individual that help to overcome adver-
sity and resources which are external to the individual (Fergus and Zimmerman 2005).
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aim to draw conclusions with respect to prevention, both models can provide useful
information. Main effects models can identify important key assets whose promo-
tion might support a decrease in rates of mental health problems. However, since
high-risk and low-risk children would gain from such assets to a comparable extent,
their promotion cannot be expected to reduce health inequities, e.g. by being more
beneficial to disadvantaged children.

7.3 Identifying Health Assets in Order to Foster Resilience

7.3.1 The Potential of Population-Based Studies

With respect to the high public health significance of mental health problems and
many inalterable risk factors, to maximise resilience in the population of children
and adolescents is a promising public health approach. Consequently, comprehen-
sive knowledge not only regarding high risk groups but particularly regarding direct
ameliorative as well as buffering protective factors is needed in order to inform
policy makers from a salutogenetic perspective. In this regard large population-
based studies that assess a variety of risks and resources can provide important
insights that can guide the design of effective public health interventions.

As became obvious from the theoretical background of research in resilience, it is
hardly possible to measure resilience directly. Although there are some attempts such
as the Ego-resilience scale (ER89; Block and Kremen 1996) these efforts measure
rather protective personal attributes (that are probably often involved in resilience) than
resilience itself. Against the theoretical framework outlined above, assessment of resil-
ience needs to focus the absence of mental health problems where they are expected
due to considerable adversity. In order to derive implications for practice — at the same
time — attributes that correlate with resilience need to be assessed, i.e. protective factors
that might support the successful response to environmental hazards.

Population-based epidemiological studies have not only the potential to iden-
tify important (combinations of) key assets on a population level but — based on
representative samples — can also point out their public health relevance and pre-
vention potential. Large sample sizes furthermore facilitate analyses how specific
assets may work differently in diverse subgroups at risk (e.g. children in poverty)
and provide a scientific basis for particularly adapted interventions maximising
assets in circumscribed risk groups to counteract health inequities. In this context,
from an epidemiological and public health perspective it is not primarily important
to investigate in detail the exact relationships among the individual and environ-
mental factors and the processes underlying resilience. In order to promote public
mental health and to tackle health inequities, the most essential task is to identify
key assets that can modify or even eliminate the consequences of present risks on
a population level. By focusing the potential to create and maintain health in dis-
advantaged groups this research paradigm also helps to overcome the deficit
perspective.
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Fig. 7.2 Risks, resources and ill-mental health outcomes in the BELLA study

Despite the comprehensive body of literature examining risk factors or resources,
studies including different kinds of risk as well as protective factors in representative
population samples are rare (Kinard 1998; Masten and Reed 2002). In the following,
an example how phenomenons of resilience and — most important — correlates of
resilience can be assessed on a population level will be outlined. The descriptions of
risks and resources as well as possible operationalisations refer to the BELLA study
which is a module of the German Health Interview and Examination Survey in
Children and Adolescents (Ravens-Sieberer et al. 2008a). This population-based
epidemiological study focuses (the absence of) mental health problems in children
and adolescents and associated risks and resources. Thereby, it considers internal
personal factors as well as environmental factors specific to the child’s family or to
the broader social environment. However, the assessment of risk factors and
resources as outlined in Fig. 7.2 serves only as an example and cannot claim to be
exhaustive.

7.3.2 Measuring Adversity: Risk Factors Assessment

Some important risk (and mediating) factors are available from basic sociodemo-
graphic information such as age and gender of the child and family set-up.
Regarding the latter, information on circumstances such as growing up with a single
parent or with a step-parent or on the number of siblings can be drawn from the
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sociodemographic data. The age of the parents can be used to determine early par-
enthood (defined as one parent being younger than 18 years at the time of the child’s
birth) as a possible risk factor. Further interesting sociodemographic information is
the migration status of a child as well as the family’s socioeconomic status. Since
the detrimental effects of poverty and social disadvantage were shown in several
studies its measurement is essential despite of the co-occuring risk factors discussed
above. In the BELLA study low socioeconomic status was determined by means of
the Winkler Index which takes into account educational as well as occupational
status and income of both parents (Winkler and Stolzenberg 1999). Moreover, inad-
equate living conditions were assessed such as living in a crowded flat, mildew
infested rooms etc.

Several risk factors can be addressed by categorical questions in questionnaires
or interviews with the parents. Within the BELLA study information regarding
some important biological risk factors, such as smoking or drinking by the mother
during pregnancy, perinatal complications and health problems of the child in the
first 4 weeks after birth was available. In addition psychosocial risk factors were
explored such as parents’ alcohol consumption, unemployment or mental disorders,
but also family conflicts, and conflicts between the partners. In order to identify
high alcohol consumption, the interviewees were asked whether they ever thought
about cutting down on their drinking and whether they were ever angry about being
criticised for their drinking habits. Regarding unemployment, the parent’s interview
included a question asking whether the family had been affected by unemployment
during the child’s lifetime and whether this situation was perceived to be a burden.
Similarly, current or former mental disorders in the interviewed parent or his/her
partner were assessed. Furthermore, the parent was asked how well the family gets
along and how happy the relationship between the partners is. Beyond, family con-
flicts during one parent’s childhood and adolescence were asked after as well as
presence of chronic diseases and circumstances such as the child resulting from an
unwanted pregnancy or low social support received by the interviewed parent dur-
ing the child’s first year of life.

Other risk factors such as high parental strain or high parental psychopathology
as well as low parental physical and psychological health-related quality of life
were assessed using continuous measures. A high parental strain was studied using
a catalogue of questions asking about the particular burden caused by various
aspects of daily life, including household, tending a family member in need of care,
job, financial worries, and lack of recognition from others. High parental psycho-
pathology was determined by using a short form of the Symptom Checklist-90-R:
the 9-item SCL-K-9 (Brihler and Klaghofer 2001) that considers dimensions such
as somatisation, depression, anxiety, hostility, paranoid ideation, and psychoticism.
Parental physical as well as psychological health-related quality of life was determined
by means of the SF-12 (Ware et al. 1996).

Further questions referring to risk factors such as experience of violence and
sexual molestation were assessed by children’s and adolescents’ self-report.
Unfortunately, we did not acquire information regarding fear of violence which might
be an important stressor as well when growing up in an unsafe environment.
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7.3.3 Measuring Resources: Protective Factors Assessment

The resources that were assessed in the BELLA study can be attributed to three
broader categories: personal/individual resources, familial resources and further
social resources. Personal resources describe features of the child’s or adolescent’s
personality such as high self-efficacy or pronounced optimism. High self-efficacy is
conceptualised as a stable trait of personality and describes the firm belief in per-
sonal competence to manage stressful situations efficiently (Schwarzer 1994).
Different studies provide evidence for the association between high self-efficacy and
fewer mental health problems (Schwarzer 1994). In contrast, optimism describes a
general positive outcome expectation — irrespective of the belief in one’s own per-
sonal competence (Scheier and Carver 1985). In the BELLA study these resources
were assessed by means of self-report scales developed for children and adolescents
that directly target self-efficacy and optimism (Schwarzer and Jerusalem 1999; Grob
et al. 1991) by items such as “I can find a solution for every problem” or “My future
looks good”. A positive self-concept was assessed by a global self-worth scale
(Asendorpf and van Aken 1993) that enquires for example, if children are happy
about themselves, about the way they are and the things they do. Moreover, overall
perceptions of and satisfaction with one’s health and one’s self were assessed (Starfield
et al. 1994/1997/2000). An aggregate score of personal resources was calculated
from a five-item scale developed in the pre-test phase of the survey which included
selected items deriving from different personal resources scales. There are many
further personal characteristics that were discussed to be of importance such as intel-
ligence, creativity, humor, good coping abilities or social skills (Werner 1993; Wolin
and Wolin 1993; Barbarin et al. 2001; Cederblad et al. 1994). However, due to prac-
tical reasons, only an assortment of possible factors could be assessed.

Also familial resources such as parental support, authoritative child-raising, and
good family climate or cohesion were discussed as important resources (Darling
1999). Earlier research showed that children raised in authoritative homes (charac-
terised by warmth, involvement, support of autonomy as well as clear rules and
expectations) show less psychological and behavioural dysfunction (Lamborn et al.
1991). Supportive and consistent parenting styles and a positive parent—adolescent
relationship are protective and connected to lower levels of depression and less
impaired functioning (Juang and Silbereisen 1999; Forehand et al. 1991; Graham
2004; Jessor 1998). The family has great potential to support resilience in a child
and even very early life experiences play a major role here. A recent study showed
that an intervention of 1 h home visits weekly enhancing interactions between
mother and child had considerable effects on outcomes such as anxiety, depression,
and antisocial behaviour in older age (Walker et al. 2006). Studies like this do not
only indicate the crucial role of parenting and the family in order to build resilience.
They also point out that supportive community structures can largely influence
these family characteristics and confirm the statement that “the key to giving young
people a good start in life is to help their parents.” (Bartley 2006; p. 5).

In the BELLA study family climate was enquired by items such as “in our family
everybody cares about each other’s worries” or “we often go to the cinema, visit
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sport events or go on excursions” (Family Climate Scale, Schneewind et al. 1985).
Parental support was measured by means of a scale including items such as “my
parents are loving” or “my parents understand my problems and worries” (Currie
et al. 2001). However, it also has to be noticed that properties of parents and fami-
lies that are principally protective may also result in additional problems. Parental
overprotection can also hamper a positive development or even result in adverse
effects such as antisocial behaviour (Neher and Short 1998). Thus, parental support
and supervision are only to a certain degree helpful.

Social resources describe availability of social support outside the nuclear family
such as by friends or teachers, relationships in sports clubs or church. Social support
has been described as an important psychosocial buffer when confronted with adver-
sity (e.g. Cohen and Wills 1985; Rutter 1987; Werner 1993). It covers not only the
objective quantity and function of social relationships, i.e. the degree to which indi-
viduals are attached to others. Beyond, the individual’s perception of the support
being offered and its interaction with the environment are important since social
support is not only a characteristic of the social environment but also a function of
the person’s behaviour. Social support systems relieve the child or adolescent,
encourage coping and contribute to the development of individual competences. The
protective effects of social support regarding mental health have been shown in a
variety of studies (Ezzel et al. 2000; van Aken et al. 1996; Werner 1995; Cederblad
et al. 1994) and several measurement devices were developed up to date.

In the BELLA study the level of support received by the child (e.g. by being listened
to, being shown affection or being given information) was measured by means of a
child-friendly adapted Social Support Scale (Donald and Ware 1984). Peer competence
was measured by means of a scale including items such as “it is hard for me to find
friends” (Currie et al. 2001). Regarding the broader social context some items referring
the school climate were administered. However, it was not possible to measure each
factor of interest. Thus, one major limitation of our study is the lack of data regarding
structure and function of communities such as neighbourhoods, churches, and further
groups that proved to be important to children’s mental health (Earls 2001).

7.4 Assets in Socioeconomically Disadvantaged Children:
An Example from the BELLA Study

In order to give an example of the benefits of large population-based studies enquiring
risks and resources, we will shortly introduce some findings from the BELLA study
on mental health in socioeconomically disadvantaged children and the assets they
have at their disposal. In order to distinguish a risk group from the rest of our popu-
lation sample we focused children whose family’s socioeconomic status belongs to
the most disadvantaged 10% in our sample (according to the Winkler-Index
described above). In these children considerably increased rates of mental health
problems can be observed (according to the Strengths and Difficulties Questionnaire;
Goodman 1997). In the disadvantaged children 18% show seriously high problem
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scores and 17% of them show at least signs of mental health problems adding up to 35%
of the disadvantaged children being affected by mental health problems. The corre-
sponding prevalence rates in the remaining 90% of the children are 9% with seriously
high scores and 12% displaying signs of mental health problems, adding up to a
considerably smaller number of affected children (21%).

In a second step, we looked at the distribution of assets in these groups. Figure 7.3
displays the distribution of parental support scale scores in the socioeconomically dis-
advantaged children compared to children with more fortunate backgrounds. It is clearly
visible that the “poorer” children report less parental support compared to their peers.
This difference corresponds to a small effect (d=0.25) and proves to be important since
results from logistic regression (stratified according to the socioeconomic group) show
that parental support is a significant predictor of the mental health status. The Odds
Ratio of 0.67 (0.58-0.84) in the disadvantaged children and of 0.84 (0.79-0.90) in the
remaining population indicate that parental support may be even of higher importance
to the disadvantaged group, reducing the chance to suffer from mental health problems
by 33% with each additional point on the parental support scale.

A univariate analysis of variance with the mental health total problem score as
dependent variable indicates not only significant influences of the factors status
group and parental support. It also shows a p-value of 0.054 for the interaction
between status group and parental support, indicating a potential buffering effect.

To sum up, it can be concluded that parental support — as an important asset with
respect to mental health — is less available in socioeconomically disadvantaged families.
Thus, when it comes to promoting mental health in disadvantaged children, it might be
reasonable to address their families and to enhance their potential to provide support.

In order to estimate the availability of social resources within this risk group of
socioeconomically disadvantaged children, indicators of school climate as reported
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Fig. 7.3 Parental support in different socioeconomicstatus (SES) groups
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by the children were compared between the social status groups (10% disadvantaged
vs. the remaining population). As Figs. 7.4a—c illustrate children from both groups
(dis)agree in similar proportions to statements such as “Most of the students in my
class are kind and helpful”. However, it has to be mentioned that a x>-test indicated
significant differences between the groups in 7.4a and 7.4c. These differences obvi-
ously result from the “strongly disagree” answers (1% vs. 6% in 7.4a and 0% vs.
2% in 7.4c). In total however, the patterns seem comparable.
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Fig. 7.4 (a—c) School climate in different socioeconomic status (SES) groups
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Fig. 7.5 Sport club participation in different socioeconomic status (SES) groups

In order to examine a further source of social support the participation in sports
clubs was compared between the groups. Results indicate that about half of the disad-
vantaged children never participate in organised sport, while this is the case in only a
quarter of the children from more fortunate social backgrounds. Thus, a potentially
important source of social support is not available in the high risk group (Fig. 7.5).

These results briefly illustrate how large population-based studies can provide
crucial information regarding potential approaches to promote the young popula-
tions mental health. They do not only enable the identification of particular risk
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groups. Furthermore the role of resources regarding mental health and differences
in the distributions of these assets can be displayed. The results presented here
indicate, that in Germany school-based programs focusing peer support may be
ineffective regarding a reduction of mental health inequities.

However, it might be a reasonable approach to target the disadvantaged parents’
potential to provide support. Furthermore, the participation of their children in sport
clubs (or comparable structured leisure time activities) could be enhanced by,
e.g. providing easily accessible and inexpensive offers in the community and
encouraging participation particularly in groups at risk.

7.5 Conclusions

Findings from epidemiological research on prevalence rates, persistence and nega-
tive consequences of mental health problems demonstrate clearly the high public
health significance of the topic and the need of action. Supporting resilience in
children and adolescents by enhancing key resources is important not only in order
to reduce individual suffering and economic costs of treatment and connected bur-
den. In the first instance effective prevention can avoid a huge loss of potential for
the individual as well as for society (Belfer 2008). But despite of the large burden
on the individuals and on society caused by mental health problems and despite of
their growing importance, this topic has been neglected in most countries. A WHO
study revealed that 40% of countries do not have a mental health policy (WHO
2001c). Furthermore, in 2002 only 7% of countries worldwide had a specific child
and adolescent mental health policy (Belfer 2008).

One reason for the lack of political initiative might be that research often
focused on very proximal health determinants that do not necessarily imply
political responsibility. Since research on resilience stems from developmental
psychology it traditionally focused characteristics of the individual and close
relationships. However, the multitude of mental health determinants on different
levels shows that an individual’s mental health state is also affected by a broad
range of factors deriving from, e.g. the economic, environmental, and social sec-
tor. Thus, interventions to strengthen mental health by promoting health assets
need to address both, proximal and distal determinants. However, this task cannot
be solely connected to the health sector but requires socio-political activities as
well as intersectoral policies. Since action in settings such as child care, educa-
tional institutions, public infrastructure, labour, welfare, justice, housing and
environment (WHO 2005) may positively impact on determinants of mental
health, all these sectors should be involved in efforts of prevention and mental
health promotion. To sum up, available — mainly psychological — expertise
regarding individual strengths and family-level assets needs to be integrated
within a broader interdisciplinary public health framework in order to identify
community-based actions that support resilience.
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Besides the fact, that a multi-sectoral approach might reach the most optimal
outcome, the broad positive or negative consequences of good or poor mental
health should provide a good rationale for many sectors to take responsibility for
this major health challenge. E.g. sectors such as education, labour, welfare, and the
legal system should be interested in effective mental health promotion since they
bear high costs connected to youth mental health problems (Patel et al. 2007). Only
approximately 10% of these costs are subjected to the health sector (Belfer 2008).

However, mental health promoting policies require evidence regarding relevant
assets that need to be promoted and sustained. As it was pointed out above, public
health research has the potential to provide such evidence as a basis for the deci-
sions of policymakers. The measurement of resources besides the assessment of
risks in population based studies thus is an important starting point for establishing
and improving mental health-related policies. In this regard, the theoretical frame-
work of resilience provides a useful research paradigm. Although research in resil-
ience has been conducted for several decades now, there is still a need for
investigating risk and protective factors and their interaction over time as a basis for
preventive efforts and early interventions. Beyond, due to ongoing changes in soci-
ety and consequently changes in living conditions of children and adolescents,
future research will be constantly confronted with new questions. The example
from our study showed that children with a higher risk burden have at the same time
fewer resources at their disposal. However, this primarily applied to parental sup-
port and sport clubs as a source of social support but less to reported school climate.
Even though more detailed analysis is needed, this suggests that well directed
investment in assets of high-risk groups might help to reduce the health gap
between disadvantaged children and those who are more fortunate. In this regard
our findings correspond to the assumption that “strengthening of the fundamental
nurturing qualities of the family system and community networks” is essential in
youth mental health promotion (Patel et al. 2007; p. 1310).

This contribution primarily dealt with the identification of important assets on a
population level to provide an evidence base for policy making, intervention plan-
ning and implementation. However, in a second step the availability of psycho-
metrically sound scales further enables the evaluation of such interventions by
facilitating pre—post measurements of the protective factors to be enhanced. Future
research should increasingly focus the evaluation of programs targeting critical
mental health determinants by monitoring changes in these determinants and
further documenting the benefits of possible intervention-related improvements
(WHO 2005). A further issue, which deserves attention in upcoming research, is
the imprecise terminology that was pointed out above. A consensus on the central
terms would be helpful not only with respect to ongoing research efforts but also in
order to facilitate unambiguous communication of results (Luthar et al. 2000).

Last but not least the meaning of strengthening assets with respect to secondary
prevention needs to be addressed. Epidemiological studies have shown that even in
high-income countries many children affected by mental health problems do not
receive adequate treatment (Kim and The American Academy of Child and
Adolescent Psychiatry Task Force on Workforce Needs 2003; Ravens-Sieberer
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et al. 2008b). Mental health problems in children and adolescents, in particular at
an early stage, are likely to be overseen by their everyday environment. The oppor-
tunity to provide adequate help by simple measures, such as increased psychosocial
support is then missed (Patel et al. 2007). In this regard the assets that were discussed
regarding primary prevention might also impact the course of mental health problems
and the extent of their negative consequences. Thus, strengthening assets may comprise
an even larger potential to reduce the mental health-related burden in the young
population that should be further examined by future research.
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