o T

Sam Goldstein - Robert B. Brooks
Editors

A el ™ A\
TN — \\ AL
3 p . G = N \\ \ \u \
TRRS ﬁ . \,‘ \\\‘\‘ W
e 5 N
e N
-

Third Edition

@ Springer



Handbook of Resilience in Children



Sam Goldstein « Robert B. Brooks
Editors

Handbook of Resilience
in Children

Third Edition

@ Springer



Editors

Sam Goldstein Robert B. Brooks
Department of Psychiatry Department of Psychology
University of Utah School of Medicine McLean Hospital and

Salt Lake City, UT, USA Harvard Medical School

Needham, MA, USA

ISBN 978-3-031-14727-2 ISBN 978-3-031-14728-9  (eBook)
https://doi.org/10.1007/978-3-031-14728-9

© Springer Nature Switzerland AG 2005,2013, 2023

This work is subject to copyright. All rights are reserved by the Publisher, whether the whole or
part of the material is concerned, specifically the rights of translation, reprinting, reuse of
illustrations, recitation, broadcasting, reproduction on microfilms or in any other physical way,
and transmission or information storage and retrieval, electronic adaptation, computer software,
or by similar or dissimilar methodology now known or hereafter developed.

The use of general descriptive names, registered names, trademarks, service marks, etc. in this
publication does not imply, even in the absence of a specific statement, that such names are
exempt from the relevant protective laws and regulations and therefore free for general use.

The publisher, the authors, and the editors are safe to assume that the advice and information in
this book are believed to be true and accurate at the date of publication. Neither the publisher nor
the authors or the editors give a warranty, expressed or implied, with respect to the material
contained herein or for any errors or omissions that may have been made. The publisher remains
neutral with regard to jurisdictional claims in published maps and institutional affiliations.

This Springer imprint is published by the registered company Springer Nature Switzerland AG
The registered company address is: Gewerbestrasse 11, 6330 Cham, Switzerland


https://doi.org/10.1007/978-3-031-14728-9

This volume is dedicated to my grandchildren—Avery, Isaac,
Tate, Axel, and Shiloh. It is my greatest hope that we can
provide their generation with the tools needed to make a better
world and a brighter future.

Sam Goldstein

Resilience is rooted in the positive relationships we experience
throughout our lives. I have especially drawn strength and love
from my parents Eva and David, my wife Marilyn, my sons
Rich and Doug, my daughter-in-law Suzanne, and my
grandchildren Maya, Teddy, Sophie, and Lyla. I wish to thank
them all for the many ways in which they have enriched my life.

Robert B. Brooks

We dedicate this volume to the memory of two pioneers in the
field of child psychology, Emmy Werner and Myrna Shure. In a
time when others sought to find liabilities, their pioneering
work and brilliant ideas changed the field of child psychology.

Among Dr. Werner’s most significant findings was that one
third of all high-risk children displayed resilience and
developed into caring, competent and confident adults despite
their problematic developmental histories. She identified a
number of protective factors in the lives of these resilient
individuals which helped reduce the adversity of risk factors
at critical periods in their development. Dr. Werner’s findings
permeate every aspect of child development today.

As this book goes to press our dear friend, colleague and
contributor to all 3 Editions of this volume, Myrna Shure, has
recently passed away. Myrna taught us the power of words to



change mindsets and behavior, but most importantly to teach
children to solve problems by thinking differently rather than
through the administration of punishments and rewards. Her
contribution to the field of child development was monumental.
Her legacy will live on forever.

Their wit, humor and insight will be missed but never forgotten.

Sam Goldstein
Robert B. Brooks
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Preface

Twenty years ago, following the success of our book for parents, Raising
Resilient Children (2001), we realized that there was a large volume of scien-
tific literature that for the most part had been completed as an academic exer-
cise rather than in an effort to create a new and different way of addressing
the many mental health and life challenges faced by children on a global
level. The United States, and for that matter, the entire world, was still in
shock from the terrible tragedy of the terrorist attacks in 2001. The last
20 years have been perhaps the most stressful in regard to the worldwide
impact of events that in the past were often geographic rather than interna-
tional phenomena. As examples, in 2003 we invaded Iraq under the pretext of
finding weapons of mass destruction which were never identified. This inva-
sion was not agreed to by many countries, including France, Germany,
Russia, and China, which set the stage for further conflicts between countries.
On March 11, 2004, the terrorist group Al Qaeda committed the most serious
terrorist attack in European history. Four commuter trains exploded on the
way to Madrid leading to 200 deaths. In 2011, a magnitude 9 earthquake in
Japan led to a tsunami that hit the Fukushima nuclear plan resulting in 300
hydrogen explosions and the release of radioactive contamination. In 2020,
the COVID-19 pandemic led to worldwide changes and stresses that were
unanticipated and unimagined by most people and even experts worldwide.
In near real time, as these events unfolded, they were witnessed by people on
every continent.

In addition, as you will read in the opening chapter of this third edition
volume, in the last 20 years, the rates of medical and mental health problems
in youth have continued to rise with a dramatic increase for individuals of all
ages in just the last 2 years. Rates of anxiety and depression among US adults
were about four times higher between April 2020 and August 2021 than they
were in 2019. Some of the sharpest increases were among males, Asian
Americans, young adults, and parents with children living at home. Between
January and December 2019, the average monthly percentages of US adults
reporting some symptoms of anxiety ranged between 7% and 8%. Between
August 2020 and August 2021, that number increased to between 28% and
37%. Concomitantly, between January and December 2019, the rates of
depression monthly among adults ranged between 5.9% and 7.5%. Between
April 2020 and August 2021, that number increased to between 20% and 31%
(Terlizzi & Schiller, 2021).
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In our opening chapter, we note that these numbers for adults are reflected
in children as well. These data raise increasing concerns about our species’
capacity to cope effectively with stress. That is, to behave in a resilient man-
ner in the presence of adversity. No longer is the study of resilience an aca-
demic subject. No longer is it reserved for just those facing adversity since on
any given day in the world, it would appear that all of us to a greater or lesser
extent are likely to experience stress and adversity. The questions we have
asked in our two previous volumes have become even more important in the
current world climate. As we have noted in the past, comparing individuals
who overcome obstacles and function well with those who do not invites
several intriguing questions. What exactly do those who manage to function
well under adversity do that enables them to succeed? How do they think?
What kinds of experiences might they have had that are absent in the lives of
those who are unsuccessful? Are some of their experiences unique to survival
in the face of adversity? Can they be manualized and reproduced? How much
of their ability to cope over time can be predicted by genetics, parenting,
early childhood experiences, education, mentoring, temperament, and gen-
eral mental health in a world in which stress and adversity have increased
exponentially since the publication of the second edition of this volume? The
answers to these and related questions are no longer just important, they are
essential. This third edition volume reflects our continued efforts to address
these questions.

By way of history, it is worth revisiting that we met by chance at a national
conference nearly 30 years ago. One of us was discussing childhood disor-
ders and learning disabilities, the other the qualities of personality and think-
ing that help children at risk overcome adversity. After 50 combined years of
clinical practice at the time, we agreed that the best predictors of children’s
functional outcome as they transitioned into adulthood may not lie in the
relief of their symptoms or fixing their diagnoses but rather in an understand-
ing, appreciation, and nurturance of their strengths and assets.

In the past 30 years, our initial connection has evolved into a very close
professional and personal relationship. This volume represents our 15th joint-
authored or co-edited trade or science text. We have spent countless hours
elaborating ideas about the importance of a strength-based approach in our
work and in our lives. Throughout our collaboration, we have come to realize
the importance of thinking, feeling, and behaving in certain ways as a means
of successfully and happily negotiating life. We have come to appreciate the
biopsychosocial nature of this process. We began by defining a resilient
mindset, which is associated with the ability to cope with and overcome
adversity. We now believe that such a mindset is not a luxury or a blessing
possessed by some but increasingly an essential component for all. This
emerging field of study which once focused upon those who confronted and
overcame adversity has found universal appeal as researchers and mental
health professionals examine how the qualities of resilience can be applied to
all individuals regardless of life challenges or age. We have replaced the med-
ical model with a resilience model. We have developed an appreciation that
learning to cope is the first step in functioning well, not just in the presence
of adversity, but for all youth to transition successfully into adult life. We
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understand that biology is not destiny despite the fact that it affects probabil-
ity. We are aware that our genes determine the borders of the playing fields of
our lives. We also recognize, however, that experience shapes how and in
what matter these genes express themselves and ultimately where our lives
take us in what turns out to be a vast field of possibilities.

‘We have continued to elaborate upon our initial work related to resilience.
After authoring multiple trade and professional texts on resilience, we came
to the realization that knowing what to do was not the equivalent of doing
what you know. That is, to act and behave in a resilient manner required the
self-discipline to do so. While we had positioned self-discipline as an impor-
tant component of a resilient mindset, we came to appreciate that it deserved
special attention. This prompted us to focus on describing a framework and
strategies to help parents and educators guide children to self-regulate
(Brooks & Goldstein, 2009). Recently, our thinking has evolved to identify
seven instincts that we believe significantly contribute to who we are and how
we function. We have placed these seven instincts under the concept of tenac-
ity (Goldstein & Brooks, 2021). We view the seven instincts of tenacity as
framing our beliefs and providing the fuel for our emotions and thoughts, and
by doing so help us be resilient and achieve self-discipline.

We view these three components—resilience, self-discipline, and tenac-
ity—as comprising the essential triad of human development. We have pro-
posed that an understanding of this triad offers not only a different way of
raising children and managing ourselves but also a more effective way. We
have come to appreciate that children come into this world with different
temperaments and other inborn attributes. No two are exactly alike. However,
all are genetically endowed with instincts, not like the fixed behaviors of a
bird building a nest or a fish swimming upstream, but rather ever-developing
instincts that define our capacity to be fair, altruistic, responsible, empathic,
optimistic, motivated, and effective problem solvers.

It is our charge as shepherds of the next generation to continue learning
how to best prepare children for an adult world few of us can predict or imag-
ine. The world has changed more in the last 17 years since the publication of
the first volume of this work than perhaps in the previous 100 years or more.
Accompanying these rapid advances have been equally developing if not
greater adversities, many of our own making. The evolution of technology
races ahead at break neck speeds. The potential for future pandemics seems
to loom at every turn. Nonetheless, we are cautiously optimistic that as our
understanding of our place in the universe advances, we will find the means
to forge a promising, though not likely perfect, path into the future for our-
selves and our children.

Salt Lake City, UT, USA Sam Goldstein
Needham, MA, USA Robert B. Brooks
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Our greatest glory is not in never falling, but in rising every time we fall.
Confucius

Do not judge me by my success, judge me by how many times I fell down and
got back up again.
Nelson Mandela

If you want to help vulnerable youngsters become more resilient, we need to

decrease their exposure to potent risk factors and increase their competencies

and self-esteem, as well as the sources of support they can draw upon.
Emmy Werner

We need to get over the questions that focus on the past and on the pain ‘why
did this happen to me’—and ask instead the question which open doors to the
future: ‘Now that this has happened, what shall I do about it?’

Harold Kushner
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The Continuing Study of Resilience
in Times of a Pandemic: This Is Why
We Study Childhood Resilience

Sam Goldstein and Robert B. Brooks

The noun ‘“resilience,” meaning “the act of
rebounding,” was first used in the 1620s. It was
derived from “resiliens,” the present participle of
the Latin “resilire,” meaning “to recoil or
rebound.” In the 1640s, the term ‘“resilient” was
used to mean “springing back.” Yet, the study of
resilience as a construct denoting the ability to
function well over time and rebound from acute
or chronic adversity traces its roots back to not
quite 70 years. Perhaps, best defined by Ann
Masten in 2018, resilience is described as ‘“‘the
capacity of a system to adapt successfully to sig-
nificant challenges that threaten its function, via-
bility, or development” (p. 2) (Masten, 2018).
Yet, nearly 20 years earlier, in 1999, Glantz and
Slobada observed, “There is no consensus on the
referent of the term, standards for its application,
or agreement on its role in explanation, models,
and theories” (p. 2).

We would argue that even with the explosion
of recent research in resilience, this is still true
today. A Google Scholar search of “resilience”
since the publication of the second edition of this
volume in 2013 yields more than 900,000 links!
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Early on, this field of study was not extensive and
the number of researchers devoting their careers
to the examination of this phenomenon was fairly
small. This field, as Michael Rutter noted in
1987, reflected not so much a search for factual
phenomena but “for the developmental and situ-
ational mechanisms involved in protective pro-
cesses” (p. 2). The interest was and is not just on
what factors insulate and protect but on how they
went about exerting their influence. Resilience
studies were reserved for high-risk populations
with a particular focus on those youth demon-
strating resilience or the ability to overcome the
emotional, developmental, economic, and envi-
ronmental challenges they faced growing up. The
study of resilience has expanded significantly
over the last 30 years. It has been the impetus for
an explosion of empirical research and has played
a central role in the reconceptualization of the
biopsychosocial forces of human development.
Yet, in the view of some, this has left matters in
greater disarray.

Thus, it was with a greater sense of urgency
that resilience research accelerated well before
the world was beset by a worldwide pandemic.
There are a number of reasons for this phenome-
non. First, as the technological complexity of the
late twentieth century increased, the number of
youth facing adversity and the number of adver-
sities they faced also appeared to be increasing.
More youth are at risk today than ever before.
Second, there has been an accelerated interest not

S. Goldstein, R. B. Brooks (eds.), Handbook of Resilience in Children,
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only in understanding the risk and protective fac-
tors and their operation but also in determining
whether this information can be distilled into
clinically relevantinterventions (e.g., Underwood,
2018; Shean, 2015; Fava & Tomba, 2009;
Wolchik et al., 2009) that may not only increase
positive outcomes for those youth facing risks but
also can be applied to the population of children
in general in an effort to create, as Brooks and
Goldstein (2001) point out, a “resilient mindset”
in all youth.

The importance of such a mindset goes hand
in hand with the perception that no child is
immune from pressure in our current, fast-paced,
stress-filled environment — an environment that
ironically we have created to prepare children to
become functional adults. Even children fortu-
nate enough to not face significant adversity or
trauma, or to be burdened by intense stress or
anxiety, experience the pressures around them
and the expectations placed upon them. Thus,
this field has increasingly focused on identifying
those variables that predict resilience in the face
of adversity and on developing models for effec-
tive application (Rutter, 2006). The belief then is
that every child is capable of developing a resil-
ient mindset and will be able to deal effectively
with stress and pressure, to cope with everyday
challenges, to bounce back from disappoint-
ments, adversity, and trauma, to develop clear
and realistic goals, to solve problems, to relate
comfortably with others, and to treat oneself and
others with respect.

A number of longitudinal studies over the past
few decades have set out to develop an under-
standing of these processes, in particular the
complex interaction between protective and risk
factors, with the goal of developing a model to
apply this knowledge to clinical practice
(Goldstein & Herzberg, 2018; Tabibnia &
Redecki, 2018; Sarkar & Fletcher, 2017;
Donnellan et al., 2009; Garmezy et al., 1984;
Luthar, 1991; Rutter et al., 1975; Rutter &
Quinton, 1984; Werner & Smith, 1982, 1992,
2001). These studies and many others have made
major contributions in two ways. First, they have
identified resources across children’s lives that
predicted successful adjustment for those

exposed to adversity, and, second, they began the
process of clarifying models of how these protec-
tive factors promote adaptation (Ellis et al., 2017,
Wyman et al., 2000).

Whether these processes can be applied to all
youth in anticipation of facing adversity remains
to be fully demonstrated (Vanderbilt-Adriance &
Shaw, 2008; Ungar, 2008; Joyce et al., 2018).
Masten (2001) suggests that the convincing evi-
dence that resilience processes are in fact not
only effective but can also be applied is demon-
strated in the recovery to near-normal function-
ing found in children adopted away from
institutional settings characterized by chronic
deprivation. The positive outcome for many
Romania adoptees appears to reflect this process
(Grozaetal.,2017; Beckett et al., 2006; Kreppner
et al., 2007; Masten, 2001). Aames (1997), as
cited in Rutter’s English and Romania Adoptees
study team (1998), documents a significant
degree of developmental catchup cognitively and
physically in many of these children.

Resilience in Times of Pandemic

The COVID-19 pandemic is reported to be caus-
ing serious mental health consequences.

(Stark et al., 2020; Berawi, 2020; Elcheroth &
Drury, 2020). As a large portion of the population
is vaccinated, there is an emerging shift from
coping with the immediate health impact of
COVID-19 to appreciation of an illness that can
be described as a generation-defining experience.
Most mental disorders begin in childhood. Prior
studies suggest that experiencing mass disasters
and economic recession is associated with an
increased risk for mental illness (Golberstein
et al., 2020; Sprang & Silman, 2013). Although
children have a relatively low risk of severe
COVID-19 complications (CDC, 2020), the men-
tal health impact of the pandemic experience has
proven to be a significant challenge (Qiu et al.,
2020; Konstantopoulou & Raikou, 2020; Jiao
et al., 2020).

Although environmental stressors — will
increase children’s susceptibility to mental health
problems, multiple protective factors offer oppor-
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tunities to promote children’s resilience, that is,
the capacity for positive adaptation in the face of
adversity. A consensus increasingly agrees that
resilience as a process (Rosenberg et al., 2021) is
a function of individual, familial, and systemic
factors (Masten, 2001). Factors such as anxious
temperament (e.g., Marshall et al. (2010)), early
mental health concerns (Copeland et al., 2009),
medical conditions (e.g., CDC, 2020), and a his-
tory of trauma (Nishith et al., 2000) are risk fac-
tors for developing mental disorders. In contrast,
caregiving characterized by responsiveness,
warmth, structure, and monitoring confers pro-
tection (Southwick et al., 2014). Social support
(e.g., caring relationships with adults and peers)
has also been shown to be a protective factor for
children and families in the context of mass
disasters and pandemics (Earls et al., 2008;
Pfefferbaum et al., 2015). Safe neighborhoods
and access to sufficient social services and
healthcare are important system-level protective
factors in youth as well (Ellis et al., 2017; Jenson
& Fraser, 2015; Masten et al., 2003).
Pandemic-specific stressors may undermine
proven protective factors. In addition to the stress
of safeguarding familial health from the corona-
virus, stay-at-home orders and public health rec-
ommendations for physical distancing have
reduced access to a range of support systems for
children and families. The increased demands on
parents and the corresponding rise in parenting
stress has also been apparent. Supporting chil-
dren’s academic goals through online distance
learning may have kept children “in school” but
at an increased burden considering the significant
time that children spent in front of screens.
Reduced access to childcare (e.g., through kin-
ship care or daycare) and coping with potential
employment-related transitions or losses are also
some of the immediate concerns for parents.
Schools, sports teams, after-school programs,
and faith-based organizations provide children
with structure and opportunities for mastery
(Durlak & Weissberg, 2007). Although most chil-
dren may not suffer from deleterious psychologi-
cal outcomes because of a temporary loss of
access to these opportunities, the impact of pro-
longed uncertainty and lack of socialization

opportunities, skill-based learning, social sup-
port, and reduced physical activity may increase
children’s emotional distress and parenting chal-
lenges. In addition, with nearly 600,000 fatalities
to date in the United States alone, many families
are grieving the loss of their loved ones, often
without being able to engage in traditional end-
of-life rituals (e.g., in-person funerals) or gain
access to typical support systems.

The World Health Organization has affirmed
that mental health support is a priority as efforts
are made to overcome the pandemic. In light of
this alert, in this volume, we reaffirm a commit-
ment to a positive psychology approach focused
on prevention through strength and asset build-
ing. The challenges posed by this pandemic have
in many ways created a new condition in com-
parison with what is known in clinical practice
and with what is included in the classification of
mental disorders. It is in fact not a disorder in and
of itself. It is not similar to the stress encountered
as a result of extreme events such as natural
disaster traumas. The stress caused by the pan-
demic is, at the same time, an individual and col-
lective stress. It is persistent, provoked by
stressful, unpredictable circumstances that can
evolve in many ways and that can develop
throughout different phases. Starting with an
acute stress (warning), it leads to a consequent
chronic stress, characterized by the effort to adapt
to the mortal risk of infection and which results
in both a psychosocial and an economic effort to
resist the lockdown situation first, and, conse-
quently, in the effort to manage damages before
and after the Pandemic (Biondi & Iannitelli,
2020). This ongoing stress condition, which not
only hits the present but also disrupts the future,
may create entirely new forms of clinical condi-
tions (Walsh, 2020).

Creating a Clinical Psychology
of Resilience

Keeping this foundation in mind, the process of
creating a systemic, clinical psychology of resil-
ience must begin with an understanding of the
relevant  variables, an appreciation and
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acknowledgment of certain key phenomena. The
process of resilience, first and foremost, for
example, represents a biopsychosocial phenom-
enon. Such a process considers a range of bio-
logical, psychological, and social factors each
with multidirectional influence on contributing to
adequate functioning over time (Sameroff, 1995;
Sroufe, 1997). Such a model must also begin
with a basic foundation examining and appreciat-
ing the concept of wellness. In 1991, Emery
Cowen, writing on the concept of wellness in
children, suggested that a comprehensive
approach to the promotion of wellness included
four basic concepts: competence, resilience,
social system modification, and empowerment.
Cowen suggested that although wellness at the
time continued to reflect an abstract concept, the
pursuit of research in each of these four areas
held promise in developing a scientific, reasoned,
and reasonable model to ensure psychological
health. In 1994, elaborating further on the con-
cept of wellness, Cowen again emphasized the
importance of resilience within the broader con-
cept of wellness. For Cowen, a wellness frame-
work assumes the development of healthy
personal environmental systems, leading to the
promotion of positive well-being and the reduc-
tion of dysfunction. A wellness framework
emphasizes the interaction of the child in the
family, academic setting, with adults outside of
the home, and with peers. Clearly, Cowen sug-
gested a person—environment interaction, one
that ultimately predicts the strength and power of
an individual’s resilience in the face of adversity.

Additionally, the absence of pathology does
not necessarily equate with psychological well-
ness. This concept continues to present a chal-
lenge for many mental health disciplines (Lorion,
2000). Mental health professionals are trained to
collect data through a variety of means to mea-
sure symptoms. Such symptoms are equated with
poor adaptation, inadequate adjustment, distress,
and life problems. Emphasis on the negative
equates with the perception that symptom relief
will ultimately lead to positive long-term out-
comes. In fact, the accepted nosology of the men-
tal health system is a model that reflects
assessment of symptoms and severity packaged

into what at this point are weakly factor-analyzed
frameworks (American Psychiatric Association,
2000). Still unavailable, however, is a nosology
and system to measure adaptation, stress hardi-
ness, and the qualities necessary to deal success-
fully with and overcome adversity. Yet, in clinical
practice, it is increasingly recognized that it is
these phenomena rather than relief of symptoms
or the absence of certain risk factors that best pre-
dict adaptation, stress hardiness, and positive
adult adjustment (Kieling et al., 2011; Catalano
etal., 2012).

As Cowen pointed out in 1994, mental health
as a discipline must expand beyond symptom-
driven treatment interventions if the tide of
increasing stress and mental health problems in
children is to be averted. There must be an
increased focus on ways of developing an under-
standing of those factors within individuals, both
in the immediate environment and in the extended
environment, which insulate from and prevent
emotional and behavioral disorders.
Understanding these phenomena is as important
as developing “an understanding of the mecha-
nisms and processes defining the etiological path
by which disorders evolve and a theory of the
solution, conceptual and empirically supported
or supportable intervention that alters those
mechanisms and processes in ways which nor-
malize the underlying developmental trajectory”
(p. 172).

Meta-analytical studies of preventive inter-
vention effectiveness have generated increasing
evidence of the ability to reduce the number of
youth with certain emotional and psychiatric
problems through an understanding of the forces
that shape life outcomes. As Emmy Werner has
pointed out, “beating the odds” is an attainable
goal. Researchers have made an effort to address
the complex biopsychosocial phenomena that
influence the incidence and prevalence of emo-
tional and behavioral problems in youth with an
eye toward developing a “science of prevention”
(August & Gewirtz, 2019; Coie et al., 1993).

Resilience is suggested as a construct that pro-
tects or reduces vulnerability. Losel et al. (1989)
suggested that a myriad of protective factors
comprising this construct include hardiness,
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adaptation, adjustment, mastery, a good fit
between the child and environment, and buffer-
ing of the environment by important adults in the
child’s life. As Sameroff (2000) points out, a
transactional view of development suggests that a
combination of factors within the child and envi-
ronment are mutually interactive over time. With
appropriate responsive and adequate care taking
and environment in which mutual adaptations
can occur, the odds favor good outcomes
(Campbell, 2002). In such a model, development
is assumed to be discontinuous, characterized by
qualitative change and reorganization. Children
are viewed as active organizers of their experi-
ences, and their interactions with others are
viewed as bidirectional. Children’s responses to
adult behavior further influence that behavior.

This model is consistent with the artificial
intelligence researcher Gary Drescher’s observa-
tion suggesting that human beings are “choice
machines.” That is, they act partly in response to
genetically driven imperatives but generate rea-
sons for acting as they do. These reasons are not
hardwired but are responsive and modifiable to
the environment and help guide future behavior
(Dennett, 2003). This flexible gene—environment
relationship is reflected in the work of Goldstein
and Brooks (2021). They propose that the lengthy
transition from childhood to adulthood must be
built on a foundation of seven instincts that they
place under the umbrella of tenacity. They posit
that we must reframe how we parent, educate,
and socialize children if they are to be prepared
for a future that few, if any, of us can imagine.
Over tens of thousands of years, these instincts,
present from birth, have provided the human spe-
cies with untold advantages but at least one unex-
pected downside. We have failed to sufficiently
appreciate the power of many human instincts in
shaping a child’s development and adult life.
Whether or not we have realized it, we have until
recently, parented and educated from the position
that children are tabula rasa or blank slates wait-
ing to be infused with knowledge.

Finally, with a strong genetic influence, chil-
dren consistently move toward attempting to
develop normal homeostasis. In this model, a
single potential, traumatic experience would not

be expected to lead to a chronically poor out-
come. Instead, it would be the cumulative, persis-
tent, and pervasive presentation of stressors that
promotes risks. Within this type of conceptual-
ization, risks fall within three dimensions: (1)
external risks as opposed to protection, (2) vul-
nerability as opposed to invulnerability, and (3)
lack of resilience as opposed to resilience
(Greenbaum & Auerbach, 1992). Within such a
model, a number of assumptions are made. These
include (1) early nurturing and age-relevant stim-
ulation that provides protection by decreasing
vulnerability (Bakermans-Kranenburg et al.,
2008) and (2) risk protection factors that are
interactive, that is, factors within the child will
interact and augment factors within the environ-
ment. This is likely true for risk factors as well;
(3) vulnerability can be reduced and resilience
increased by the introduction of additional pro-
tective factors; (4) risk and protective factors
interact with a number of variables such as length
of exposure and time of exposure, thus contribut-
ing to the outcome and (5) limited exposure to
risks may in fact increase but not guarantee stress
hardiness. Within these theoretical models, all of
which will be discussed and reviewed in this
chapter, the concept of resilience appears to play
a major role. Within a wellness model, therefore,
it is deserving of an identity and a field of study.

The concept of resilience is fairly straightfor-
ward if one accepts the possibility of developing
an understanding of the means by which children
either develop well emotionally, behaviorally,
academically, and interpersonally in the face of
risk and adversity or do not. Such a model would
offer valuable insights into those qualities that
likely insulate and protect in the presence of wide
and varied types of adversities, including chil-
dren experiencing medical problems (Brown &
Harris, 1989), family risks (Beardslee, 1989;
Beardslee & Podorefsky, 1988; Hammen, 1997;
Worsham et al., 1997), psychological problems
(Hammen, 1997; Hauser et al., 2006), divorce
(Sandler et al., 1994), loss of a parent (Lutzke
et al., 1999), and school problems (Skinner &
Wellborn, 1994). Competent, appropriate parent-
ing, for example, which provides a democratic or
authoritative model, parental availability,
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monitoring, and support are powerful protective
factors for reducing the risk of antisocial behav-
ior (Dubow et al., 1997; Masten et al., 1999). In
fact, it appears to be the case that youth function-
ing well in adulthood, regardless of whether they
faced adversity or not, may share many of the
same characteristics with regard to stress hardi-
ness, communication skills, problem-solving,
self-discipline, and connection to others.
Although the earliest studies of resilience sug-
gested the role of “exceptional characteristics”
within the child that led to “invulnerability”
(Garmezy & Nuechterlein, 1972), it may well be
that resilience reflects very ordinary development
processes to explain adaptation (Masten, 2001;
Masten & Coatsworth, 1998). Although, as noted,
a focus on symptoms and symptom relief, that is
one assessing risk alone, may be satisfactory for
identification of immediate needs and diagnoses
within a psychopathology model, such data are
necessary though not sufficient to improve future
functioning. It has been well documented that not
all children facing significant risk and adversity
develop serious adolescent and adult psychiatric,
lifestyle, and academic problems. Risk factors
also do not appear to be specific to particular out-
comes but relate to more broad developmental
phenomena. It is likely, as noted, that there is a
complex, multidimensional interaction between
risk factors, biological functioning, environmen-
tal issues, and protective factors, which combines
to predict the outcomes (e.g., Kim-Cohen &
Gold, 2009).

Within this framework, resilience can be
defined as a child’s achievement of positive
developmental outcomes and avoidance of mal-
adaptive outcomes under adverse conditions
(Rutter, 2006; Wyman et al., 1999). Within a clin-
ical framework, a resilient mindset may be
defined as the product of providing children with
opportunities to develop the skills necessary to
fare well in the face of adversity that may or may
not lie in the path to adulthood for that individual.
The study of resilience has overturned many neg-
ative assumptions in deficit-focused models
about “the development of children growing up
under the threat of disadvantage and adversity”
(Masten, 2001, p. 227).

Finally, within the broader framework, the
incorporation of resilience research into clinical
practice may be based on four key assumptions
as described by Benard et al. (1994). First, resil-
ience helps build communities that support
human development based upon caring relation-
ships. Second, resilience meets youth’s needs for
belonging and stability. Third, resilience is sup-
ported in the lives of practitioners as well. Fourth,
resilience validates the wisdom of the heart or an
intuitive, an innate set of practices to guide clini-
cal intervention.

A Cascade of Risks

Although children by their very nature have been
vulnerable to a variety of risks throughout
recorded history, perhaps advanced technological
societies create new and different risks for chil-
dren. Poverty, for example, has likely been a risk
factor for children throughout history, yet the
manner in which it impacts children may be dif-
ferent as times change. Beginning with the work
of Pavenstedt (1965), examining children reared
in poverty, and well articulated by Garmezy and
Nuechterlein (1972), researchers have questioned
the processes by which individuals at risk for
psychiatric conditions might be buffered or insu-
lated from developing these conditions or experi-
encing them to a greater degree of severity should
they present. Epstein (1979) wrote of children
exposed to trauma in the Holocaust, examining
the variables that helped some survive. In many
of these studies, positive, yet unexpected, out-
comes were considered interesting anomalies but
not necessarily important data. Over time came
growing recognition and acceptance that the abil-
ity to remain competent under adversity is not a
random occurrence but one that can be investi-
gated, understood, and instilled in others
(Garmezy & Rutter, 1983a).

Research on adverse childhood experiences
(ACEs) has demonstrated the impact of stress-
related risk factors in childhood on later adult
physical and mental health (for a review, see
Finkelhor, 2018). Researchers have identified
two distinct types of risk factors facing youth.
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The first kind reflects the at-risk status of the gen-
eral population such as a child raised in a family
with a depressed mother or an absent father. The
second kind of risk includes those factors that
distinguish more or less positive outcomes among
either groups with specified risks or those with
seemingly little risks. In every case, each risk fac-
tor must be studied, understood, and then placed
within a context of other risk and protective vari-
ables. It is for this reason that the scientific
research on resilience is so complex. This too is
perhaps a consequence of a complex, technologi-
cally advanced culture. A quick review of multi-
ple risk statistics makes a strong case for
developing a clinical psychology of resilience.

According to the Centers for Disease Control
Youth Risk Behavior Surveillance System
(2002), at least 12% of students have considered
suicide, with suicide being the third leading cause
of death between the ages of 15 and 24 years and
rare but increasing between the ages of 10 and 14
years. Three million teenagers struggle at any
given time with depression. Only one-third
receive mental health services.

The Centers for Disease Control and
Prevention and the Substance Abuse and Mental
Health Services Administration (2002) note that
one-half of motor vehicle accidents in the United
States involving teens are associated with alcohol
and drugs. In all, 30% of adolescent suicides are
associated with alcohol and drugs. Furthermore,
children and teens who abuse alcohol and drugs
engage in a variety of risk-taking behaviors at a
significantly higher rate than does the general
population.

Across the world, about 1 billion children are
multidimensionally poor, meaning that they lack
necessities as basic as nutrition or clean water.
Some 150 million additional children have been
plunged into multidimensional poverty due to
COVID-19. An estimated 356 million children
live in extreme poverty (UNICEF, 2020).

In all, 40% of children under the age of 6 years
in the United States live in homes with an income
below $27,000 per year for a family of four. A
total of 16% of children or more than 11 million
live in homes that are below the federal poverty
level. In all, 6% of children or five million live in

extreme poverty. Finally, the poverty rate is the
highest among African Americans (30%) and
Latinos (28%) (US Census Bureau, 2019).

According to the Centers for Disease Control
and Prevention National Household Survey of
Drug Abuse, homicide is the second leading
cause of death for all 15- to 24-year-olds. It is the
leading cause of death for adolescent African
Americans and the second leading cause of death
for Hispanic youth. More than 400,000 youth in
2000 between the ages of 10 and 19 years were
injured as a result of violence. More than 800,000
children were documented victims of child abuse
nationwide.

The US Department of Health and Human
Services (2019) reported that an American child
was abused and neglected every 11 seconds. It is
estimated that at least one in seven children in the
United States have experienced child abuse and/
or neglect in the past year. Neglect is the most
common form of child abuse, followed by physi-
cal abuse, sexual abuse, and psychological abuse.
Both boys and girls experience similar rates of
childhood abuse (48.6% and 51%, respectively).

More than half a million children in the United
States are in foster care. An American child is
born without health insurance every minute.
Millions of children are reported to lack safe,
affordable, quality childcare and early childhood
education while their parents are at work. Seven
and a half million children are at home alone
without supervision after school, and almost 80%
of children living at or below the poverty level
are in working households (U.S. Census, 2019).

In 2002, the Committee for Children at the
National School Safety Center reported that one
out of every seven children reports being bullied
at school. In an average classroom, there are at
least three to four victims or bullies. Many vic-
tims report self-imposed isolation in response to
bullying. The US Department of Education in
2017 reported that the number had increased to
one out of five youth being bullied.

According to the Youth Risk Behavior
Surveillance System at the Centers for Disease
Control (2019), the complex picture that
emerges, pre-pandemic, of youth over a 10-year
period alleviates some traditional concerns



10

S. Goldstein and R. B. Brooks

while raising new ones. Teenagers’ overall
involvement in risk-taking has declined during
the past two decades (except among Hispanics),
with fewer teens engaging in multiple risk
behaviors. However, multiple-risk teens remain
an important group, responsible for most ado-
lescent risk-taking. However, almost all risk
takers also engage in positive behaviors; they
participate in desirable family, school, and com-
munity activities. These positive connections
offer untapped opportunities to help teens lead
healthier lives. Between 1991 and 1997, there
was a sizable increase in the number of students
who did not participate in any of the 10 risk
behaviors and a sizable decrease in the propor-
tion of students who engaged in multiple risk
behaviors. Despite this, the number of highest-
risk students — those participating in five or
more risk behaviors — remained stable. Of note,
Hispanic students did not report the same shift
toward less risk-taking.

Most risks are taken by multiple-risk students.
The overall prevalence of a specific risk behavior
among teenagers is primarily due to the behavior
of multiple-risk students, since the majority of
students involved in any given behavior were also
engaging in other risk behaviors. For example,
among the 12% of students reporting regular
tobacco use, 85% were multiple risk takers. The
number of girls giving birth between the ages of
15 and 19 years has steadily declined in the past
decade, but sexually transmitted diseases among
teenagers have increased. These statistics, only a
sample of an emerging trend, make a strong case
for the need to develop a clinical psychology of
resilience.

Yet, nearly all teens, even those engaging in
multiple risk behaviors, participate in positive
behaviors. In all, 92% of students engage in at
least one positive behavior, such as earning good
grades, participating in extracurricular activities,
spending time with parents, or being involved in
a religious institution. Most out-of-school boys
are also involved in appropriate positive behav-
iors, although less so than their in-school peers.
Although multiple-risk teens engage in positive
behaviors, participation in positive behaviors
declines with increased risk-taking.

Furthermore, multiple-risk adolescents have
many points of contact beyond their home and
classroom. The assumption that risk-taking teens
are socially disconnected is challenged by new
findings that map their participation in a wide
range of settings, such as faith-based institutions,
the workplace, healthcare, and the criminal jus-
tice system. Their involvement in settings beyond
their home and classroom, especially for out-of-
school adolescents, offers opportunities for a
myriad of interventions to reduce risk-taking and
enhance resilience.

Toward Defining a Clinical
Psychology of Resilience

Within the materials sciences, resilience is
defined as the ability of a material to resume its
original shape or position after being spent,
stretched, or compressed. In part, resilience
within this framework is defined by those prop-
erties that contribute to the speed and amount of
a possible recovery after exposure to stress.
Bonanno (2004) distinguishes between the con-
cepts of resilience and recovery. As previously
discussed, the initial application of resilience to
the clinical field focused on the absence of clini-
cal diagnoses or psychiatric problems over time
in the face of stress and adversity (Radke-Yarrow
& Brown, 1993). Rutter (1990) suggested that
within the clinical realm, resilience and vulner-
ability may be at the opposite ends of a contin-
uum, reflecting susceptibility to adverse
consequences at one end and neutral or positive
consequences upon exposure to risks at the other.
This concept was further echoed by Anthony
(1987). As Ann Masten (2001) notes, “Early
images of resilience in both scholarly work and
mass media implied there was something
remarkable or special about these children, often
described by words such as invulnerable or
invincible.” One of the first popular press articles
dealing with resilience appeared in the
Washington Post on March 7, 1976. The head-
line read, “Troubles a Bubble for Some Kids.”
Thus, within the clinical realm, the idea of resil-
ience reflected a process that was not necessarily
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facilitated through traditional psychotherapeutic
or related intervention but rather was reflective
of children who faced great adversity and in
some internal way were special or remarkable,
possessing extraordinary strength to overcome
adversity. The belief was that these internalized
qualities were somehow absent in others. Yet, as
Masten observes, resilience may be a common
phenomenon, resulting in most cases from the
operation of “basic human adaptational sys-
tems.” When these operate, development is suc-
cessful even in the face of adversity. If these
systems are impaired, then children struggle.

Masten and Coatsworth (1998) suggest that
resilience within a clinical realm requires two
major judgments. The first addresses threat.
Individuals are not considered resilient if they
have not faced and overcome significant adver-
sity considered to impair normal development.
The second assumption involves an inference
about how one assesses a good or adequate out-
come in the face of adversity. This continues to
be a complex issue that is just now being
addressed empirically (Finkelhor, 2018; Masten,
1999). It continues to be the case that most clini-
cal practitioners define resilience on the basis of
a child meeting the major requirements of child-
hood successfully (e.g., school, friends, family),
despite facing significant life stress. Yet, one
must also consider that a child facing multiple
developmental adversities who does not develop
significant psychopathology but who may not
demonstrate academic or social achievements
may be resilient as well (Conrad & Hammen,
1993; Tiet et al., 1998).

Bronfenbrenner and Crouter (1983) describe a
functional model for understanding the process
of resilience that may lend itself well to building
a foundation for a clinical psychology of resil-
ience. Their model contains four domains of
influence and two transactional points between
the domains. The four domains reflect (1) the
acute stressor or challenge, (2) the environmental
context, (3) an individual’s characteristics, and
(4) the outcome. Points of interaction reflect the
confluence between the environment and the
individual as well as the individual and choice of
outcome. These authors raise questions as to the

exact mechanisms by which stressors or chal-
lenges interact with the environment, the internal
set of characteristics, both genetic and acquired,
of the individual, and the short-term processes
that individuals use to cope with stress and adver-
sity. Interestingly, these processes most likely
reflect skills learned by the individual through
gradual exposure to increasing challenges or
stressors. This “stress inoculation model”
(Richardson et al., 1990) reflects the concept of
Brooks and Goldstein (2001, 2003) of building
stress hardiness by helping children develop a
“resilient mindset.”

Within clinical populations, three types of
protective factors emerge as recurrent themes in
most studies (Werner & Johnson, 1999). The first
reflects dispositional attributes of the individual
that elicit predominantly positive responses from
the environment (e.g., easy temperament of the
child within a family facing significant stress).
The second reflects socialization practices within
the family that encourage trust, autonomy, initia-
tive, and connection to others. The third reflects
the external support systems in the neighborhood
and community that reinforce self-esteem and
self-efficacy. From their longitudinal work,
Werner and Smith (1993) point out a large num-
ber of variables, such as age, birth order, ages of
siblings, family size, and gender of the child,
which must be taken into account when assessing
the relative vulnerability or resilience of an indi-
vidual growing up in a family context of psycho-
pathology or other risks. Such protective factors
“moderate against the effects of a stressful or
stress situation so that the individual is able to
adapt more successfully than they would have
had the protective factor not been present”
(Conrad & Hammen, 1993, p. 594). Protective
factors thus represent the opposite pole of vulner-
ability factors.

As discussed, the concept of resilience has not
traditionally encompassed the potential of indi-
viduals to survive risks should they arise. Anthony
(1987), Brooks and Goldstein (2001), and Rutter
(2006) suggest that some individuals may appear
resilient because they have not faced significant
vulnerability, whereas others can be assessed for
their potential to be resilient were they to face
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adversity. Defining risks and protective factors is
not a simple process. They are likely variable in
their presentation and in their impact on specific
individuals. Cicchetti and Garmezy (1993) point
out that it is difficult at times to distinguish
between factors that place an individual at risk
and factors that happen to distinguish between
good and poor outcome but have no clear causal
significance. These authors caution, for example,
that “a child with a mother who has been
depressed will not necessarily experience poor
quality of care giving” (p. 500). Competent youth
differ from those lacking competence, regardless
of the level of adversity faced. Thus, even though
resilient and maladaptive groups may experience
similar life histories of severe negative life expe-
rience, the outcome for those who are resilient
appears more similar to those who have not faced
adversity (Masten et al., 1999).

Youth demonstrating high competence despite
facing strong adversity, when compared to youth
equally competent facing low adversity, as well
as groups of youth with low competence facing
equal adversity, reflect this process. Competent,
low adversity, and resilient youth appear to pos-
sess average or better academic outcomes, con-
duct, and social histories. They appear to possess
highly similar psychosocial resources, including
better intellectual functioning, parental mental
health, parental availability, and more positive
self-concepts. Although a heatedly debated phe-
nomenon, strong intellect has been found to be a
protective factor (Hernstein & Murray, 1995).
Intellectual aptitude appears to represent an
important protective factor against the develop-
ment of conduct problems for children growing
up in highly disadvantaged settings or with high
exposure to adverse life events (Masten et al.,
1999; White et al., 1989). However, there is no
consensus on what defines intellectual ability
(Masten, 2001). A strong performance on tests of
intellectual functioning could reflect related neu-
ropsychological factors, such as attention, mem-
ory, executive functioning, or, for that matter,
motivation. Strong performances on intellectual
tests, many of which are highly loaded on
achievement, are also contributed to by the qual-
ity of the child-rearing environment.

A clinical psychology of resilience must also
be capable of defining and understanding the
multiple pathways by which an outcome is
achieved. Cicchetti and Rogosch (1996) describe
this process through the concepts of equifinality
and multifinality. Children may reach the same
end point, in this case pathology or survival by
different routes. Children with apparently similar
risks and histories can have different outcomes.
As Rutter pointed out in 1994, the outcome is
determined in part by the relative balance and
interaction between risk and protective factors.
The more the risk factors are present, the more
likely the outcome will be adverse (Greenberg
etal., 1999). It remains unclear, however, whether
risk factors are equally potent in their adversity
or protective factors equally stress resistant in
their presentation (Shaw & Vondra, 1993). We
have yet to develop a science to explain the man-
ner by which biological factors such as stress
during pregnancy, premature birth, and genetic
variations leading to learning or related problems
interact with family risk factors such as neglect-
ful or harsh parenting and inconsistent childcare,
with physical phenomena such as poor nutrition
and educational and community experiences. It
has yet to be truly understood and defined the
means by which a child growing up with a learn-
ing disability in a poverty-stricken home, in a
high-risk neighborhood, with parents exhibiting
mental illness can and does overcome these
adversities and successfully transitions into adult
life.

On a basic level, it is still debated as to how
nature and nurture interact. How do genes and
environments influence each other? How might a
child’s genetically driven temperament influence
parental behavior, thus, in part, forming the basis
for a child’s attachment and ultimately affecting
parental behavior? Whether a continuous or dis-
continuous process, children’s development is
impacted by a host of phenomena. The study of a
clinical psychology of resilience will allow for
the examination of the means by which biologi-
cal, environmental, and related factors interact.
For example, children who are active or tempera-
mentally irritable may be more likely to continue
to respond maladaptively in the face of ineffective
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parental behavior than children who do not dem-
onstrate these patterns of temperament. Such
children may be more sensitive to environmental
risk factors (Belsky et al., 1996).

Finally, a clinical psychology of resilience
must incorporate an understanding of the pro-
cess of human development. Many of the
renowned developmental theorists have assumed
that human growth is in part driven by a need to
cope, adapt, and develop a healthy homeostasis
(Lorion, 2000). Across theoretical models, resil-
ience, as encompassed within a wellness model,
is characteristic of positive adaptation. Thus, the
absence of symptoms should not be equated with
resilience or for that matter good functioning
(Luthar & Brown, 2007). Studies of youth capa-
ble of overcoming a variety of unfavorable envi-
ronmental phenomena are confirmatory that
resilience in fact operates for some but not for
others. Some youth are insulated or protected,
seemingly invulnerable from risks likely to over-
come most others. It may be that these resilience
qualities are the best predictors of a positive
adult outcome (Brodsky, 1996; Masten &
Coatsworth, 1998).

The Synthesis of a Model

In a review of successful prevention programs,
Schorr (1988) suggests that effective programs
for youth at risk are child-centered and based
upon the establishment of their relationships with
adults who are caring, respectful, and who build
trust. In writing about single mothers and their
children, Polakow (1993) suggests that ultimately
connections to people, interests, and to life itself
may represent the key component in resilient pro-
cesses. This phenomenon is well-articulated by
Hallowell (2001). As Michael Rutter has pointed
out, “Development is a question of linkages that
happen within you as a person and also in the
environment in which you live” (as cited in Pines,
1984, p. 62). “The complexity of risk and resil-
ience processes operating in multiple embedded
systems of development in diverse contexts calls
for the expertise of more than one discipline
whether the goal is to advance empirical knowl-

edge or to change the course of development
through intervention” (Masten, 1999, p. 254).

Yet, if challenges are too severe, then normal
processes break down (Baldwin et al., 1993).
Baldwin et al. describe resilience as “a name for
the capacity of the child to meet a challenge and
to use it for psychological growth” (p. 743). In
their description of an applied resiliency model,
stressors are life challenges that if not balanced
by external protective processes or resiliency fac-
tors within the individual lead to a disruption in
functioning. Flach (1988) suggests that this pro-
cess is not unidirectional but that individuals can
recover and function better as risks reduce and
protective factors are introduced. It may well be,
as Tarter (1988) notes, that vulnerability is “a
characteristic that predisposes an individual to a
negative outcome” (p. 78). Thus, a particular fac-
tor creates vulnerability but does not necessarily
define the level of vulnerability experienced by a
particular individual. Shared and nonshared envi-
ronments likely also play moderating roles in
determining the risk and protective factors for
particular individuals. Resilience is perhaps best
understood as a product of a phenotype—environ-
ment interaction (Tarter & Vanyukov, 1994). This
phenomenon, referred to as epigenesis, likely
offers the best understanding of the individual
effects that risk and protective factors have on
shaping resilience. Such a phenomenon must be
understood if it is to be effectively applied to a
clinical framework.

Given the complexity of the human species
and the culture we have created, there is a need to
view the accomplishment of wellness and resil-
ience from a multifaceted developmental and
dynamic perspective (Masten & Coatsworth,
1998). The behavioral and emotional problems of
children, the nature of our culture, and risks such
as emotional or physical abuse all present as sig-
nificant challenges. None have single or simple
etiologies or solutions. All appear to arise from a
complex interaction of biological, environmen-
tal, and cognitive influences. All of these influ-
ences to some extent are idiosyncratic to the
individual.

Many risk factors such as poverty or neighbor-
hood adversity cannot be easily ameliorated.
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Although the process of resilience may reflect
“the power of the ordinary” (Masten, 2001), there
must be an increasing focus on understanding the
protective variables that allow some children to
function well in these environments and continue
to function well in the future. Just as risk factors
are not specific to particular adverse outcomes,
protective factors may also not be equally spe-
cific. The “ordinary magic” that Ann Masten so
eloquently writes about becomes an elusive phe-
nomenon in the face of these risks. Masten (2001)
notes that resilience does not appear to arise from
rare or special qualities but from “the everyday
magic of ordinary, normative human resources in
the minds, brains and bodies of children in their
families and relationships and in their communi-
ties” (p. 235).

In 1993, Coie et al. provided a list of generic
risk factors including those of family conflict and
poverty. These researchers and others have noted
a diverse set of protective factors that often relate
to close relationships with prosocial and caring
adults (Masten et al., 1990). Finally, there is
increasing research primarily reflecting geneti-
cally driven phenomena that predispose individu-
als to either stress hardiness or risk in the face of
adversity. These types of cumulative risk and
protection models form the basis of what is hoped
to be the future state of the clinical psychology of
resilience and treatment for youth at risk (Liu
et al., 2017; Yoshikawa, 1994).

This volume, as with its two predecessors,
addresses which and by what processes variables
within the child, immediate family, and extended
community interact to offset the negative effects
of adversity, thereby increasing the probability of
positive development rather than dysfunction.
Some of these processes may serve to protect the
negative effects of other stressors, whereas others
simply act to enhance development regardless of
the presence of stress.

As Seligman (1998a, b) has pointed out,
attending to those issues that are preventative and
creating a resilient mindset and wellness will
require a significant paradigm shift in mental
health professionals and the community at large.
Seligman has suggested that this shift will not be
easy to make. While professionals may be “ill-

equipped to do effective prevention” (Seligman,
1998a, p. 2), at this time, the development of a
systemic, clinical psychology of resilience still
appears to offer the best hope of forming a cor-
nerstone for the development of a “positive social
science.” In addition, we have an increasing vol-
ume of good science to suggest that this is not an
inconceivable quest. Joyce et al. (2018), while
conducting a meta-analysis of resilience training
programs and interventions, found 437 citations
and 111 peer-reviewed articles. Seventeen of
these studies met the inclusion criteria and were
subject to a quality assessment, with 11 random-
ized controlled studies being included in the final
meta-analysis. Programs were stratified into one
of three categories: (1) cognitive behavioral ther-
apy (CBT)-based interventions, (2) mindfulness-
based interventions, or (3) mixed interventions,
i.e., those combining CBT and mindfulness train-
ing. A meta-analysis found a moderate positive
effect of resilience interventions (0.44; 95% con-
fidence interval (95% CI): 0.23-0.64) with sub-
group analysis, suggesting that CBT-based,
mindfulness, and mixed interventions were the
most effective. Resilience interventions based on
a combination of CBT and mindfulness tech-
niques appear to have a positive impact on indi-
vidual resilience.

Since the publication of the first edition of this
volume, the field has greatly progressed from
good ideas to workable solutions, yet to borrow
from the late poet Robert Frost, “We have prom-
ises to keep to the next generation and miles to go
before we sleep.”

References

American Psychiatric Association. (2000). Diagnostic
and statistical manual of mental disorders (4th ed. —
text revision). Author.

Anthony, E. J. (1987). Risk, vulnerability and resilience:
An overview. In E. J. Anthony & B. Cohler (Eds.), The
invulnerable child (pp. 3—48). Guilford Press.

August, G. J., & Gewirtz, A. (2019). Moving toward a
precision-based, personalized framework for pre-
vention science: Introduction to the special issue.
Prevention Science, 20(1), 1-9.

Bakermans-Kranenburg, M. J., van Ijzendoor, M. H.,
Pijlman, F. T. A., Mesman, J., & Juffer, F. (2008).



1 The Continuing Study of Resilience in Times of a Pandemic: This Is Why We Study Childhood Resilience 15

Experimental evidence for differential susceptibility:
Dopamine D4 receptor polymorphism (DRD4 VNTR)
moderates intervention effects on toddlers’ exter-
nalizing behavior in a randomized controlled trial.
Developmental Psychology, 44, 293-300.

Baldwin, A. L., Baldwin, C. P., Kasser, T., Zax, M.,
Sameroff, A., & Seifer, R. (1993). Contextual risk and
resiliency during late adolescence. Development and
Psychopathology, 5, 741-761.

Beardslee, W. R. (1989). The role of self-understanding
in resilient individuals. American Journal of
Orthopsychiatry, 59, 266-278.

Beardslee, W. R., & Podorefsky, D. (1988). Resilient
adolescents whose parents have serious affective
and other psychiatric disorders: Importance of self-
understanding and relationships. American Journal of
Psychiatry, 145, 63—69.

Beckett, C., Maughan, B., Rutter, M., Castle, J., Colvert,
E., Groothues, C., et al. (2006). Do the effects of early
severe deprivation on cognition persist into early ado-
lescence? Findings from the English and Romanian
Adoptees study. Child Development, 77, 696-711.

Belsky, J., Woodworth, S., & Crnic, K. (1996). Trouble in
the second year: Three questions about family interac-
tion. Child Development, 67, 556-568.

Benard, B., Burgoa, C., & Whealdon, K. (1994). Fostering
resiliency in kids: protective factors in the school
(Training of trainers). Far West Laboratory.

Berawi, M. A. (2020). Empowering Healthcare, Economic,
and Social Resilience during Global Pandemic Covid-
19. International Journal of Technology, 11(3),
436-439.

Biondi, M., & Iannitelli, A. (2020). CoViD-19 and stress
in the pandemic: “sanity is not statistical”. Rivista di
psichiatria, 55(3), le—6e.

Bonanno, G. A. (2004). Loss, trauma, and human resil-
ience: have we underestimated the human capacity
to thrive after extremely aversive events? American
Psychologist, 59(1), 20.

Brodsky, A. E. (1996). Resilient single mothers in risky
neighborhoods: Negative psychological sense of
community. Journal of Community Psychology, 24,
347-364.

Bronfenbrenner, U., & Crouter, A. C. (1983). The evo-
lution of environmental models in developmental
research. In P. H. Mussen (Ed.), Handbook of child
psychology (4th ed.). Wiley.

Brooks, R., & Goldstein, S. (2001). Raising resilient chil-
dren: Fostering strength, hope and optimism in our
children. McGraw-Hill.

Brooks, R., & Goldstein, S. (2003). Nurturing resilience
in our children: Answers to the most important parent-
ing questions. McGraw-Hill.

Brown, G. W., & Harris, T. O. (1989). Life events and ill-
ness. Guilford Press.

Campbell, S. B. (2002). Behavior problems in preschool
children (2nd ed.). Guilford Press.

Catalano, R. F, Fagan, A. A., Gavin, L. E., Greenberg,
M. T., Irwin, C. E., Jr,, Ross, D. A., & Shek, D. T.
(2012). Worldwide application of prevention sci-

ence in adolescent health. The Lancet, 379(9826),
1653-1664.

Center for Disease Control Youth Risk Behavior
Surveillance System. (2002). www.cdc.gov

Cicchetti, D., & Garmezy, N. (1993). Prospects and
promises in the study of resilience. Development and
Psychopathology, 5, 497-502.

Cicchetti, D., & Rogosch, F. (1996). Equifinality and
multifinality in developmental psychopathology.
Development and Psychopathology, 8, 597-600.

Coie, J. D., Watt, N. F, West, S. G., Hawkins, J. D.,
Asaranow, J. R., Markman, H. J., Ramey, S. L., Shure,
M. B., & Long, M. B. (1993). The science of preven-
tion: A conceptual framework and some directions for
a national research program. American Psychologist,
48, 1013-1022.

Conrad, M., & Hammen, C. (1993). Protective and
resource factors in high- and low-risk children: A
comparison of children with unipolar, bipolar, medi-
cally ill, and normal mothers. Developmental and
Psychopathology, 5, 593-607.

Copeland, W. E., Shanahan, L., Costello, E. J., &
Angold, A. (2009). Childhood and adolescent psy-
chiatric disorders as predictors of young adult
disorders. Archives of General Psychiatry, 66(7),
764-772.

Cowen, E. L. (1991). In pursuit of wellness. American
Psychologist, 46, 404—408.

Cowen, E. L. (1994). The enhancement of psychologi-
cal wellness: Challenges and opportunities. American
Journal of Community Psychology, 22, 149-179.

Dennett, D. C. (2003). Freedom evolves. Viking.

Donnellan, M. B., Coner, K. J.,, McAdams, K. K., &
Neppl, T. K. (2009). Personal characteristics and
resilience to economic hardship and its consequences:
Conceptual issues and empirical illustrations. Journal
of Personality, 77, 1645-1676.

Dubow, E. F., Edwards, S., & Ippolito, M. E. (1997). Life
stressors, neighborhood disadvantage, and resources:
A focus on inner-city children’s adjustment. Journal
of Clinical Child Psychology, 26, 130-144.

Durlak, J. A., & Weissberg, R. P. (2007). The Impact of
After-School Programs that Promote Personal and
Social Skills. In Collaborative for academic, social,
and emotional learning (NJ1).

Earls, F.,, Raviola, G. J., & Carlson, M. (2008). Promoting
child and adolescent mental health in the context of
the HIV/AIDS pandemic with a focus on sub-Saharan
Africa. Journal of Child Psychology and Psychiatry,
49(3), 295-312.

Elcheroth, G., & Drury, J. (2020). Collective resilience in
times of crisis: Lessons from the literature for socially
effective responses to the pandemic. British Journal of
Social Psychology, 59(3), 703-713.

Ellis, B. J., Bianchi, J., Griskevicius, V., & Frankenhuis,
W. E. (2017). Beyond risk and protective factors: An
adaptation-based approach to resilience. Perspectives
on Psychological Science, 12(4), 561-587.

Epstein, H. (1979). Children of the holocaust. Penguin
Books.


http://www.cdc.gov

16

S. Goldstein and R. B. Brooks

Fava, G. A., & Tomba, E. (2009). Increasing psychologi-
cal well-being and resilience by psychotherapeutic
methods. Journal of Personality, 77, 11903-11934.

Finkelhor, D. (2018). Screening for adverse childhood
experiences (ACEs): Cautions and suggestions. Child
Abuse & Neglect, 85, 174-179.

Flach, F. F. (1988). Resilience: Discovering new strength
at times of stress. Ballantine Books.

Garmezy, N., & Nuechterlein, K. (1972). Invulnerable
children: The fact and fiction of competence and dis-
advantage. American Journal of Orthopsychiatry, 42,
328-329.

Garmezy, N., & Rutter, M. (1983a). Stress, coping, and
development in children. McGraw-Hill.

Garmezy, N. E., & Rutter, M. E. (1983b). Stress, coping,
and development in children. In Seminar on Stress and
Coping in Children, 1979, Ctr for Advanced Study
in the Behavioral Sciences, Stanford, CA, US. Johns
Hopkins University Press.

Garmezy, N., Masten, A. S., & Tellegen, A. (1984). The
study of stress and competence in children: A build-
ing block for developmental psychopathology. Child
Development, 55,97-111.

Goldstein & Herzberg (2018). Risk Inventory and
Strengths Evaluation Manual. Western Psychological
Services, California

Goldstein, S., & Brooks, R. (2021). Tenacity in children:
Nurturing the seven instincts for lifetime success.
Springer.

Golberstein, E., Wen, H., & Miller, B. E (2020).
Coronavirus disease 2019 (COVID-19) and mental
health for children and adolescents. JAMA Pediatrics,
174(9), 819-820.

Greenbaum, C. W., & Auerbach, J. G. (1992). The con-
ceptualization of risk, vulnerability, and resilience in
psychological development. In C. W. Greenbaum &
J. G. Auerbach (Eds.), Longitudinal studies of children
at psychological risk: Cross-national perspectives
(pp- 9-28). Ablex Publishing.

Greenberg, M. T., Lengua, L. J.,, Coie, J. D, &
Pinderhughes, E. E. (1999). Predicting developmen-
tal outcomes at school entry using a multiple risk
model: Four American communities. Developmental
Psychology, 35, 403—-417.

Groza, V., Nedelcu, C., & Proctor, C. D. (2017). Early
adulthood physical and mental health outcomes for
Romanian adoptees. Today’s Children are Tomorrow’s
Parents, 44.

Hallowell, E. M. (2001). Connect: 12 Vital ties that open
your heart, lengthen your life and deepen your soul.
Pocket Books.

Hammen, C. (1997). Children of depressed parents: The
stress context. In S. A. Wolchik & I. N. Sandler (Eds.),
Handbook of children’s coping: Linking theory and
intervention (pp. 131-159). Plenum Press.

Hauser, S., Allen, J., & Golden, E. (2006). Out of the
woods: Tales of resilient teens. Harvard University
Press.

Hernstein, R. J., & Murray, C. (1995). The Bell Curve:
Intelligence and Class Structure in American Life.
Simon and Schuster.

Jenson, J. M., & Fraser, M. W. (Eds.). (2015). Social
policy for children and families: A risk and resilience
perspective. Sage Publications.

Jiao, W. Y., Wang, L. N,, Liu, J., Fang, S. F, Jiao, F. Y.,
Pettoello-Mantovani, M., & Somekh, E. (2020).
Behavioral and emotional disorders in children during
the COVID-19 epidemic. The Journal of Pediatrics,
221, 264.

Joyce, S., Shand, F., Tighe, J., Laurent, S. J., Bryant,
R. A., & Harvey, S. B. (2018). Road to resilience: a
systematic review and meta-analysis of resilience
training programmes and interventions. BMJ Open,
8(6), e017858.

Kieling, C., Baker-Henningham, H., Belfer, M., Conti,
G., Ertem, 1., Omigbodun, O., et al. (2011). Child
and adolescent mental health worldwide: evidence for
action. The Lancet, 378(9801), 1515-1525.

Kim-Cohen, J., & Gold, A. L. (2009). Measured gene-
environment interactions and mechanisms promot-
ing resilient development. Current Directions in
Psychological Science, 18, 138—142.

Konstantopoulou, G., & Raikou, N. (2020). Clinical
evaluation of depression in university students dur-
ing quarantine due to COVID-19 pandemic. European
Journal of Public Health Studies, 3(1).

Kreppner, J. M., Rutter, M., Beckett, C., Castle, J.,
Colvert, E., Groothues, C., et al. (2007). Normality
and impairment following profound early institu-
tional deprivation: A longitudinal follow-up into
early adolescence. Developmental Psychology, 43,
931-946.

Liu, J. J., Reed, M., & Girard, T. A. (2017). Advancing
resilience: An integrative, multi-system model of resil-
ience. Personality and Individual Differences, 111,
111-118.

Lorion, R. P. (2000). Theoretical and evaluation issues in
the promotion of wellness and the protection of “well
enough”. In D. Cicchetti, J. Rappaport, I. Sandler, &
R. Weissberg (Eds.), The promotion of wellness in
children and adolescents. CWLA Press.

Losel, F., Bliesener, T., & Koferl, P. (1989). On the con-
cept of invulnerability: Evaluation and first results of
the Bielefeld project. In M. Brambring, F. Losel, &
H. Skowronek (Eds.), Children at risk: Assessment,
longitudinal research, and intervention (pp. 186-219).
Walter de Gruyter.

Luthar, S. S. (1991). Vulnerability and resilience: A study
of high-risk adolescents. Child Development, 62,
600-616.

Luthar, S. S., & Brown, P. J. (2007). Maximizing resil-
ience through diverse levels of inquiry: Prevailing
paradigms, possibilities, and priorities for the future.
Development & Psychopathology, 19, 931-955.

Lutzke, J. R., Ayers, T. S., Sandler, I. N., & Barr, A.
(1999). Risks and interventions for the parentally
bereaved child. In S. A. Wolchik & I. N. Sandler



1 The Continuing Study of Resilience in Times of a Pandemic: This Is Why We Study Childhood Resilience 17

(Eds.), Handbook of children’s coping: Linking theory
and intervention (pp. 215-245). Plenum Press.

Marshall, G. N., Miles, J. N., & Stewart, S. H. (2010).
Anxiety sensitivity and PTSD symptom severity
are reciprocally related: evidence from a longitudi-
nal study of physical trauma survivors. Journal of
Abnormal Psychology, 119(1), 143.

Masten, A. S. (1999). Resilience comes of age: Reflections
on the past and outlook for the next generation of
research. In M. D. Glantz, J. Johnson, & L. Huffman
(Eds.), Resilience and development: Positive life
adaptations (pp. 282-296). Plenum.

Masten, A. S. (2001). Ordinary magic: Resilience pro-
cesses and development. American Psychologist, 56,
227-238.

Masten, A. S. (2018). Resilience theory and research
on children and families: Past, present, and promise.
Journal of Family Theory & Review, 10(1), 12-31.

Masten, A. S., & Coatsworth, J. D. (1998). The devel-
opment of competence in favorable and unfavorable
environments: Lessons from research on successful
children. American Psychologist, 53, 205-220.

Masten, A. S., Best, K. M., & Garmezy, N. (1990).
Resilience and development: Contributions from
the study of children who overcome adversity.
Development and Psychopathology, 2, 425-444.

Masten, A. S., Hubbard, J. J., Gest, S. D., Tellegen, A.,
Garmezy, N., & Ramirez, M. (1999). Competence in
the context of adversity: Pathways to resilience and
maladaptation from childhood to late adolescence.
Development and Psychopathology, 11, 143—-169.

Masten, A. S., Powell, J. L., & Luthar, S. S. (2003). A
resilience framework for research, policy, and prac-
tice. Resilience and Vulnerability: Adaptation in the
Context of Childhood Adversities, 1(25), 153.

Nishith, P., Mechanic, M. B., & Resick, P. A. (2000).
Prior interpersonal trauma: the contribution to current
PTSD symptoms in female rape victims. Journal of
Abnormal Psychology, 109(1), 20.

Pavenstedt, E. (1965). A comparison of the childrearing
environment of upper-lower and very low-lower class
families. American Journal of Orthopsychiatry, 35,
89-98.

Pfefferbaum, B., Jacobs, A. K., Houston, J. B., & Griffin,
N. (2015). Children’s disaster reactions: the influ-
ence of family and social factors. Current Psychiatry
Reports, 17(7), 57.

Pines, M. (1984). Resilient children: Interview with
Michael Rutter. Psychology Today, 18, 56-57.

Polakow, V. (1993). Lives on the edge: Single mothers
and their children in the other America. University of
Chicago Press.

Qiu, J., Shen, B., Zhao, M., Wang, Z., Xie, B., & Xu, Y.
(2020). A nationwide survey of psychological distress
among Chinese people in the COVID-19 epidemic:
implications and policy recommendations. General
Psychiatry, 33(2), e100213.

Radke-Yarrow, M., & Brown, E. (1993). Resilience and
vulnerability in children of multiple risk families.
Development and Psychopathology, 5, 518-592.

Richardson, G. E., Neiger, B. L., Jensen, S., & Kumpfer,
K. (1990). The resiliency model. Health Education,
21(6), 33-39.

Rosenberg, E. S., Hall, E. W., Rosenthal, E. M., Maxted,
A. M., Gowie, D. L., Dufort, E. M., et al. (2021).
Monitoring coronavirus disease 2019 (COVID-19)
through trends in influenza-like illness, laboratory-
confirmed influenza, and COVID-19—New York state,
excluding New York City, 1 January 2020-12 April
2020. Clinical Infectious Diseases, 72(1), 144—147.

Rutter, M. (1987). Psychosocial resilience and protec-
tive mechanisms. American Journal of Development.
Irvington Publishers.

Rutter, M. (1990). Psychosocial resilience and protective
mechanisms. In J. Rolf, A. S. Masten, D. Cicchetti,
K. H. Nuechterlein, & S. Weintraub (Eds.), Risk and
protective factors in the development of psychopathol-
ogy (pp. 181-214). Cambridge University Press.

Rutter, M. (1994). Beyond longitudinal data: Causes,
consequences, changes and continuity. Journal of
Consulting and Clinical Psychology, 62, 928-940.

Rutter, M. (2006). Implications of resilience concepts
for scientific understanding. Annals of the New York
Academy of Sciences, 1094, 1-12.

Rutter, M., & Quinton, D. (1984). Long-term follow-up of
women institutionalized in childhood: Factors promot-
ing good functioning in adult life. British Journal of
Developmental Psychology, 18, 225-234.

Rutter, M., & the English and Romanian Adoptees (ERA)
Study Team. (1998). Developmental catch-up and def-
icit, following adoption after severe global early priva-
tion. Journal of Child Psychology and Psychiatry, 39,
465-476.

Rutter, M., Cox, A., Tupling, C., Berger, M., & Yule, W.
(1975). Attainment and adjustment in two geographi-
cal areas: 1. He prevalence of psychiatric disorder.
British Journal of Psychiatry, 126, 493-509.

Sarkar, M., & Fletcher, D. (2017). How resilience train-
ing can enhance wellbeing and performance. In M.
F. Crane (Ed.), Managing for resilience: A practical
guide for employee wellbeing and organizational per-
formance (pp. 227-237). London, UK: Routledge.

Sameroff, A. J. (1995). General systems theories and
developmental psychopathology. In D. Cicchetti &
D. Cohens (Eds.), Developmental psychopathology:
Vol. 1. Theory and methods (pp. 659-695). Wiley.

Sameroff, A. J. (2000). Dialectical processes in develop-
mental psychopathology. In A. J. Sameroff, M. Lewis,
& S. Miller (Eds.), Handbook of developmental psy-
chopathology (2nd ed., pp. 23—40). Plenum Press.

Sandler, I. N., Tein, J., & West, S. G. (1994). Coping,
stress and psychological symptoms of children of
divorce: A cross-sectional and longitudinal study.
Child Development, 65, 1744—1763.

Schorr, L. (1988). Within our reach: Breaking the cycle of
disadvantage. Doubleday.

Seligman, M. E. P. (1998a). Building human strength:
Psychology’s forgotten mission. APA Monitor,
29(1), 2.



18

S. Goldstein and R. B. Brooks

Seligman, M. E. P. (1998b). Building human strength:
Psychology’s forgotten mission. APA Monitor,
29(4), 2.

Shaw, D. S., & Vondra, J. I. (1993). Chronic family adver-
sity and infant attachment security. Journal of Child
Psychology and Psychiatry, 34(7), 1205-1215.

Shean, M. (2015). Current theories relating to resilience
and young people. Melbourne: Victorian Health
Promotion Foundation.

Skinner, E. A., & Wellborn, J. G. (1994). Coping dur-
ing childhood and adolescence: A motivational per-
spective. In D. R. Lerner & M. Perlmutter (Eds.),
Life-span development and behavior (pp. 91-123).
Erlbaum.

Southwick, S. M., Bonanno, G. A., Masten, A. S., Panter-
Brick, C., & Yehuda, R. (2014). Resilience definitions,
theory, and challenges: interdisciplinary perspec-
tives. European Journal of Psychotraumatology, 5(1),
25338.

Sprang, G., & Silman, M. (2013). Posttraumatic stress
disorder in parents and youth after health-related
disasters. Disaster Medicine and Public Health
Preparedness, 7(1), 105-110.

Sroufe, L. A. (1997). Psychopathology as an outcome of
development. Development and Psychopathology, 9,
251-268.

Stark, A. M., White, A. E., Rotter, N. S., & Basu, A.
(2020). Shifting from survival to supporting resilience
in children and families in the COVID-19 pandemic:
Lessons for informing US mental health priorities.
Psychological Trauma: Theory, Research, Practice,
and Policy, 12(S1), S133.

Substance Abuse and Mental Health Services
Administration. (2002). Drug abuse statistics. WwWWw.
drugabusestatistics.samsha.gov

Tabibnia, G., & Radecki, D. (2018). Resilience training
that can change the brain. Consulting Psychology
Journal: Practice and Research, 70(1), 59-88.

Tarter, R. E. (1988). The high-risk paradigm in alcohol and
drug abuse research. In R.W. Pickens & D.S. Svikis
(Eds.), Biological vulnerability to drug abuse (NIDA
Research Monograph 89, pp. 73-86).

Tarter, R., & Vanyukov, M. (1994). Alcoholism: A devel-
opmental disorder. Journal of Consulting and Clinical
Psychology, 62, 1096-1107.

Tiet, Q. Q., Bird, H. R., Davies, M., Hoven, C., Cohen,
P, Jensen, P. S., & Goodman, S. (1998). Adverse
life events and resilience. Journal of the American
Academy of Child and Adolescent Psychiatry, 37,
1191-1200.

Underwood, E. (2018). Lessons in resilience. Science, pp.
976-979.

U.S. Census. (2019). U.S. Census Bureau Releases 2014-
2018 ACS 5-year estimates. cencus.gov. WWw.census.
gov/programs-surveys/acs/news/updates/2019.html

Ungar, M. (2008). Resilience across cultures. British
Journal of Social Work, 38, 218-235.

UNICEF Annual Report 2020. (2020). unicef.org. www.
unicef.org/reports/unicef-annual-report-2020

Vanderbilt-Adriance, E., & Shaw, D. S. (2008). Protective
factors and the development of resilience in the context
of neighborhood disadvantage. Journal of Abnormal
Child Psychology, 36(6), 887-901.

Walsh, E. (2020). Loss and resilience in the time of
COVID-19: Meaning making, hope, and transcen-
dence. Family Process, 59(3), 898-911.

Werner, E. E., & Johnson, J. L. (1999). Can we apply
resilience? In M. D. Glantz & J. L. Johnson (Eds.),
Resilience in development: Positive life adaptations
(pp- 259-268). Kluwer/Academic/Plenum Publishers.

Werner, E. E., & Smith, R. S. (1982). Vulnerable but
invincible: A study of resilient children. McGraw Hill.

Werner, E. E., & Smith, R. S. (1992). Overcoming the
odds: High risk children from birth to adulthood.
Cornell University Press.

Werner, E. E., & Smith, R. S. (1993). Overcoming the
odds: High risk children from birth to adulthood.
Cornell University Press.

Werner, E. E., & Smith, R. S. (2001). Journeys from
childhood to mid-life: Risk, resilience and recovery.
Cornell University Press.

White, J. L., Moffitt, T. E., & Silva, P. A. (1989). A pro-
spective replication of the protective effects of 1.Q. in
subjects at high risk for juvenile delinquency. Journal
of Consulting and Clinical Psychology, 57, 719-724.

Wolchik, S. A., Schenck, C. E., & Sandler, 1. N. (2009).
Promoting resilience in youth from divorced fami-
lieis: Lessons learned from experimental trials of the
New Beginnings program. Journal of Personality, 77,
1833-1868.

Worsham, N. L., Compas, B. E.,, & Ey, S. (1997).
Children’s coping with parental illness. In S. A.
Wolchik & I. N. Sandler (Eds.), Handbook of chil-
dren’s coping: Linking theory and intervention
(pp. 195-215). Plenum Press.

Wyman, P. A., Cowen, E. L., Work, W. C., Hoyt-Meyers,
L. A., Magnus, K. B., & Fagen, D. B. (1999).
Caregiving and developmental factors differentiating
young at-risk urban children showing resilient versus
stress-affected outcomes: A replication and extension.
Child Development, 709, 645-659.

Wyman, P. A., Sandler, I., Wolchik, S., & Nelson, K.
(2000). Resilience as cumulative competence promo-
tion and stress protection: Theory and intervention. In
D. Cicchetti, J. Rappaport, I. Sandler, & R. Weissberg
(Eds.), The promotion of wellness in children and ado-
lescents. CWLA Press.

Yoshikawa, H. (1994). Prevention as cumulative protec-
tion: Effects of early family support and education
on chronic delinquency and its risks. Psychological
Bulletin, 115, 28-54.

Youth Risk Behavior Surveillance System (YRBSS).
(2019).  cdc.gov. www.cdc.gov/healthyyouth/data/
yrbs/index.htm


http://www.drugabusestatistics.samsha.gov
http://www.drugabusestatistics.samsha.gov
http://cencus.gov
http://www.census.gov/programs-surveys/acs/news/updates/2019.html
http://www.census.gov/programs-surveys/acs/news/updates/2019.html
http://unicef.org
http://www.unicef.org/reports/unicef-annual-report-2020
http://www.unicef.org/reports/unicef-annual-report-2020
http://cdc.gov
http://www.cdc.gov/healthyyouth/data/yrbs/index.htm
http://www.cdc.gov/healthyyouth/data/yrbs/index.htm

®

Check for
updates

Resilience Processes

in Development: Multisystem
Integration Emerging from Four
Waves of Research

Ann S. Masten @, Angela J. Narayan @,
and Margaret O'Dougherty Wright

How do children and adolescents “make it” when
their development is threatened by poverty,
neglect, maltreatment, wars, disasters, violence,
pandemics, oppression, racism, and discrimina-
tion? What protects them when caregiving and
family functioning are disrupted by separation,
substance abuse, mental illness, physical illness,
or death? How do we explain the manifestations
of resilience—when we observe children succeed
in spite of serious challenges to their develop-
ment—and put this knowledge to work for the
benefit of children and society? The scientific
study of resilience emerged around 1970 when a
group of pioneering researchers began to notice
the phenomenon of positive adaptation among
subgroups of children who were considered “at
risk” for developing later psychopathology
(Garmezy, 1985; Rutter, 1987; Garmezy &
Rutter, 1983; Werner & Smith, 1982).
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The resilience research pioneers led a revolu-
tion in thinking about the origins and treatment of
psychopathology (Masten & Cicchetti, 2016).
The primary focus of earlier clinical research on
children at high risk for psychopathology had
been to observe either the consequences of adver-
sity or the unfolding of risk processes accounting
for the etiology of disorders. Research efforts
were directed toward understanding pathology
and deficits rather than on how problems were
averted, resolved, or transcended. The field of
mental health at the time was dominated by psy-
choanalytic theory and a disease-oriented bio-
medical model that located the source of illness
within the individual. However, the first investi-
gators to explore the phenomenon of resilience
realized that models based primarily on predict-
ing psychopathology were limited in scope and
usefulness, didn’t account for why many did not
fare poorly, and provided little understanding of
how good outcomes were actually achieved by
those identified as “at risk.” Such information
was vital to the goal of intervening to improve the
odds of good developmental outcomes among
children at risk. One of the great contributions of
the early resilience investigators was their recog-
nition and championing of the idea that under-
standing positive developmental pathways in the
context of adversity is fundamentally important
for preventing and treating problems, particularly
among children at risk for psychopathology.
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The study of resilience advanced in four major
waves of research (Masten & Cicchetti, 2016;
Wright et al., 2013). In this chapter, we highlight
the concepts and findings resulting from these
waves to date, as they have shaped an emerging
multisystem resilience framework for research
and practice. The first wave of work yielded good
descriptions of resilience phenomena, along with
basic concepts and methodologies, and focused
on the individual. The second wave yielded a
more dynamic accounting of resilience, focused
on understanding the processes that could
account for the manifestations of resilience
observed in the first wave, adopting a develop-
mental systems approach to theory and research
on positive adaptation in the context of adversity
or risk. The third wave focused on interventions
aiming to foster resilience and thereby change
developmental pathways in more positive direc-
tions. The fourth wave to date has focused on
understanding and integrating resilience pro-
cesses across multiple levels of analysis, with
growing attention to epigenetic and neurobiolog-
ical processes, brain development, cultural influ-
ences, and socioecological contexts, as well as
the ways that systems interact to shape develop-
ment. As the fourth wave of resilience science
matures, there is growing attention to multisys-
tem theory and processes, by which interacting
systems shape the development of individuals
and other systems over time, and a growing call
for integrating knowledge across disciplines as
well as levels of study.

The First Wave: Identifying
Individuals Who Manifested
Resilience and Factors That
Appeared to Make a Difference

Initial research in this area was dominated by a
strong cultural ethos in the United States that glo-
rified rugged individualism—that Horatio Alger
ability to “pick oneself up by one’s own boot-
straps” and succeed solely through individual
efforts. Early on, investigators as well as journal-
ists referred to children who functioned well
despite the odds as “invulnerable” (Anthony,

1974, Pines, 1975) and tended to focus on their
personal traits and characteristics. Such children
were thought to be impervious to stress because
of their inner fortitude or character armor. As
research extended across time and across types of
traumas, the term “invulnerability” was replaced
by more qualified, realistic, and dynamic terms
such as “stress resistance” and “resilience.” These
concepts were thought to more appropriately
capture the interplay of risk and protective pro-
cesses occurring over time as individuals inter-
acted with families and larger sociocultural
influences (Masten et al., 1990; Rutter, 1987,
Werner & Smith, 1982, 1992).

Key Concepts

During the first generation of research on resil-
ience in development, these phenomena were
studied in a variety of different contexts through-
out the world (Glantz & Johnson, 1999; Luthar,
2006; Masten, 2014; Masten et al., 1990; Ungar,
2008). A consensus emerged on key concepts,
although controversies continue to this day and
there have been changes in emphasis over the
years. For example, in early work, “resilience”
typically referred to a pattern of positive adapta-
tion in the context of past or present adversity.
Later definitions became broader, more dynamic,
and systems-oriented, in keeping with efforts to
integrate this concept across levels of analysis
and across disciplines (Masten, 2018; Ungar,
2018). An example of a systems-oriented defini-
tion of resilience is as follows:

The capacity of a dynamic system to adapt suc-

cessfully to challenges that threaten the function,

survival, or development of the system. (Masten,
2021, p. 1)

Early on, resilience investigators recognized that
resilience was an inferential concept involving
two distinct kinds of judgments (Luthar &
Cicchetti, 2000; Masten & Coatsworth, 1998).
First, one judges that there has been a significant
threat to the development or adaptation of the
individual or system of interest. Second, one
judges that, despite this threat or risk exposure,
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the current or eventual adaptation or adjustment
of the individual or system is satisfactory by
some selected set of criteria.

There has been considerable confusion
throughout the past four decades on the precise
meaning of the many terms used by resilience
researchers (Luthar et al., 2000; Masten, 2001;
Rutter, 2000). Nonetheless, there is some consen-
sus on a working vocabulary for this domain of
inquiry. Table 2.1 provides a glossary of key
terms. Much of the terminology defined in
Table 2.1 (e.g., adversity, risk factor, and vulner-
ability) was already familiar from studies of psy-
chopathology. Resilience studies, however,
underscored concepts that had been omitted or
underemphasized in earlier work, most particu-
larly the concepts of assets, compensatory or pro-
motive factors, protective factors, and competence
or developmental tasks.

Resilience definitions require consideration of
both threats or disturbances to a system and crite-
ria of adjustment or function by which the suc-
cessful adaptation of the system is judged. Threat
concepts include risks or adverse experiences. As
defined in Table 2.1, “risk” most basically signi-
fies an “elevated probability” of a negative out-
come. It is a group or population term, in that a
risk factor does not identify which individual or
individuals in a group considered at risk will
eventually display difficulties in adaptation but
rather that the group of people with this risk fac-
tor is more likely to fare poorly or less likely to
do well in some regard. There is often a lack of
precision regarding risk factors, related to their
complex and cumulative nature (Evans et al.,
2013; Obradovi¢ et al., 2012). Many broad risk
indicators or “markers” encompass considerable
heterogeneity in outcomes within the group. For
example, children born prematurely vary in cir-
cumstances, birth weight, accompanying compli-
cations, family socioeconomic situation, access
to medical care, and adequate nutrition. A closer
analysis often provides clues to the processes
accounting for the overall risk of the group. In the
case of prematurity, knowing details about the
reason for preterm delivery or whether there were
additional delivery complications may not only
improve prediction about outcomes but also lead

to better understanding of the actual processes
producing or exacerbating the risks (O’ Dougherty
& Wright, 1990).

It soon became apparent that risk factors
rarely occur in isolation. More typically, children
with high risk are exposed to multiple adversities
extending over time, sometimes for very long
periods of their lives (Dong et al., 2004; Finkelhor
et al., 2009; Masten & Wright, 1998; Obradovi¢
et al., 2012). Outcomes generally worsen as risk
factors pile up in children’s lives, and, concomi-
tantly, resilience becomes less common. Thus, it
became critical to examine “cumulative risk fac-
tors” in order to more accurately predict and
understand developmental outcomes (Sameroff
et al., 2003). Divorce, for example, has been a
commonly studied stressor, but research revealed
heterogeneity in outcomes for children of
divorced parents. The concept of cumulative risk
helps clarify this diversity in outcome. Divorce is
not a single, time-limited risk factor or stressor
but is often a lengthy process of multiple stress-
ors and life changes. The extent and duration of
these stressors vary considerably from family to
family and can occur before, during, and after the
divorce itself. Finally, some forms of adversity
are so chronic and massive that no child can be
expected to be resilient until a safe and more nor-
mative environment for development is restored.
Thus, in cases of catastrophic trauma, such as
those resulting from war, prolonged displace-
ment, or torture, resilience often refers to good
recovery after the trauma has ended (Masten &
Narayan, 2012).

Risk terminology has been refined over the
years, inspired by a series of influential articles
by Kraemer et al. (1997, 2001, 2002). Their work
underscored the importance of distinguishing
correlates of poor outcomes from risk factors that
clearly predate the onset of the problem from
causal risk factors that can be shown (perhaps
through experimental manipulation) to contribute
to the undesirable outcome of interest. This work
has not only led to a greater specificity in risk
terminology but also provided a conceptual
framework for research with the goal of identify-
ing causal risk factors (see decision tree in
Kraemer et al. (1997)) and testing hypothesized
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Table 2.1 Definitions with child and family examples of key concepts

Term Definition Examples

Adversity Disturbances to the function or viability Poverty; child maltreatment; death of caregiver;
of a system; experiences that threaten forced migration due to war or natural disaster;
adaptation or development discrimination

Resilience Positive adaptation in the face of risk or Child exposed to family violence does well in
adversity; capacity of a dynamic system school, has friends, behaves well, and gets along
to adapt successfully to challenges that well with the teacher; earthquake survivor
threaten system function, survival, or recovers to normal function and development
development

Risk An elevated probability of an undesirable | The odds of developing autism spectrum

outcome

disorder (ASD) are higher in groups of people
who have a biological sibling with ASD

Risk factor

A measurable characteristic in a group of
individuals or their context that predicts a
negative outcome on a specific outcome
criterion

Premature birth; parental divorce; homelessness;
parental mental illness; sexual assault

Cumulative risk

Increased overall risk due to: (a) the
presence of multiple risk factors; (b)
recurring risk factors; or (c) accumulating
effects of ongoing adversity

Homelessness confers high cumulative risk to
health and development due to a piling up of
risks and adverse experiences, such as food
insecurity, residential instability, unsafe
neighborhoods, school mobility and dropout,
poor healthcare, and unemployment

Vulnerability

Individual (or system) susceptibility to
undesirable outcomes; the diathesis in
diathesis-stressor models of
psychopathology

A compromised immune function increases
susceptibility to infectious diseases; an anxious
child finds school transitions challenging; a
child abused at home has difficulties negotiating
conflict with peers

Proximal risk

Risk factors experienced directly by the
child

Witnessing violence; associating with
delinquent peers; experiencing cyberbullying

Distal risk

Risk arising from a child’s ecological
context but mediated through more
proximal processes

High community crime rate; inaccessible
healthcare; economic recession; structural
racism

Asset, resource,
compensatory, or
promotive factor

A measurable attribute of individual,
family, or broader context that predicts a
positive or desirable outcome regardless
of risk level

Strong cognitive abilities; competent parenting;
effective schools; high socioeconomic status

Protective factor

A predictor of better outcomes
particularly in situations of risk or
adversity

Airbags in automobiles, helmets, 911 services,
neonatal intensive care, health insurance,
vaccines

Cumulative The presence of multiple protective A child in a poor or violent neighborhood has
protection factors in an individual’s life supportive parents, a safe home, attends a good
school, volunteers as a school tutor, and has
prosocial friends
Developmental Psychosocial milestones, benchmarks, or | Walking, talking, learning to read, developing
tasks accomplishments expected of people by friendships, following rules, graduating from
age in a given historical or cultural high school, taking care of one’s children
context, often serving as the criteria for
judging how well a person is doing in life
Psychosocial Effectiveness in or capacity for using Active engagement of intellectual ability and
competence personal and contextual resources to positive relationships with teachers result in

accomplish age-appropriate
developmental tasks

school success
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mediating and moderating influences through
experimental intervention designs (Kraemer
et al., 2002).

Over the past two decades, a retrospective
measure of cumulative risks typically reported by
adults about their childhood history has surged in
popularity. The Adverse Childhood Experience
(ACE) scale was developed to index childhood
adversities linked to adult health problems, par-
ticularly those stemming from childhood mal-
treatment and exposure to household dysfunction
(Felitti et al., 1998). The Centers for Disease
Control and many US states subsequently
adopted this brief, low-burden scale to screen for
the prevalence of ACEs and monitor how these
exposures were related to health and well-being
over the life course. Interest also has grown in
documenting the intergenerational transmission
of cumulative adversities indexed by the ACE
scale and similar measures (Narayan et al., 2021).

The second key aspect of judging resilience in
the lives of individuals involves decisions about
how well a person is doing in life or, in other
words, the quality of their adaptation or develop-
ment. A variety of criteria have been utilized to
judge positive adaptation in the literature, includ-
ing criteria focused on the absence of pathology,
successes in age-salient developmental tasks,
subjective well-being, or all of these (see
Table 2.1 for examples). In the developmental lit-
erature, many investigators have defined good
outcomes on the basis of the child’s observed or
reported “competence” in meeting the expecta-
tions for children of a given age and gender in
their particular sociocultural and historical con-
text. Competence is typically assessed by how
well the child has met, and continues to meet, the
expectations explicitly or implicitly set in the
society for children as they grow up. This is often
referred to as the child’s track record of success
in meeting “developmental tasks,” age-related
standards of behavior across a variety of domains,
such as physical, emotional, cognitive, moral,
behavioral, and social areas of achievement or
function (McCormick et al., 2011). Although
these may vary from culture to culture, they typi-
cally refer to broad tasks that guide the develop-
ment and socialization of children (see Table 2.1

for examples). Children judged to show resil-
ience have typically negotiated these develop-
mental tasks with reasonable success despite
exposure to significant risks and adversities.

During the first wave of research, controver-
sies emerged about how to define resilience and
many of these debates concerned the criteria for
adaptation by which resilience would be judged
(see Luthar et al. (2000) or Masten and Cicchetti
(2016) for overviews of these debates). There
was debate, for example, about whether a child
who was adapting well in terms of observable
social behavior (academic achievement, work,
relationships, etc.) but suffering from internal
symptoms of distress was showing resilience.
There were debates about not only the “inside”
versus “outside” picture on adaptation but also on
“how many” domains should be considered and
“when” to assess “outcome.” We would argue,
for example, that manifesting resilience does not
necessarily mean that one is unaffected or
untouched by the trauma one has endured nor
does it mean that one always functions well
(Wright & Masten, 2015). A person may show
resilience at one point in life and not at another or
in one domain and not another (e.g., work com-
petence but not relational competence). Such
debates linger in the literature (Masten &
Cicchetti, 2016). Nonetheless, it is clear that the
criteria by which resilience is judged in a popula-
tion and how comprehensively it is assessed
across domains of functioning will impact the
prevalence of resilience in high-risk groups and
the nature of the processes identified as relevant
to resilience.

In recent years, this issue has re-emerged in
the form of “costs” of resilience at a biological
level, reflected in allostatic load (McEwen,
2020), with respect to achieving developmental
tasks when enormous effort is required to over-
come very high levels of adversity, particularly in
the context of structural racism and oppression or
ongoing war and extreme poverty (Brody et al.,
2020; Chen et al., 2021; Panter-Brick et al.,
2009). The concept of “John Henryism” (James,
1994) refers to the phenomenon of internal wear
and tear in the context of external success.
Investigators have shown that positive ethnic/
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racial identity and racial socialization by families
can play important protective roles in the devel-
opment of children and youth coping with mar-
ginalization and discrimination (Anderson &
Stevenson, 2019; Huguley et al., 2019; Marks
et al., 2020).

One of the most important domains of study
that unfolded as resilience research matured con-
cerns the linkage among multiple domains of
adaptation, positive and negative, and what this
may mean for understanding resilience and psy-
chopathology. Internal and external symptoms
are related over time, as is adaptive functioning
across different domains of competence and
symptoms (Masten et al., 2006). Symptoms can
contribute to problems negotiating developmen-
tal tasks, and failure in such tasks can lead to
symptoms, with snowballing consequences that
have been referred to as ‘“developmental cas-
cades” (Masten & Cicchetti, 2010). In develop-
mental theory, good functioning in developmental
tasks provides a platform on which future success
is built. It is becoming more evident that promot-
ing such competence may be crucial to prevent-
ing some kinds of problem outcomes among
high-risk populations of children (see the section
“The Third Wave: Intervening to Foster
Resilience”).

The first wave of resilience studies focused
on identifying the correlates or predictors of
positive adaptation against a background of risk
or adversity. Thus, these investigators were also
interested in assessing individual or situational
differences that might account for differential
outcomes among children sharing similar adver-
sities or risk factors. Two major kinds of corre-
lates were considered: (1) positive factors
associated with better adaptation at all levels of
risks, including high risk levels, which were
often termed assets, resources, or compensatory
factors (e.g., Garmezy et al., 1984) or promotive
factors (Sameroff, 1999), and (2) factors that
seemed to have particular importance for posi-
tive adaptation at high levels of risk or adversity,
which were typically termed protective factors
(e.g., Rutter, 1979). The key difference in the
two types of concepts was in whether the pro-
cesses underlying a factor played a special role

under hazardous conditions, when risk or adver-
sity levels were high.

When a positive predictor is designated a pro-
tective factor, some type of shielding from the
effects of risk or adversity is implied. Thus, pro-
tective factors represent attributes or processes
that particularly matter or only matter when risk
or adversity is high. For example, airbags in auto-
mobiles or antibodies to specific disease agents
are viewed as protective factors because they
operate to protect individuals from the dangers of
accidents or infections, respectively. Protective
factors “moderate” the impact of adversity on
adaptation. The examples of airbags and antibod-
ies are causal protective factors in that they pro-
vide demonstrable and explainable protection to
a living system in the course of an unfolding
experience. Similarly, a parent who jumps in
front of a child to take the brunt of a physical
assault clearly is protective in the sense of shield-
ing the child from worse harm. Yet, many pre-
sumed protective factors in studies of resilience
are far less easy to specify.

It has proven to be quite difficult to distinguish
promotive factors (assets) from protective factors
in human development because many of the most
important correlates of good adaptation are them-
selves complex systems or relationships that
serve multiple functions. Parents and other care-
givers, who can be viewed as “Mother Nature’s
protective factor,” clearly comprise a protective
system of immense complexity for child develop-
ment. One finding that has emerged and been
reconfirmed time and time again is that resilient
adaptation depends on positive family (or surro-
gate family) relationships. For very young chil-
dren, early relationships with caregivers provide
the foundation for developing secure attachments
to others (Bowlby, 1988; Sroufe et al., 1999). If
this early infant—caregiver relationship is warm,
attentive, and responsive, the child develops con-
fidence that his or her needs will be met, learns
positive ways of relating to others, becomes more
able to regulate emotions, and develops feelings
that the self is worthy and valued. Thus, a respon-
sive, caring, and competent caregiver is a very
powerful asset for fostering a child’s healthy
growth and development in any context. In the
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face of significant adversity, such parents also
know how to respond effectively to threat and are
able to adaptively shift their responses to provide
protective modes of behavior. Similarly, the
human brain is capable of many functions and
responds to life situations in a multitude of adap-
tive ways. Thus, it is not surprising to learn that
“intelligence quotient (IQ)” scores and other
assessments of general cognitive capabilities that
measure general abilities for adaptive problem-
solving predict a multitude of good outcomes
regardless of risk or adversity level (meeting the
definition of asset) and also have been shown to
function as moderators of risk or adversity, mat-
tering even more under threatening circum-
stances (Masten et al., 1999).

There have been considerable debates over the
years about labeling a continuous variable that
correlates with adaptation as a risk factor or an
asset or compensatory factor, when it could be
viewed as either or both. Often, these constructs
are composed of bipolar opposites that exist on
the same continuum. That is, the attribute or vari-
able in question is associated with poor adapta-
tion at one end of the range and good adaptation
at the other end. For example, when poverty is
present, it is identified as a risk factor for negative
outcome, whereas a more advantaged economic
status is observed to be a compensatory or pro-
motive factor associated with positive outcomes.
Eventually, we may learn “where the action is”
for a particular attribute or factor, but in many
cases, we may learn once again that adaptation
arises from complex processes not easily labeled.
Moreover, many of the broad indices of risk, such
as poverty or homelessness or maltreatment, are
marker variables for many additional risk factors
and adversities that co-occur: when one is pres-
ent, there usually is a history of high cumulative
risk (Masten & Narayan, 2012; Sameroff et al.,
2003). Certainly, it is conceivable to think about
a pure “risk factor” that has a clear negative influ-
ence on development when it occurs (e.g., foot
amputated in a random accident) but has no influ-
ence when it does not occur. It is also conceivable
to think about pure “asset” factors that have a
positive influence when they occur (e.g., musical
talent) but have little impact on development in

their absence. However, most factors currently
studied as contributors to adaptation or good ver-
sus poor development reflect continuously dis-
tributed variables that may operate in many ways
at many levels (e.g., attentional skills ranging
from focused to multitasking to inattention or
emotionality including calm states, excitement,
and extreme dysregulation).

Developmental Perspectives

Resilience studies have revealed that children
might have different vulnerabilities and protec-
tive systems at different times in the course of
their development (Masten et al., 1990; Wright &
Masten, 1997). Infants, because of their total
dependence on caregivers, are highly vulnerable
to the consequences of loss of their parents or
mistreatment by caregivers. Yet, infants are more
protected from experiencing the full impact asso-
ciated with war or natural disasters because they
lack an understanding of what is happening. As
children mature, their school milieu and neigh-
borhood can increasingly contribute to their
exposure to traumatic events. Older children
engage in more unsupervised activities, and their
involvement with peers can be protective or risky.
Thus, although older children are much more
capable of coping in this world on their own,
their independence from the protection of their
caregivers can also contribute to their trauma
exposure. Adolescents are also vulnerable to a
different type of loss or betrayal, such as loss or
devastation concerning friends, faith, schools,
and governments. They understand what these
losses mean for their future, a realization well
beyond the understanding of young children
(Masten & Narayan, 2012).

The possibility of ‘“sensitive periods” in
human development, when experiences (posi-
tive or negative, present or absent) might have
more influence on development, was also recog-
nized quite early in the resilience literature, par-
ticularly with regard to the timing of adverse
experiences, including nutritional deficits, care-
giving deprivation, exposure to violence, or
direct maltreatment (e.g., Boyce et al., 2021;
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Egeland et al.,, 1993; Narayan et al., 2013).
However, researchers also recognized the
importance of intervention timing in promoting
resilience (e.g., Luthar & Cicchetti, 2000;
Ramey & Ramey, 1998). Developmental theo-
ries of change underpinning the strategic timing
of intervention and prevention efforts often
were based on one of two fundamental ideas:
“windows of opportunity” when developing
systems were more malleable to change and
“developmental cascades” (Masten, 2015).
Windows of opportunity for enduring change in
the life course have been studied in relation to
neural plasticity (Boyce et al., 2021; Nelson,
1999) and with respect to contextual opportuni-
ties that trigger positive changes, such as adop-
tion, entering a high-quality early childhood
program, or moving from a conflict zone to a
peaceful society with more support factors for
child development. Similarly, the perinatal
period has been recognized as an important win-
dow of opportunity to promote resilience in
pregnant women as well as the fetus, through
identifying risk and intervening to prevent inter-
generation transmission of stress, trauma, and
psychopathology (Davis & Narayan, 2020).

The concept of developmental cascades gen-
erally refers to the spreading effects of changes in
one aspect or level of functioning in dynamic sys-
tems to other domains and levels, resulting from
the many interactions of biological and psycho-
social systems that shape human development
(Masten & Cicchetti, 2010). Preventive interven-
tions for children in high-risk groups often aimed
at promoting positive cascades, given evidence
that engaging successfully in developmental
tasks in one period of development sets the stage
for future success in a cumulative manner.
Interventions alternatively aimed at preventing or
interrupting the cascading effects of negative cas-
cades, whereby problems in adjustment were
likely to grow worse over time or undermine suc-
cess in the important new domains of psychoso-
cial adjustment.

Resilience Correlates

The first wave of research on resilience included
both person-focused and variable-focused
approaches. Person-focused approaches identi-
fied resilient individuals in an effort to determine
how they differed from other individuals facing
similar adversities or risks who were not faring as
well. Variable-focused approaches, in contrast,
examined the linkages among characteristics of
individuals and their environments that contrib-
uted to good outcomes when risk or adversity
was high. This method focused on variables that
cut across large, heterogeneous samples and drew
heavily on multivariate statistics. Across many
studies from each of these perspectives and
across widely divergent methodologies, the first
wave of research revealed a striking degree of
consistency in findings, implicating a set of broad
correlates of better adaptation among children at
risk for diverse reasons. This consistency was
noted early by Garmezy (1985) and has been cor-
roborated repeatedly over the years (Ungar &
Theron, 2020). Table 2.2 provides examples of
widely observed resilience factors.

Masten (2001, 2007) has referred to these
resilience factors as “the short list” and argued
that these commonly observed resilience factors
reflect fundamental adaptive systems supporting
human development, particularly in the context
of adversity. During the fourth wave, a multisys-
tem perspective on the short list has emerged,
discussed further below.

As investigators began to consider the pro-
cesses that might account for resilience factors
observed across diverse studies, the second wave
of resilience work began. Although the first wave
produced many ideas, constructs, methods, and
findings about the correlates of resilience (as well
as many controversies), it was soon evident that
more sophisticated models were needed to con-
sider the complex processes that were implicated
by the initial findings (see Glantz and Johnson
(1999)).
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Table 2.2 Examples of resilience factors for children in contexts of elevated risk or adversity

In the child

Sense of belonging and perceived social support

Cognitive capabilities, problem-solving skills, executive functions

Good and predictable sleep quality

Social skills and ability to form and maintain positive peer relationships

Effective emotional and behavioral regulation strategies and coping skills

Positive views of self (identity, self-confidence, self-efficacy)

Positive outlook on life (hopefulness)

Purpose, faith, a sense of meaning in life

Other attributes valued by the society and self (e.g., talents, sense of humor)

In the family

Stable and supportive home environment

Close relationship with sensitive and responsive caregiver(s)

Harmonious relationships among family members, family cohesion

Authoritative parenting (high warmth, structure, and expectations)

Supportive connections with extended family members

Positive and predictable family routines and traditions

Parental involvement in child’s education

Parents who have attributes listed above in the child section

Socioeconomic advantages and resources

Family social support

Positive ethnic/racial identity and racial socialization

Spiritual or religious beliefs, affiliations, and activities

In the community

Positive neighborhood context

Safe neighborhoods with low levels of community violence and crime

Clean air and water

Affordable housing

Access to high-quality childcare

Access to green spaces, recreational centers, and libraries

Effective schools

Competent and reliable teachers

Strong and fair leadership

Positive school climate

Sense of collective community

Connections to caring adult mentors and prosocial peers

High-quality reciprocal friendships

Stable employment opportunities for adults, parents, and young people

Access to affordable and effective health-care services

Access to trustworthy emergency services (police, fire, medical)

Ethical and respected political or community leaders

In the culture or society

Protective child policies (e.g., for health, welfare, childcare, labor, education)

Healthy national economy

Peaceful political environment with national security and protection from violence

Social justice, low levels of discrimination, and perceived equity of opportunities

Nondiscriminatory laws and equal protection under the law

Traditions and celebrations that convey meaning, cohesion, belonging

Support for cultural belief systems that convey meaning and purpose




28

A.S. Masten et al.

The Second Wave: Embedding
Resilience in Developmental
and Ecological Systems,

with a Focus on Processes

of Resilience

Early studies delineated a number of important
factors that were associated with later resilience
but did not provide an integrative understanding
of the processes leading to resilience in develop-
ment. As noted in a review of the first wave of
work, “it is the task of future investigators to por-
tray resilience in research questions that shift
from the ‘what’ questions of description to the
‘how’ questions of underlying processes that
influence adaptation” (Masten et al., 1990,
p. 439). Subsequent research and theories focused
more specifically on understanding the complex,
systemic interactions that shape both pathologi-
cal and positive outcomes, emphasizing resil-
ience as a phenomenon arising from many
processes (Cicchetti, 2010; Egeland et al., 1993;
Yates et al., 2003; Masten, 1999, 2007). Wyman,
for example, described resilience in the following
manner: “Resilience reflects a diverse set of pro-
cesses that alter children’s transactions with
adverse life conditions to reduce negative effects
and promote mastery of normative developmen-
tal tasks” (Wyman, 2003, p. 308).

The second wave of resilience work reflected
a broader transformation occurring in the sci-
ences concerned with normative and pathological
development that accompanied the emergence of
developmental  psychopathology  (Cicchetti,
1990, 2006; Masten, 2006, 2007; Sroufe &
Rutter, 1984). Systems thinking began to infuse
general developmental theory as well as resil-
ience theory and developmental psychopathol-
ogy, yielding more dynamic models of change
and paying far more attention to the interaction of
multiple systems in development (Masten et al.,
2021; Masten & Kalstabakken, 2018; Griffiths &
Tabery, 2013). Initially, this sea change in devel-
opmental sciences led to greater emphasis on the
role of relationships and systems beyond the fam-
ily and attempted to consider and integrate bio-
logical, social, and cultural processes into models
and studies of resilience (Charney, 2004;

Cicchetti, 2010; Cicchetti & Curtis, 2007; Luthar,
2006; Masten, 2001, 2007). During the fourth
wave, discussed further below, dynamic multi-
system models of resilience surged. As resilience
science integrated systems thinking and pro-
cesses, investigators turned their attention to
delineating the processes that could account for
the descriptive findings that characterized the
first wave of studies. The early pioneers certainly
recognized the complex, dynamic nature of natu-
rally occurring resilience (see Masten et al.
(1990) for this history), but the basic descriptive
data of the initial wave of studies were a neces-
sary empirical first step before resilience research
could begin to address the complexity of pro-
cesses that might be involved.

The fact that many of the promotive and pro-
tective factors that were identified in the first
wave appeared to facilitate development in both
high- and low-risk conditions suggested the
importance of fundamental, universal human
adaptation systems that keep development on
course and also facilitate recovery from adversity
(Masten, 2001, 2007). Examples of these adap-
tive systems include the development of attach-
ment relationships; moral and ethical
development; belief systems that give life mean-
ing and purpose; self-regulatory systems for
modulating emotion, arousal, and behavior; mas-
tery and motivational systems; and neurobehav-
ioral and information processing systems. Other
systems involve the broader cultural context and
consist of extended family networks, religious
organizations, and other social systems in the
society that offer adaptive advantages. These
adaptive systems are versatile and responsive to a
wide range of challenges, both normative and
non-normative. If the major threats to children’s
adaptation are stressors that undermine the devel-
opment of these basic protective systems, then it
follows that children’s ability to recover and to be
resilient will be highly dependent on these sys-
tems being restored (Masten & Narayan, 2012).

The influence of developmental systems the-
ory is also evident in the multicausal and dynamic
models of resilience characteristic of the second
wave of work. Second wave theory and research
often encompass the language of developmental
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systems theory (DST), with concepts such as
equifinality and multifinality, developmental
pathways and trajectories that capture the
dynamic, interactional, reciprocal, multicausal,
and multilevel models typical of DST
(Bronfenbrenner, 1979; Cicchetti & Rogosch,
1996; Ford & Lerner, 1992). The focus of many
second-wave studies was on the processes that
may lead to resilience. Studies attempted to
explore moderating processes that would explain
protective effects that seem to work only for
some people under some conditions as well as
mediating processes that explain how risk or pro-
tection actually works to undermine or enhance
adaptation.

An ecological, transactional systems approach
to understanding resilience marked a dramatic
shift from a traditional focus on the individual to
a broader focus encompassing family and com-
munity relational networks (Wright et al., 2013).
Developmental outcomes from this perspective
result from complex patterns of interaction and
transaction. Second-wave research studies incor-
porated design and analytical techniques and
strategies that allowed for detection of such mul-
tilevel influences. This dynamic approach empha-
sized the need to formulate different research
questions in order to understand the process of
positive or negative adaptation following stress.
Rather than asking questions about why a child is
resilient, questions were asked about bidirec-
tional connections between the child and his or
her context. These child—context relationships
and interactions become the focus of study. This
approach fostered research designs that more
adequately reflected individual differences in
developmental pathways and contextual variation
within families, communities, societies, cultures,
and historical periods. Second-wave research
studies also provided a more complex assessment
of family and environmental influences. Parents
do not respond in identical ways to each of their
own children nor is the family environment expe-
rienced in an identical way by different children
in the family (Plomin et al., 2001). Even when
there is significant conflict and disharmony
within a family, the negativity expressed by the
parents may focus more on one child than on

another and the children themselves may be dif-
ferentially reactive to and affected by such con-
flict. A transactional model of influence captures
this dynamic pattern and highlights the impor-
tance of examining reciprocal patterns of interac-
tion that shape development over time (Sameroff,
2000).

Finally, the impact of the social context on the
child is mediated in part through the child’s per-
ception and interpretation of his or her experi-
ences (Boyce et al., 1998; Sroufe, 2020), and
some investigators have focused on such internal
processes (Compas et al., 2001; Zimmer-
Gembeck & Skinner, 2016). Although important,
such assessments are inherently difficult to
obtain, particularly in very young children who
lack the verbal skills and conceptual framework
needed to describe the impact of their traumatic
experiences. There are likely to be significant
changes in the meaning the child assigns to dif-
ferent experiences at different ages and thus the
meaning and the impact of a traumatic experi-
ence can change considerably over time. For
example, some victims of childhood sexual abuse
are so young at the time of the initial abuse that
they do not understand the full meaning of the
perpetrator’s actions. However, when they
become older, the extent of betrayal and the
shame and humiliation they experience can inten-
sify and significantly enhance the stressfulness of
the experience (Lieberman & Van Horn, 2009;
Wright et al., 2007).

Contextual Specificity of Protective
Processes

With closer attention to processes that might
account for resilience, second-wave investigators
also began to note that protective processes could
be contextually specific. This research high-
lighted the importance of paying careful attention
to the ways in which specific groups exposed to
diverse stressors differentially adapt and also to
exploring which factors were protective for
which individuals in these contexts. Cicchetti and
Rogosch (1997), in their follow-up study of mal-
treated children, provided intriguing evidence in
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this regard. Whereas many studies of high-risk
children have found that close interpersonal rela-
tionships and social support predict better long-
term outcomes, Cicchetti and Rogosch found that
the maltreated children in their study who dis-
played positive long-term adjustment actually
drew on fewer relational resources and displayed
more restrictive emotional self-regulation styles
than did comparison controls who were not mal-
treated. In a similar vein, Werner and Smith
(1992) and Wyman (2003) found that interper-
sonal and affective distancing and low expecta-
tions for parental involvement were related to
later resilience and not poor adjustment.
Expanding upon this observation, Werner and
Smith reported that, later in life, many of their
resilient adults detached themselves from parents
and siblings, perhaps to prevent being over-
whelmed by the emotional problems of their
families. These results highlight the distinctive
challenges faced by children who come from
highly dysfunctional families and emphasize the
importance of refraining from making premature
conclusions about what constitutes positive
coping.

The Rochester Child Resilience Project
(Wyman, 2003; Wyman et al., 1993) shed addi-
tional light on the issues of context-specific
adaptation and the processes underlying resil-
ience. In their follow-up study of urban children
growing up in the context of adversity (high rates
of poverty, violence, family discord, and sub-
stance use problems), factors considered to be
“protective” differed in their effect, depending on
the additional characteristics of the child and the
context. For example, although positive future
expectations and perceptions of personal compe-
tence often appear to be protective, this positive
effect was only evident among participants in
their study when these perceptions were realistic.
If an adolescent had an unrealistic perception of
his or her competence, these positive perceptions
were associated with an elevated risk of serious
conduct problems. Furthermore, in their sample,
positive future expectations were actually associ-
ated with academic disengagement among those
participants who also displayed conduct prob-
lems. Overall, these findings suggest that indi-

vidual child characteristics such as high
self-esteem or positive future expectations may
be associated with resilience for some children
but not for others.

Stability and Change in Resilient
Adaptation

As resilience research developed, more nuanced
perspectives emerged. It was clear that the same
child could be diagnosed as ‘“resilient” at one
point in development but not another, that a child
might be adaptive in one context but not another
at the same point in development, and that chil-
dren were often adaptive in some aspects of their
lives but not in others. Second-wave research also
gave more consideration to multiple levels of
context interacting to produce changing adjust-
ment over time. Complex models of resilience
focused on healthy versus maladaptive pathways
of development in the lives of children exposed to
adversity over time, which could capture fluctua-
tions in adaptive functioning over time and allow
for varying patterns for different indicators of
adaptive behavior. Pathway models, which have a
long history in embryology and developmental
psychopathology, draw attention to turning points
in development and also to the holistic patterns of
development and adjustment that can emerge
from complex interactions of a changing person
and dynamic contexts (Masten & Cicchetti, 2016;
Sroufe, 2020).

Initially, the discussion of developmental
pathways drew primarily from case examples and
composite data obtained from longitudinal stud-
ies (e.g., Cairns & Cairns, 1994; Furstenberg
et al., 1987; Hawkins et al., 2003; Masten et al.,
2004, 2006; Rutter & Quinton, 1984; Sampson &
Laub, 1993; Werner & Smith, 1992, 2001).
Longitudinal data allowed for studies of changes
within individuals over time rather than focusing
on between-individual analyses. Such data speak
to the enduring capacity for change that exists
throughout development and also provide valu-
able insights into the possible processes that may
operate to produce either stability or change in
functioning. For example, studies identifying and
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attempting to account for desistance trajectories
in delinquency and criminal behavior based on
longitudinal data (e.g., Hawkins et al., 2003;
Mulvey et al., 2010; Sampson & Laub, 1993)
have suggested that complex interactions of
youth with parents, peers, and other adults in the
home, neighborhood, schools, and workplace
contributed to positive and negative trajectories
across the transitions from childhood to adoles-
cence and early adulthood. Such studies also sug-
gested that there were critical turning points in
response to specific developmental challenges
(such as entering school or the transition to ado-
lescence) that may shape the nature and course of
future adaptation.

Three studies that followed high-risk samples
well into adulthood provide encouraging infor-
mation about the potential for recovery from
adverse experiences in childhood. Werner and
Smith (1992) reported that the majority of their
high-risk youth with serious coping problems in
adolescence had recovered by the time they
reached their 30s, and this was particularly true
for the women in their sample. Only one in six
troubled high-risk teens became a troubled adult.
Furstenberg et al. (1987) found a similar pattern
of later recovery among their sample of black
adolescent teenage mothers. Similarly, among
antisocial youth, considerable desistance is
reported over time so that by mid-life, the major-
ity of antisocial youth have desisted (Sampson &
Laub, 1993). Across all three studies, strong ties
to work and to one’s spouse were associated with
eventual positive adaptation and strongly impli-
cated in “turn-around” cases. Activities that facil-
itated these ends, such as developing personal
resources, obtaining further education, marrying
an accepting and supportive spouse, joining the
armed forces to gain vocational skills, and subse-
quent fertility control and family planning, were
critical components promoting positive within-
individual changes over time. For other high-risk
individuals, social support from extended family
and friendship networks or joining a church facil-
itated positive changes.

Follow-up studies of children who experience
severe adversity suggest a remarkable capacity
for developmental recovery when normative rear-

ing conditions are restored, including studies of
institutional rearing characterized by deprivation
(Van IJzendoorn et al., 2020b), rescued child sol-
diers (Betancourt et al., 2013), and displacement
due to wars and disasters (Masten et al., 2015).
These longitudinal studies often reveal turning
points in the lives of those exposed to severe
adversity with lasting alterations in an individu-
al’s developmental pathway often occurring in
conjunction with substantial positive changes in
living conditions or adjustment, brought about by
adoption, migration, education, rescue, securing
stable employment, successful marriage, engage-
ment in therapy, and similar improvements. Laub
et al. (1998) described these phenomena in terms
of “knifing off” in the long-term follow-up of the
Glueck and Glueck cohort of antisocial youth,
and there are many anecdotal accounts of such
dramatic turns in the life course.

The impressive recovery patterns observed in
many individuals later in life, however, do not
mean that all children will recover. A significant
percentage of the children from the Romanian
orphanages characterized by severe deprivation,
as well as from the refugee studies, continued to
suffer from serious and chronic emotional,
behavioral, and/or cognitive problems that appear
to be the lingering effects of their experiences
(Gunnar, 2001; Masten & Hubbard, 2003; Rutter
& the ERA team, 1998; Wright et al., 1997;
Zeanah et al., 2006). Longitudinal studies by
Werner and Smith (1992) and Sampson and Laub
(1993), Laub and Sampson (2002) revealed that
if there were several problem areas at an early
age, such as school failure, serious mental health
problems, and repeated problems with delin-
quency, then the pattern of maladjustment and
deviant behavior was more stable. This finding
sheds light on a pattern replicated by other longi-
tudinal studies that there is stronger support for
developmental continuity of poor adaptation
when multiple areas of competence have been
compromised (Sroufe, 2020). Compounding or
cascading problems may explain why interven-
tions become more challenging as individuals
advance further along pathways of maladaptation
or problems show cascading effects, spreading
across domains (Masten & Narayan, 2012).
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Another important consideration is the possi-
bility that the effects of early adversity might not
be evident immediately, but might emerge much
later in development (a kind of “sleeper effect”).
Some types of early adversity, such as living with
a depressed mother and maltreatment, might
impair the child’s later ability to function suc-
cessfully in intimate family roles. For example,
survivors of child sexual abuse and other forms
of complex trauma can display a wide range of
later interpersonal problems, including problems
with intimate partner relationships, disturbed
sexual functioning, and difficulties in parenting
(DiLillo, 2001; Pratchett & Yehuda, 2011; Wright
et al., 2012). Experiences of child maltreatment
predict elevated risk, but, nonetheless, there is
considerable evidence of resilience among adult
survivors of child maltreatment (Cicchetti, 2013;
Toannidis et al., 2020; Wright & Allbaugh, 2017).

Understanding resilience in terms of processes
that alter children’s transactions with adverse life
conditions or their aftermath, mitigating negative
effects of such experiences, and fostering posi-
tive adjustment also avoids the type of damaging
labeling that sometimes occurs when resilience is
referred to as an individual outcome. For children
who experience adversity, particularly severe and
long-lasting trauma, one would expect there to be
short-term and long-term effects of some kind,
varying in terms of differences in developmental
timing, the nature of the adversity, the extent of
positive early experiences and resources, histori-
cal and cultural context, and individual differ-
ences in sensitivity, resources, and resilience
capacity available at any given time, resulting in
ever-changing functioning over time (Masten
et al., 2015; Narayan et al., 2021).

There are potentially damaging consequences
of viewing resilience as an individual trait, as
noted by many resilience scholars over the years
(Luthar, 2006; Masten, 2014; Panter-Brick &
Leckman, 2013; Rutter, 1987). Foremost among
these is the tendency to view those children who
do not adapt successfully as somehow lacking the
“right stuff” and as personally to blame for not
being able to surmount the obstacles they have
faced. This focus minimizes the overwhelming
social stressors and chronic adversities that many

children face and also underplays the extensive
role of context in individual resilience. Because
adaptation is embedded within a context of mul-
tiple systems of interactions, including the fam-
ily, school, neighborhood, community, and
culture, a child’s resilience depends on other
people and multiple systems of influence. The
processes that foster resilience or vulnerability
need to be understood within this holistic con-
text. Children who do not “make it” often lack
the basic support, protection, and respect needed
for successful development, whereas children
who succeed typically have sufficient external
support to continue forward. The same forces
that may constrain the child’s development—
poverty, discrimination, lack of opportunities,
inadequate medical care, or exposure to vio-
lence—also often impact and constrain the entire
family. Economically impoverished families, or
parents ravaged by their own struggles with alco-
holism, drug addiction, or mental illness, are
often poorly equipped to provide the necessary
resources and basic protections their children
need. All individuals need the support and assis-
tance of the society in which they live. The degree
of success one has in surmounting these obstacles
is a complex combination of personal strengths
and vulnerabilities as well as ongoing transac-
tions with one’s family and community
networks.

Cultural Influences on Resilience

Another critical component in understanding the
processes in resilience is the role of culture. Just
as biological evolution has equipped human indi-
viduals with many adaptive systems, cultural
evolution has produced a host of protective sys-
tems. Protective factors are often rooted in cul-
ture. Cultural traditions, religious rituals and
ceremonies, and community support services
undoubtedly provide a wide variety of protective
functions, though these have not been studied as
extensively in resilience research. Moreover,
there may well be culturally specific traditions,
beliefs, or support systems that function to pro-
tect individuals, families, and community func-
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tioning in the context of adversity within those
cultures. Specific healing, blessing, or purifica-
tion ceremonies, such as those found among
Indigenous American Indian tribal cultures
(Gone, 2009; LaFromboise et al., 2006a, b), as
well as in many cultures and religions around the
world (Crawford et al., 2006), may serve to coun-
teract or ameliorate the impact of devastating
experiences among people in a culture. Similarly,
among minoritized groups in society, factors
such as strength of ethnic identity, competence
and comfort in relating to members of different
groups, and racial socialization are particularly
important in dealing with challenges that arise
due to experiences of oppression and discrimina-
tion within the context in which they live
(Szalacha et al., 2003; Wright & Littleford,
2002). Until recently, there was surprisingly lim-
ited systematic investigation of culturally based
protective processes (Luthar, 2006; Masten &
Wright, 2010). The movement away from an
individually based conceptualization of resil-
ience and toward a contextually situated frame-
work has been a welcome one from the
perspective of many cross-cultural researchers
(Aponte, 1994; Boyd-Franklin & Bry, 2000; Hill,
1999; Theron et al., 2015). Whereas some of the
factors and processes that have been identified as
fostering resilience focus on individual function-
ing (such as good cognitive skills, socio-
emotional sensitivity, ability to self-regulate), the
shape and function of these processes may be
culturally influenced or may interact with cul-
tural demands and expectations in ways that are
poorly understood. Moreover, many other factors
have been identified within the collective net-
work of the family and the community. Recently,
efforts have begun to index positive childhood
experiences echoing the early “short list” of resil-
ience correlates that may be efficiently tabulated
to assess adults’ and parents’ early-life positive
experiences, in addition to the positive experi-
ences of current and future generations of chil-
dren (Jefferies et al., 2019; Narayan et al., 2018).
As the study of resilience continues, it will be
critical to explore the extent to which factors
found to promote resilience in one group are rep-
licated across cultural groups and also how the

same factor found across multiple groups may
function differently in different cultural contexts
(Panter-Brick, 2015). For example, for various
cultural/ethnic groups, there can be a great deal
of difference in the relative importance placed on
individualism, collectivism, and familism, and
these dimensions might mediate resilience in dif-
ferent ways for different groups (Gaines et al.,
1997; Kim et al., 1994). Intervention efforts are
likely to be enhanced by deeper consideration of
these and of other cultural dimensions.

The Third Wave: Intervening
to Foster Resilience

From inception, a compelling rationale for the
systematic study of naturally occurring resilience
was to inform practice, prevention, and policy
efforts directed toward building resilience when
it was not likely to occur naturally. The second
wave focused on a better understanding of medi-
ating and moderating processes that might
explain the links between adversity and develop-
mental competence, as an intermediate step
toward the ultimate goal of intervening to pro-
mote resilience and positive development.
Research on such processes continues to be
important. However, using lessons from the first
two waves, investigators of the third wave began
to translate the basic science of resilience that
was emerging into actions intended to promote
resilience. These investigators recognized that
experiments to promote positive adaptation and
prevent problems among individuals at high risk
for developing problems represented a powerful
strategy for testing resilience theory. They
focused their hypotheses on testing adaptive pro-
cesses that were targeted in the theory or logic
models of experimental interventions. Initially,
this work took the form of theory-driven inter-
vention designs, and subsequently, with growing
frequency, third-wave research has taken the
form of experiments with randomized control
groups or quasi-experimental comparison groups
to test explicit models of change. Such experi-
ments represent the “gold standard” of evidence
about change processes.
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Historically, the third wave represented a con-
fluence of goals, models, and methods from pre-
vention science and studies of naturally occurring
resilience (Cicchetti et al., 2000; Coie et al.,
1993; Cowen & Durlak, 2000; Masten, 2007;
Masten & Coatsworth, 1998; Weissberg et al.,
2003; Yoshikawa, 1994). Multifaceted interven-
tion studies designed to prevent or reduce risky
behaviors, delinquency, and other problems in
children (e.g., FAST Track or the Seattle Social
Development Project) and also early childhood
interventions developed to improve the odds of
children growing up in poverty or disadvantage
(e.g., Abecedarian, Head Start, Perry Preschool
Project, Chicago Longitudinal Study) encom-
passed multiple strategies designed to promote
success in developmental tasks at the same time
that they reduced risk for problem behaviors
(Ramey & Ramey, 1998; Weissberg & Greenberg,
1998; Reynolds & Ou, 2003). As the data on
assets and promotive and protective factors began
to accumulate in natural resilience studies, data
were also mounting in prevention science based
on randomized clinical trials (RCTs). These
RCTs demonstrated that promoting competence
was a key element of programs that worked, and
the mediators and moderators of change bore a
striking resemblance to the processes implicated
by the “short list” in resilience research (Cicchetti
et al., 2000; Luthar & Cicchetti, 2000; Masten,
2001, 2007; Masten et al., 2006; Masten &
Coatsworth, 1998; Reynolds & Ou, 2003).

Resilience research had the goal of informing
intervention from the outset. Moreover, with chil-
dren in urgent need of help, practitioners could
not wait for definitive evidence before using the
best evidence available at the time to nurture
resilience or recovery among children and fami-
lies who were in the midst of suffering from the
effects of adversity. Thus, as research models and
knowledge accumulated, resilience-informed
interventions emerged in parallel (Masten, 2011).
Research on resilience had two major and trans-
formative effects on interventions for children.
One change was very general in the form of a
profound shift away from deficit-focused models
of intervention to models that included a focus on
goals, strategies, and measures that assessed

strengths and resources and examined promotive
and protective processes. Risks and vulnerability
processes remained important, but there was a
new emphasis on strength-based models and
strategies. Resilience-informed frameworks for
practice and policy emerged in clinical psychol-
ogy and psychiatry, education, school psychol-
ogy and counseling, social work and child welfare
reform, pediatric care, disaster preparation and
response, family therapy, positive youth develop-
ment, and humanitarian interventions for chil-
dren, among other domains of helping professions
(e.g.,Ager, 2013; Galassi & Akos, 2007; Cicchetti
et al., 2000; Lerner, 2017; Lundberg & Wuermli,
2012; Masten, 2021; Nation et al., 2003; Walsh,
2016). In the prevention science field, interven-
tion models routinely delineated protective pro-
cesses as targets to promote resilient development
(e.g., McCLain et al., 2010; Patterson et al., 2010;
Weissberg et al., 2003; Wyman, 2003; Wyman
et al., 2000). Intervening to alter the life course of
a child potentially at risk for psychopathology or
other problems, whether by reducing risk or
adversity exposure, boosting resources, nurturing
relationships, or mobilizing other protective sys-
tems, in and of itself, can be viewed as a protec-
tive process.

Strategic timing of intervention also holds
great interest for third-wave research because
evidence suggested that there are windows of
opportunity for changing the course of develop-
ment, when systems may be more malleable or
when there is a higher likelihood of potentiating
a positive cascade. Timing an intervention well
may lead to more lasting effects, broader effects,
and/or higher returns on investment (Heckman,
2006; Masten et al., 2009; Masten & Cicchetti,
2010; Reynolds & Temple, 2006; Shonkoff et al.,
2009). For example, during a developmental
transition or turning point, targeted interventions
can be critically important in activating develop-
mental cascades (i.e., progressive effects) that
enhance multiple domains of functioning or in
deterring negative cascades of maladaptive
behavior that could undermine adjustment
(Masten et al., 2006; Masten & Cicchetti, 2010).
For example, the long-term effects of the Parent
Management Training-Oregon (PMTO) model to
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promote parents’ positive involvement and deter
coercive aggression included cascading path-
ways of adaptive development for both parents
and children. A follow-up study revealed a higher
standard of living and healthier social interac-
tions 9 years after the intervention (Patterson
et al., 2010). As another example, the perinatal
period is a key opportunity to intervene and bol-
ster promotive and protective factors, with lasting
positive effects on maternal adjustment and well-
being as well as on fetal and infant health and
development (Davis & Narayan, 2020).

Experimental intervention designs, as noted
above, provide powerful testing of hypotheses
about resilience processes, particularly when the
process of change is specified (e.g., parenting or
attributional style), the intervention is tailored to
specific needs and targets changes in this process,
and the change processes affect subsequent
change in the targeted behavior of an individual
or a system. For example, executive functioning
skills consistently predict better school achieve-
ment among young children experiencing home-
lessness (Masten et al., 2012; Obradovi¢, 2010)
and high-quality parenting appears to buffer such
children against the effects of adversity (Herbers
et al., 2011, 2014). These studies emphasize the
need to promote competence as well as to reduce
risks. Boosting fundamental skills for learning
and school success and nurturing parent—child
relationships are promising pathways to adaptive
development for young, disadvantaged children
(Diamond et al., 2007; Masten & Palmer, 2019;
Zelazo, 2020).

Kraemer et al. (2002) provided an illustration
of how experimental intervention designs can test
such mediating and moderating effects, with the
intervention serving as the hoped-for moderator
of the hypothesized mediating process.
Experimental designs are also particularly well
suited for identifying who benefits the most from
what aspect of treatment, mediated by which
changes, thereby testing additional moderating
and mediating effects. The Seattle Social
Development Project provides a classic example
of an experiment designed to test whether and
how an intervention worked to reduce problem
behaviors (see Hawkins et al. (1999, 2003)). For

example, a comprehensive intervention package
(delivered to a group of children in schools serv-
ing high-crime neighborhoods when they were in
elementary school) produced demonstrable
changes in school bonding, which was associated
with better outcomes in their secondary school
years, assessed by less antisocial behaviors and
better high school grades. Another excellent
example is provided by Sandler et al. (2003) and
Wolchik et al. (2021), who designed a preventive
intervention for families going through a divorce,
with the goal of moderating a key mediator in the
child’s life, namely, the parent’s behavior. For
this randomized prevention trial, 6- and 15-year
follow-up data elucidated multiple cascading
pathways to adaptation in adolescence and early
adulthood. Early parenting effects of intervention
on externalizing problems cascaded to academic
and work outcomes later in adolescence and early
adulthood. Moreover, intervention effects were
greater for higher-risk families. Improvements in
positive parenting associated with the interven-
tion also predicted better internalizing outcomes.
Such studies offer compelling evidence both for
the effectiveness of a particular intervention (the
manualized program for parents in this case) and
for the role of parental functioning in causal pro-
cesses related to child outcomes during the course
of negotiating adversity. Similar findings from
intervention studies have underscored the
dynamic and malleable capacities afforded by
close relationships to foster development and
protect individuals and social groups in the face
of adversity, leading numerous scholars to con-
clude that relationships play critical protective
roles in resilience (e.g., Luthar, 2006). The chil-
dren of parents who already function well during
adversity or parents who mobilize what is needed
to protect their children as a result of personal
change, enlisting help, or other adaptive pro-
cesses, fare better during and following adversity
in many situations studied around the globe
(Narayan, 2015; Masten et al., 2015).

Research on interventions to create resilience
gained momentum as evidence accumulated from
basic research and experimental data that resil-
ience processes could be identified and changed
and that intervention methods play a vital role in
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testing resilience theory (Masten, 2011). It is still
the case, as noted by Weissberg et al. (2003)
some time ago, that much work remains to be
done to understand resilience processes (e.g.,
mediating, moderating, promoting, compensat-
ing, and cascading processes) well enough to
manipulate them effectively and efficiently, with
strategic timing, to benefit children and society.
However, the evidence base is growing and a
good case can be made that progress would be
accelerated by concerted efforts to span the trans-
lational divide through collaborative translational
research that engages basic researchers and com-
munity partners in intervention trials that not
only reflect current knowledge but also explicitly
focus on testing theories of change. These are
ongoing tasks of third-wave resilience research.
Research elucidating multifaceted processes
underlying successful adaptation under adverse
conditions continues to guide intervention and
prevention efforts. As evidence accrues, system-
atic reviews of resilience-focused interventions
are beginning to emerge (e.g., Dray et al., 2017,
Van lJzendoorn et al., 2020a).

Analyses of current preventive programs that
work for children underscore the importance of
theory-driven approaches that embrace a
developmental, ecological systems approach and
capitalize on the windows of opportunity in
development. Salient features of successful pre-
vention programs include many of the factors
that have been described in this chapter. These
include a focus on strategically timed, culturally
relevant, comprehensive programs across multi-
ple settings, programs that are of sufficient length
and depth to address the magnitude of the prob-
lem, and strive to maximize positive resources
and the benefit-to-cost ratio of implementation.
Additionally, because the effects of interventions
can be delayed, unexpected, or indirect, it is
important to consider more complex models of
change and monitor outcomes appropriately, over
time, in multiple domains and possibly at multi-
ple system levels. Such comprehensive preven-
tion approaches acknowledge the multiplicity of
risks and the cumulative trauma that many chil-
dren face and emphasize the importance of pro-
moting competence and building protection

across multiple domains in order to achieve a
positive outcome.

The Fourth Wave: Multisystem
Resilience

The fourth wave in resilience research shifted the
focus of resilience science to multilevel dynam-
ics and the many processes linking genes, neuro-
biological adaptation, brain development,
behavior, and context at multiple levels. This
wave of resilience science was predicated on the
idea that development arises from probabilistic
epigenesis, involving many processes of interac-
tions across multiple levels of function, with
gene—environment interplay and coaction play-
ing key roles (Gottlieb, 2007), and explicit recog-
nition that adaptation is inherently multilevel
(Masten, 2007). The fourth wave began as new
methods for research became more widely avail-
able to study these processes, including the
assessment of genes, gene expression, brain
structure and function, social interaction, and sta-
tistics for modeling growth, change, and interac-
tions in complex systems (Feder et al., 2009;
Masten, 2007; Masten & Cicchetti, 2016). There
had been many calls for greater attention to resil-
ience at other levels of analysis (e.g., Curtis &
Cicchetti, 2003), but earlier waves of resilience
research were dominated by psychosocial studies
emphasizing individual behavior and develop-
ment, with some attention to other levels, such as
relationships, families, peers, and schools or
other community systems (Cicchetti, 2010;
Luthar, 2006; Masten, 2007).

Over the past two decades, research aimed at
elucidating the biology or neuroscience of resil-
ience has burgeoned (Feder et al.,, 2019;
Feldman, 2020; Ioannidis et al., 2020; McEwen,
2020; McLaughlin et al., 2020; Shonkoff et al.,
2021). At the same time, once independent and
disparate fields of research on resilience at dif-
ferent levels in varying disciplines (e.g., ecol-
ogy, engineering, public health, management,
emergency services) are coming together in
response to urgent national and global threats
that require integrative solutions, such as natural
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disasters, terrorism, global warming, and pan-
demics (Masten, 2021; Ungar, 2021).
Additionally, as the fourth wave matures, there
is growing attention to issues of social justice in
theory and research on resilience, bringing
greater attention to structural racism, discrimi-
nation, and inequality in communities and soci-
eties that generate enormous disparities in risk
and adversity exposure, resources, and protec-
tive systems that contribute to the vulnerability
and differential outcomes of oppressed, margin-
alized, and minoritized children and their fami-
lies (Anderson, 2019; Marks et al., 2020; Neblett
et al., 2016; Rowhani & Hatala, 2017; Wilcox
et al., 2021). There is also growing attention to
understanding the intergenerational transmis-
sion of resilience across generations and to the
processes accounting for individuals’ abilities
to harness resilience processes early in life, with
positive cascading effects across generations
(Narayan et al., 2021; Panter-Brick & Leckman,
2013). Some scholars have suggested that a
“fifth wave” is emerging that “explicitly takes
into account political and economic influences
and privileges research coproduced with and
alongside communities in adversity” (Hart &
Gagnon, 2017).

Major Themes of the Multisystem
Wave of Resilience Science

Fully describing the exciting and interdisciplin-
ary directions comprising the multisystem wave
of resilience research as it matures is beyond the
scope of this chapter. However, the diverse goals
and direction of developmental resilience sci-
ence, as this multisystem wave matures, have
been illustrated by numerous recent books and
review articles (e.g., Kalisch et al., 2019; Liu
et al., 2017; Masten, 2021; Masten et al., 2021;
Mesman et al., 2021; Ungar, 2018, 2021; Ungar
& Theron, 2020). Themes characterizing the
fourth wave as it matures include the following.

e Theoretical and empirical attention to multi-
ple systems that influence the resilience capac-
ity of an individual child. Although caregiving

systems always were a focus of resilience sci-
ence about children, there is now more atten-
tion to socioecological contexts beyond
families, including schools, communities, and
culture (Dray et al., 2017; Gartland et al.,
2019; Mesman et al.,, 2021; Panter-Brick,
2015; Ungar & Theron, 2020).

e Calls for integrating resilience theory and sci-
ence from different disciplines to tackle multi-
system threats to human life and development.
There are growing calls for integrating diverse
sciences concerned with human resilience in
the face of growing threats to children (and
adults) that span multiple systems, including
large-scale disasters such as climate change,
war, or the coronavirus disease 2019 (COVID-
19) pandemic (Masten, 2014; Masten &
Motti-Stefanidi, 2020; Sanson et al., 2019;
Ungar, 2021; Walsh, 2020) as well as more
specific threats and risks to children such as
maltreatment (Meng et al., 2018), discrimina-
tion and structural racism (e.g., Anderson,
2019; Marks et al., 2020), or historical trauma
(Hartmann et al., 2019).

* Multilevel models and developmental cas-
cades. This wave of resilience science has
intensified the focus on processes spanning
levels of analysis and processes of change that
span levels and generations over time, altering
the course of development. This theme
includes expanding research on the ‘“top-
down” (outside to inside the organism; outside
to inside the family) effects of experiences or
interventions on gene expression and neuro-
biological function (e.g., biological embed-
ding of adversity), as well as the bottom-up
effects of epigenetic or neurobiological
changes on brain development and behavior;
cascading consequences of ongoing multisys-
tem processes over time, particularly for
future health and well-being; and intergenera-
tional transmission (e.g., Browne et al., 2021,
Doty et al., 2017; Hentges & Wang, 2018;
Toannidis et al., 2020; Liu et al., 2017; Masten,
2018; Narayan et al., 2021; Toth & Manly,
2019). Multisystem developmental models of
resilience highlight the importance of strate-
gic timing and targeting of systems for change
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as well as multilevel/multisystem approaches
to intervention and policy to mobilize endur-
ing change (Gee, 2021; Masten et al., 2021;
Mesman et al., 2021; Ungar & Theron, 2020).
Measuring multisystem resilience. Another
salient feature of the multisystem resilience
wave is more effort to measure resilience
spanning multiple system levels. There are
innovative strategies for modeling multisys-
tem resilience in complex adaptive systems
(e.g., loannidis et al., 2020) and the intercon-
nections of protective factors across levels of
analysis, for example, by dynamic network
analysis (Kalisch et al., 2019). Various mea-
sures of childhood resilience encompassing
multisystem resilience factors continue to be
developed and refined (e.g., Jefferies et al.,
2019; Morris et al., 2021; Narayan et al.,
2018). Moreover, there are growing efforts to
document the psychometric properties of
widely utilized measures, such as the Child
and Youth Resilience Measure, particularly
with respect to structural invariance and mul-
ticultural validity (e.g., Renbarger et al.,
2020).

Deeper examination of tradeoffs and sensitive
periods in the study of resilience. There is
growing attention to issues of tradeoffs in
resilience processes, notably with respect to
timing or levels of analysis (Ellis et al., 2022;
Hostinar & Miller, 2019; Ungar, 2018).
Research on allostatic load, “wear and tear”
on the body associated with successful adjust-
ment in children or youth at high risk due to
structural racism or poverty, or John Henryism,
as described above, illustrate this theme. The
possibility of temporal tradeoffs in adaptation
to adversity, whereby short-term survival may
compromise long-term health, is also receiv-
ing more attention. Both these trends reflect a
more nuanced, multidimensional, and multi-
system approach to understanding how adver-
sity, resilience, and adjustment are interrelated
over the course of development.

Conclusion

In conclusion, the past half century of research
on resilience has yielded striking progress in the-
ory, methods, findings, and intervention
approaches while also identifying key promotive
and protective factors that represent fundamental
adaptive systems and processes supporting
human adaptation and development in the con-
text of adverse experiences. Findings suggest that
resilience is dynamic, shaped by complex multi-
system interactions that shape pathways toward
positive and negative adjustment in relation to
life challenges. Resilience science has shifted
toward complexity, with growing attention to
theory and methods that accommodate dynamic
and developmental systems approaches to under-
standing and building resilience in children and
the systems on which they depend. Resilience
capacity develops in children through many pro-
cesses at many levels of interaction from molecu-
lar to socioecological as children grow up and
encounter challenges in ordinary or extraordinary
circumstances. There is certainly progress, but
much work remains, particularly to fill in the
details about the intersystem processes that nur-
ture and support resilience in different circum-
stances and cultures, both common and unique,
during different periods of development. It will
take time to unravel and understand these multi-
ple levels of influence and build stronger bridges
between science and practice.

It is essential for resilience scholars to remem-
ber the original goals of this work—to under-
stand the variability of the pathways manifested
by children who encounter developmental haz-
ards and adversities well enough to make a dif-
ference; to prevent and mitigate risks and
disparities in trauma exposure; to boost access to
vital resources; to nurture, mobilize, or restore
the systems that help children weather the storms
of life; and to guide policy and practice toward a
society of opportunity for nurturing and support-
ing resilience. Clinical interventions and pri-
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mary preventions with promising efficacy for
resilience exist, but these strategies need to be
tailored to individual and contextual differences
and evaluated for efficacy in more diverse com-
munity settings. Collaborative work across
diverse contexts is urgently needed to refine
resilience-based models of intervention and
change and to inform the design of prevention
and social policy programs. Decades of past
work on resilience have focused productively on
psychological and interpersonal processes. More
recently, serious attention to biological and cul-
tural levels of analysis is emerging, with an
explicit focus on context and transactional as
well as multidirectional analyses over time, clar-
ifying the conditions under which interventions
may and may not work, identifying the most
strategic and cost-effective targets and timing for
interventions, and exploring natural reparative
processes. Although there is clear evidence that
resilience in young people is highly dependent
on other people and multiple systems of influ-
ence, there is limited knowledge of how these
multiple levels of influence operate synergisti-
cally and how best to integrate multisystem pro-
cesses in models of change and intervention.
The multisystem wave of resilience science is
maturing as humanity faces profound global
challenges related to climate change, pandemics,
political conflicts and violence, record levels of
migration and displacement, and reckoning with
centuries of colonialism and oppression.
Resilience science offers hope and guidance, but
at the same time, there remain many gaps in the
knowledge base needed to confront the existen-
tial threats of the present and future. It is essential
that we invest in research, training for young
scholars, translational applications of knowledge,
and a transdisciplinary workforce to continue
advancing resilience science and its practical
applications on behalf of the future resilience of
children, families, communities, and societies.
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Resilience in Gene-Environment

Transactions

Zhe Wang and Kirby Deater-Deckard

Resilience in childhood is defined as typical
development in the face of adverse circumstances
that propel others to deleterious outcomes. The
risks of minor or serious problems in mental and
physical health are real and, for a segment of the
human population, are ever present. Nearly every
child faces occasional adversity, and many expe-
rience chronic stressors such as abuse, poverty, or
disease. However, even within populations of
children who have or who experience powerful
predictive risks for behavioral and emotional
problems, there is wide variation in outcomes.
Some will succumb to the vicissitudes of life, but
many will thrive despite them. Resilient children
are not simply “born that way,” nor are they
“made from scratch” by their experiences.
Genetic and environmental factors operate jointly
as protectors against a variety of risks to healthy
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development, ranging from resistance to bacteria
and viruses to resistance to maltreatment and
rejection. The key question is how genes and
environments work together to produce resilient
children and adults. In this chapter, we highlight
several areas of research that demonstrate the
integrative interplay between nature and nurture
in the prediction of individual differences in
resilience. We begin with a brief overview of the
scientific approaches for the investigation of
nature and nurture in individual differences in
development. We then turn to consideration of
resilience-building transactions that involve
gene—environment interplay, with an emphasis
on the developmental outcomes of academic
achievements as well as behavioral and emo-
tional health. Finally, we consider several aspects
of individuality, in particular dimensions of tem-
perament, which are critical to resilience in
childhood.

Nature and Nurture: Behavioral
Genetic Methods

Humans share a genome and live in environments
that have many structural similarities. For numer-
ous outcomes of interest to developmental scien-
tists, the variation between people arises not from
the presence or absence of genes or environments
but from functionally distinct forms of genes and
environments. A variety of techniques are used to
estimate the effects of these distinct forms on

a7

S. Goldstein, R. B. Brooks (eds.), Handbook of Resilience in Children,

https://doi.org/10.1007/978-3-031-14728-9_3

3


http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-031-14728-9_3&domain=pdf
mailto:zhe.wang@tamu.edu
mailto:kdeaterdeck@umass.edu
https://doi.org/10.1007/978-3-031-14728-9_3

48

Z.Wang and K. Deater-Deckard

individual differences, based on quantitative and
molecular genetic models (Plomin et al., 2012).

Quantitative behavior genetic techniques rely
on mathematical models based on population
genetics to estimate the relative strength of
genetic and environmental contributions to indi-
vidual differences. These are based on data from
quasi-experimental designs involving identical
and fraternal twins, adoptive and non-adoptive
siblings, adoptive and biological parent—child
pairs, and stepfamily members. If family member
similarity on a variable of interest is predicted by
genetic similarity, then genetic variance or herita-
bility is present. If family member similarity
remains after genetic similarity is controlled,
then shared environmental variance is present.
Shared environmental influences are nongenetic
effects that lead to family member similarity.
Nonshared environmental variance is what
remains—the nongenetic influences that do not
account for family member similarities.
Quantitative behavioral genetic models provide
information about the extent to which individual
differences in a given trait are attributable to
genetic or environmental influences, but they
lack the precision to pinpoint what these func-
tional genes and environments are.

Molecular genetic techniques for the collec-
tion, storage, and analysis of DNA permit the
examination of the association and linkage
between specific genes, or specific regions of
chromosomes, and human variation in measured
attributes. Using these molecular approaches,
scientists identify the genes that are involved in
complex phenotypes (i.e., observed
characteristics)—a level of specificity not
afforded by quantitative behavioral genetic tech-
niques. One commonly used method is a “candi-
date” gene design, which investigates the
covariation between a human trait and a candi-
date gene selected based on an understanding of
the biological functions of that gene. In recent
years, a growing understanding of the human
genome has led to a consensus that, with a few
exceptions, most genes individually account for
only a very small proportion of the variation in
complex human traits (e.g., intelligence). As a
result, the field has gradually shifted its attention

from candidate gene studies that examine the
impact of one gene at a time to genome-wide
complex trait analysis (GCTA) or genome-wide
polygenic score (GPS) studies that examine the
cumulative impacts of many genes together.

Resilience as Process: Gene-
Environment Transactions

There are a host of environmental factors that
contribute to resilience in the home, neighbor-
hood, school, and beyond. For example, warm
and supportive parenting is consistently shown to
be a predictor of resilience in development in a
variety of domains (Pinquart, 2016, 2017a, b).
Children who are at risk for developing behav-
ioral, emotional, and academic problems are pro-
tected against those outcomes if their parents are
sensitive, responsive, warm, and involved
(Conger & Conger, 2002). However, findings
from decades of behavioral genetic studies sug-
gest that the estimated associations between
developmental outcomes and environmental fac-
tors, such as warm and supportive parenting,
often capture a conflation of both genetically and
environmentally mediated processes that are
mutually interdependent (i.e., gene—environment
correlation) and interactive (gene—environment
interaction). Below, we outline the many ways by
which nature and nurture jointly shape develop-
mental resilience (or vulnerability). We summa-
rize findings from behavioral genetic research,
with a focus on the development of academic
achievements (e.g., math and reading), behav-
ioral outcomes (e.g., aggression and drug use),
and emotional outcomes (e.g., anxiety and
depression).

Studies applying genetically informative twin
and adoption designs suggest that heritability is
ubiquitous in achievement, behavioral, and emo-
tional development, typically accounting for one-
fifth to three-quarters of variance among
individuals (for reviews, see Calvin et al. (2012),
de Zeeuw et al. (2015), Rhee et al. (2015), and
Samek and Hicks (2014)). Multivariate longitu-
dinal behavioral genetic research studies further
reveal that (1) heritability often increases with
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age, (2) it is often found in measures of environ-
ments, and (3) it often varies as a function of
environments. These interesting findings high-
light the dynamic nature of gene—environment
interplay in resilience, primarily in the forms of
“gene—environment correlation” and “gene—envi-
ronment interaction.”

Gene-Environment Correlation

Genetic and environmental factors can be corre-
lated (gene—environment correlation or r,_,). Two
general classes of gene—environment correlations
(r4.) have been described and identified in quan-
titative genetic studies—passive and nonpassive
forms (Plomin, 1994). “Passive” r,., arises when
a child is exposed to an environmental factor that
a biological parent provides and that is correlated
with their genotypes. Consider the example of
the link between cognitive skills and achieve-
ment. Variation in these skills arises in part from
genetic influences. At the same time, parents who
value and enjoy experiences that challenge their
minds are more likely to provide stimulating
environments for their children that promote
resilience (e.g., books, reading, challenging toys,
and puzzles). These parents are more likely to
have children who have better cognitive skills
and who succeed in school. The mechanisms
linking stimulation in the home and child cogni-
tive skills typically are tested using correlations
in family studies of biologically related parents
and children. However, because parents also pro-
vide genes to their children, the enriched environ-
ment and genetic influences are confounded.
What may appear to be an environmental causa-
tion based on family studies may also arise from
shared genes between parents and children
(Petrill & Deater-Deckard, 2004). One way to
detect passive r,, is to compare genetically
related (i.e., biological) with genetically unre-
lated (e.g., adoptive) parent—child dyads. Effects
that are stronger in the genetically related dyads
than the genetically unrelated dyads indicate pas-
sive r,.. Using this method, one study found evi-
dence for passive r,, in the association between
language development and early home-learning

environment (e.g., cognitive stimulation, parental
involvement; Gilger et al. (2001)). Several other
studies reveal that passive r,, is one important
mechanism underlying the intergenerational
transmission of externalizing problems, depres-
sion, and cognitive abilities (Bornovalova et al.,
2014; Loehlin & DeFries, 1987; Rice et al.,
2013).

Non-passive r,., includes at least two mecha-
nisms: active and evocative (or reactive) effects
(Deater-Deckard, 2009). Active r,, is environ-
ment selection, whereby an individual is more
likely to experience certain things as a result of
selecting into specific environments that are most
consistent with his or her own attributes. For
example, children who are highly sociable and
gregarious—behaviors that are genetically influ-
enced and implicated in resilience—are more
likely to seek out and reinforce interactions with
other people, in contrast to shy or socially anx-
ious children. In a similar vein, children with
higher genetic propensities for behavioral prob-
lems are more likely to affiliate with deviant
peers and thus self-select into social contexts that
foster more delinquency and substance use prob-
lems (Loehlin, 2010; TenEyck & Barnes, 2015).
As individuals repeatedly self-select into envi-
ronments consistent with their own attributes,
genetic propensities are reinforced and amplified.
As such, active r,., may also contribute to explain
why heritability increases with age for many
developmental outcomes including externalizing
behaviors, anxiety, depression, and cognitive
abilities (Bergen et al., 2007; Briley & Tucker-
Drob, 2013; Gjone et al., 1996; Trzaskowski
etal., 2014).

Evocative r,, occurs when a child’s geneti-
cally influenced attribute or behavior elicits a
particular response from other people—a
response that can then serve to reinforce that
attribute or behavior. One source of evidence of
evocative r,., comes from studies of differential
parental treatment to his or her multiple children.
For example, when examining a parent’s rela-
tionship with his or her two children (i.e., sibling
differences), the warmth and acceptance in each
parent—child dyad differ (Coldwell et al., 2008;
Dunn, 1993; Kowal et al., 2002). In our research,
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we have found that mother’s self-reports of
warmth toward each of her children as well as
observers’ ratings of maternal warmth and
responsive behavior yield data that implicate
evocative r,.. Identical twins experience very
similar levels of maternal warmth and respon-
siveness from their mothers, whereas fraternal
twins and non-twin full siblings experience mod-
erately similar levels of maternal warmth (Deater-
Deckard & O’Connor, 2000). In contrast,
genetically unrelated adoptive siblings are only
modestly correlated in the maternal warmth and
supportive behavior that they experience (Deater-
Deckard & Petrill, 2004). The differential paren-
tal treatment of siblings emerges in part as a
result of evocative r,., and likely operates through
genetic influences on children’s responsiveness
to and social engagement with their mothers
(Deater-Deckard, 2009). A further source of evi-
dence of evocative r,, comes from studies show-
ing that the same genetic factors that influence
developmental outcomes also influence treat-
ments that children receive from their parents,
teachers, and peers. For example, children’s
genetically influenced externalizing behavioral
problems (e.g., aggression, conduct problems)
tend to evoke harsh, critical responses including
rejection and hostile treatment from parents and
peers (Brendgen et al., 2011; Burt et al., 2005;
Klahr & Burt, 2014; Larsson et al., 2008;
Narusyte et al., 2011; O’Connor et al., 1998;
Samek et al., 2015). Similarly, children’s geneti-
cally influenced depressive symptoms tend to
elicit more familial negativity and conflict
(Neiderhiser et al., 1999; Pike et al., 1996;
Wilkinson et al., 2013). When engaging in social
interactions with unfamiliar peers, children who
are genetically more prosocial and outgoing
evoke more prosocial behaviors from their play-
mates (DiLalla et al., 2015). Evidence for evoca-
tive r,, has also been found in cognitive
development, in which genetic influences on
children’s cognitive abilities longitudinally pre-
dicted the quality of home-learning experiences,
suggesting that children with genetically influ-
enced higher cognitive abilities evoke more cog-
nitively stimulating experiences from their
environments (Tucker-Drob & Harden, 2011).

As molecular genetic techniques are becom-
ing more available to researchers, more studies
have begun to explore the correlations between
specific genes and environments. For example,
one recent study has found that a polygenic risk
score associated with a higher impulsivity pre-
dicted poorer parental monitoring and more affil-
iation with peers with substance use problems in
adolescence, highlighting the roles of genetic
risks in the probabilistic exposure to high-risk
environments through evocative and active r,.,
mechanisms (Elam et al., 2017). Similarly,
another study that utilized GCTA found an asso-
ciation between child genome-wide single-
nucleotide polymorphisms (SNPs) and maternal
intolerance, suggesting the active role of children
in shaping their family environments, although
specific behaviors that mediate this gene—envi-
ronment correlation are yet to be determined
(Dobewall et al., 2019).

Overall, findings on the three forms of gene—
environment correlations suggest that developmen-
tal contexts are neither randomly nor equally
distributed across all children. Rather, the probabil-
ity of being exposed to a certain environment or
experiencing a certain event throughout the course
of development often varies systematically with
one’s own genetic makeup. However, this does not
mean that gene—environment transactions are deter-
ministic. For example, children with higher cogni-
tive performance scores may seek and elicit more
stimulation from caregivers and their physical envi-
ronments, but experiments demonstrate that manip-
ulating adults’ perceptions of children’s intellectual
capacities causes improvements in children’s
achievement outcomes (Rosenthal & Jacobson,
1968). Similarly, children who are more difficult to
care for because their behavior distresses their par-
ents (e.g., irritable, aggressive, oppositional) are
more likely to elicit harsh parenting. However, eval-
uations of parenting interventions show that parents
can be taught strategies for responding differently to
their children’s aversive behaviors, which in turn
promotes reductions in children’s emotional and
behavioral problems (Deater-Deckard & Panneton,
2017). Gene—environment transactions linking pro-
tective influences and children’s outcomes are flex-
ible and can change when environments change.
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Gene-Environment Interaction

Through gene—environment interaction, the
effect of a gene or genes on an outcome is condi-
tioned on or moderated by an environmental fac-
tor or factors—or vice versa. This definition of
gene—environment interaction fits well with most
current definitions of resilience. Accordingly,
children who have genetic risks for maladaptive
outcomes will show fewer and less severe symp-
toms if certain environmental factors are present
that functionally reduce or eliminate the genetic
effect. Furthermore, children who have more
environmental risks for disturbances in develop-
ment will have fewer adjustment problems if they
also have forms of particular genes that reduce or
eliminate the environmental risk effect.
Behavioral genetic studies have provided pre-
liminary evidence for gene—environment interac-
tions in resilience by showing that heritability, in
a variety of developmental outcomes, varies
depending on the environmental contexts. For
example, numerous studies converge to show that
adverse environments amplify, whereas protec-
tive environments mitigate genetic influences on
the development of behavioral problems.
Specifically, externalizing problems (e.g., aggres-
sion and drug use) are more influenced by genetic
risks in children who receive higher parental neg-
ativity and lower parental warmth (Feinberg
et al., 2007; Hicks et al., 2009), have mothers
with more depressive symptoms (Clark et al.,
2018), live in more chaotic households (Wang
et al., 2012b) and urban environments (Legrand
et al., 2008), and are more closely affiliated with
deviant peers (Agrawal et al., 2010; Hicks et al.,
2009), whereas externalizing problems are less
influenced by genetic influences in children who
have more positive relationships with their teach-
ers (Brendgen et al., 2011). Similarly, genetic
risks for attention problems are also more pro-
nounced in more chaotic households (Wang
etal., 2012b). Heritability in anxiety is also found
to be enhanced by more exposure to life stress
(Eaves et al., 2003). In the academic domain,
studies have repeatedly shown stronger genetic
influences on intelligence and school achieve-
ment in children from more affluent families than

in those from poorer homes, at least in the United
States (for reviews, see Sauce and Matzel (2018)
and Tucker-Drob and Bates (2015)). It is sug-
gested that children from economically advan-
taged families are afforded with more
opportunities to select learning experiences that
match their genetically influenced intellectual
interests (Tucker-Drob & Harden, 2012).

Another method for detecting gene—environ-
ment interaction is to examine the extent to which
the characteristics of adoptive families (i.e., an
index of environmental influence) moderate the
associations between adoptive children’s behav-
iors and their biological parents’ characteristics
(i.e., an index of genetic influence). In general,
studies that used this method yielded results con-
sistent with those from the twin studies reviewed
above. For example, studies found that genetic
risks for externalizing problems more strongly
predicted externalizing symptoms in children in
the presence of adverse environments, which
included high levels of martial problems, paren-
tal anxiety and depression symptoms, and over-
reactive parenting by adoptive parents (Cadoret
et al., 1995; Leve et al., 2010; Lipscomb et al.,
2014).

More recent studies have applied molecular
genetic tools to begin pinpointing the functional
loci on the genomes that interact with environ-
ments in producing the diverse resilience trajec-
tories. Nonhuman primate studies provide
preliminary models for human research. A series
of studies have demonstrated an interactive effect
between the serotonin transporter gene 5-HTT
and early attachment relationships on resilience
and vulnerability on various negative behavioral
outcomes in rhesus monkeys (Barr et al., 2003).
A functional polymorphism (5-HTTLPR) is
involved in regulating serotonin transcription,
with the short allele being associated with lower
serotonin expression compared to the long allele
(Fiskerstrand et al., 1999; Heils et al., 1996). The
5-HTTLPR short allele, along with poor early
caregiving experiences, has been associated with
higher rates of conduct problems including
aggression and alcohol consumption, whereas
secure attachment relationships in early child-
hood appear to buffer against the genetic risks of



52

Z.Wang and K. Deater-Deckard

these outcomes (for reviews, see Bennett (2007)
and Suomi (2000)).

Humans have the same functional serotonin
transporter gene, and a similar interactive effect
between this gene and adverse life experiences
has been found in the prediction of depression
(Caspi et al., 2003; Eley et al., 2004; Kaufman
et al., 2004; Kendler et al., 2005; Petersen et al.,
2012; but see Risch et al. (2009) regarding non-
replication of this effect). Individuals with the
“risk” genotype (i.e., short allele) have been
found to exhibit higher amygdala activity in
response to fear-related stimuli (Hariri et al.,
2002; Heinz et al., 2005; for a review, see
Wurtman (2005)), with related weakened or
strengthened connections to other neural systems
involved in cognitive processing of emotions
(Heinz et al., 2005; Pezawas et al., 2005). These
neural characteristics are associated with
increased sensitivity to adverse experiences
through which they potentially exert their influ-
ences on the development of depression and anx-
iety under conditions of life stress. Furthermore,
their effects very likely depend in part on effects
of still other genetic and environmental factors.
For example, positive social support is a strong
protective factor that guards children against
depression and anxiety, even those who may be
genetically and environmentally at risk (Kaufman
et al., 2004, 2006). Furthermore, an intervention
study that investigated the effects of foster care
on children exposed to early institutional care
found that high-quality foster care buffered
against the negative effect of the 5-HTTLPR
short allele on the development of externalizing
problems (Brett et al., 2015). These gene—envi-
ronment interaction processes clearly implicate
malleability in the influences of environments
and genes on development.

Another commonly studied candidate gene is
the dopamine receptor D4 gene (DRD4). One
functional polymorphism of DRD4 is responsible
for encoding the D4 receptors of varying activity
levels, with the longer repeat alleles (e.g.,
7-repeat or 7R) encoding less active D4 receptors
compared to the shorter repeat alleles such as 4R
(note that there are other less studied forms of

this polymorphism; Asghari et al. (1995)). The
7R allele is linked to novelty-seeking behaviors
and poor attention regulation (Deater-Deckard &
Wang, 2012; Ebstein, 2006; but see Kluger et al.
(2002) for nonreplication of these effects).
Several environmental factors were found to
moderate the associations between the DRD4
gene and various developmental outcomes. For
example, studies have demonstrated that the 7R
allele increases the risk of attention-deficit hyper-
activity disorder (ADHD) in children who have
been exposed to alcohol and tobacco prenatally
(Becker et al., 2008; Kahn et al., 2003; Neuman
etal., 2007). Additionally, early maternal insensi-
tivity is found to exacerbate the negative effect of
the 7R allele on the development of ADHD,
aggression, and oppositional behaviors in chil-
dren (Bakermans-Kranenburg & van IJzendoorn,
2006; Berry et al., 2013; Windhorst et al., 2015;
however, see Marsman et al. (2013) and Propper
et al. (2007) for nonreplication of these
findings).

The catechol-O-methyltransferase (COMT)
gene is involved in the metabolism of dopamine
and other neurotransmitters. The “valine” (val)
form is associated with lower levels of dopamine,
whereas the “methionine” (met) form is
associated with higher levels of dopamine
(Lachman et al., 1996). Studies have found that
compared to individuals with two copies of the
val allele, individuals with two copies of the met
allele show higher level of fixation on negative
affective stimuli (Drabant et al., 2006; Enoch
et al, 2003), higher sensory and affective
response to pain (Zubieta et al., 2003), and higher
harm avoidance response (Enoch et al., 2003).
These findings suggest that those individuals
who have two copies of the met allele have an
enhanced affective sensitivity to negative experi-
ences and are at greater risk for developing
behavioral and emotional problems such as anxi-
ety and depression when faced with stress and
adversity.

Another interesting area of inquiry can be
found in research on the gene for monoamine
oxidase A (MAOA) and interaction with adverse
life experiences. MAOA is an enzyme that
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metabolizes neurotransmitters including dopa-
mine, serotonin, epinephrine, and norepinephrine
(Fiskerstrand et al., 1999). The MAOA gene is
linked to individual differences in attention regu-
lation and sensitivity to social evaluations
(Buckholtz et al., 2008; Fan et al., 2003).
Individuals with the form of the gene indicative
of insufficient production of MAOA appear to be
more vulnerable to the influences of adverse
environments. For males with forms of the gene
that are indicative of sufficient production of
MAOA, family adversity (e.g., abuse or maltreat-
ment) is only modestly associated with behav-
ioral problems in childhood and adulthood (Caspi
et al., 2002; Foley et al., 2004; Kim-Cohen et al.,
2006), whereas the effect of early adversity on
these outcomes is substantial among those with
forms of the gene indicative of insufficient
MAOA production. This finding has been repli-
cated with females as well and with respect to a
variety of behavioral maladjustment outcomes
(Derringer et al., 2010; Ducci et al., 2008; Widom
& Brzustowicz, 2006).

Yet another gene of interest is the GABRA2
gene, which encodes for the alpha-2 subunit of
the receptor of gamma-aminobutyric acid.
Variants of the GABRA2 gene are linked to
drug dependence and other externalizing prob-
lems (Covault et al., 2004; Dick et al., 2006;
Edenberg et al., 2004), but a host of environ-
mental factors are found to modulate these
gene behavior links. Parental monitoring in
adolescence functions as a protective factor
that buffers against the negative effect of
GABRA2 minor alleles on the development of
externalizing behaviors (Dick et al., 2009;
Trucco et al., 2016). In contrast, adverse envi-
ronments such as peer delinquency and experi-
ences of negative life events appear to increase
the susceptibility to externalizing problems in
individuals with the minor alleles (Salvatore
et al., 2015; Villafuerte et al., 2014).

Several other genes involved in regulation of
the neuroendocrine stress response (i.e., the
hypothalamic—pituitary—adrenal or HPA axis)
have been examined as well. These include the

corticotropin-releasing hormone receptor gene
(CRHRI), the FKBP5 gene (involved in gluco-
corticoid signal transduction), and the glucocorti-
coid receptor gene. These have been implicated
in the prediction of behavioral and emotional
maladjustments in adulthood among those who
also have histories of child abuse and maltreat-
ment (Binder et al., 2008; Bradley et al., 2008).
This gene—environment interaction may operate
in part through impaired regulation of the HPA
axis. When functioning in an adaptive way, the
HPA axis is not only activated in response to
stress but is also regulated by a feedback loop.
Impaired function of HPA axis regulation has
been associated with stress-related disorders,
such as depression and posttraumatic stress dis-
order (Ising et al., 2008; Koenen et al., 2005;
Kumsta et al., 2007; van Rossum et al., 2006; van
West et al., 2006; for a review, see Gillespie et al.
(2009)).

Finally, a few studies investigated gene—envi-
ronment interactions in development using poly-
genic scores that are comprised of multiple genes.
For example, one study found that a polygenic
score based on five dopaminergic genes inter-
acted with parenting in predicting externalizing
behaviors in boys—more positive changes in par-
ents’ parenting practices were associated with
more decreases in child externalizing problems,
even in children with high genetic risks (Chhangur
et al., 2017). In contrast, another study found that
genetic effects assessed via a polygenic score
based on four genes were negligible in promoting
resilience in maltreated children (Cicchetti &
Rogosch, 2012).

All the above examples demonstrate how
genetic and environmental factors can interact in
the prediction of individual differences in chil-
dren’s resilience or susceptibility to developing
various forms of psychopathology. Identifying
specific gene—environment interaction processes
in resilience is important for the future of genetic
research in psychology because it provides infor-
mation not only about bioenvironmental pro-
cesses but also about ways to improve assessment
and intervention.



54

Z.Wang and K. Deater-Deckard

Individual Differences
and Resilience

There is also ample behavioral genetic research
that investigates the complex interplay between
genes and environments in shaping aspects of
individuality that are critical to resilience. We
exemplify this literature with a focus on tempera-
ment characteristics that are strongly implicated
as protective factors in development.

Temperament includes individual attributes
that are defined as being moderately stable across
situations and over time, are biologically influ-
enced, and are observable from infancy.
Individual differences in temperament arise from
transactions between genetic and environmental
influences, are mediated by brain mechanisms,
are modified by experience and situational fac-
tors, and change with development (Prior, 1999;
Rothbart & Bates, 1998). Temperament forms the
foundation of personality dimensions (e.g., neu-
roticism, conscientiousness, agreeableness) and
is implicated in the development of resilience
(Campbell-Sills et al., 2006; Carver & Connor-
Smith, 2010; Costa et al., 1996; Matthews et al.,
2003; Rothbart et al., 2000). Rothbart’s theory of
temperament is particularly helpful as an orga-
nizing framework for considering connections
between individual differences, resilience, and
gene—environment transactions (other prominent
theories include those of Buss and Plomin (1984)
and Thomas and Chess (1977)). According to this
theory, there are multiple dimensions of tempera-
ment that represent reactivity to stimuli and the
regulation of those reactions.

Extraversion/surgency The first dimension is
extraversion/surgency and includes activity level,
positive affect, low shyness, and positive antici-
pation/approach. Activity level represents the
amount and pacing of physical movement. A
moderate activity level is optimal for resilience
(e.g., Mendez et al., 2002). If too low, the child is
sluggish and prone to weight gain, and if too
high, then the child is hyperactive and more dif-
ficult to manage. Between one-third and three-
quarters of the variation in activity level is
accounted for by genetic factors, with the remain-

ing variance attributable to nonshared environ-
ment and error (Braungart et al., 1992; Gagne
et al., 2009; Oniszczenko et al., 2003; Plomin
et al., 1988; Saudino, 2012; Wood et al., 2008).
Individual differences in positive emotionality
are largely attributable to shared and nonshared
environmental variances (Goldsmith et al., 1997,
Planalp et al., 2017). Children who often experi-
ence and express positive moods (e.g., happiness,
excitement, interest) are less likely to suffer from
the consequences of exposure to risk factors.
Lengua (2002) found that positive emotionality
predicted resilience in 8- to-10-year-olds, consis-
tent with an earlier study by Masten et al. (1999),
although this effect was limited to females in the
earlier study. Shyness represents slow or inhib-
ited approach in novel or uncertain situations.
Children who are less shy and more sociable may
be protected against stressors (e.g., Losel &
Bliesener, 1994), although they also may be at
greater risk for problems in coping with family
conflicts (Tschann et al., 1996). Genetic variance
in twin studies, and a serotonin neurotransmitter
gene in molecular genetic studies, has been
implicated in the development of shyness
(Arbelle et al., 2003). Positive anticipation/
approach represents the extent to which the child
seeks out and enjoys having new experiences.
Children who are high in positive anticipation/
approach may be protected from negative events
through their exploration of new strategies but
may also be more easily frustrated when their
anticipation is not fulfilled (Deater-Deckard
et al., 2010). Heritability accounts for one-fourth
to three-quarters of the variance, with some stud-
ies showing modest shared environmental vari-
ance (Eid et al.,, 2003; Plomin et al., 1988;
Schmitz, 1994). Molecular genetic studies have
indicated a functional role of the DRD4 gene in
novelty-seeking behaviors and high activity lev-
els (Auerbach et al., 2001; Ebstein, 2006; how-
ever, see Kluger et al. (2002) for nonreplication
of these findings).

Negative Affectivity This dimension includes
sadness, anger, fear, discomfort, and problems in
soothing when upset. Consistent with studies of
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trait neuroticism in adolescents and adults, chil-
dren who are low in negative affectivity are less
likely to show maladjustment in the face of diffi-
cult circumstances. For example, Kilmer et al.
(2001) found that negative affectivity best dis-
criminated resilient from maladjusted children in
their study of highly stressed inner-city youth.
Genetic factors account for one-third to two-
thirds of the variance in negative affectivity
(Clifford et al., 2015; Oniszczenko et al., 2003;
Plomin et al.,, 1988; Schumann et al., 2017).
Molecular genetic studies have indicated that the
5-HTTLPR gene and the COMT gene are associ-
ated with variation in anxiety and fear-related
traits (Enoch et al., 2003; Gazor et al., 2017,
Hariri et al., 2002; Melke et al., 2001; Sen et al.,
2004; Woo et al., 2004). The COMT gene has
also been associated with anger and hostility
(Rujescu et al., 2003; Volavka et al., 2004).

Effortful Control This dimension includes
enjoyment of low-intensity stimulation, greater
perceptual sensitivity, and more control over
impulses and attention. Effortful control is impor-
tant to resilience. Children who are higher in
effortful control show less negative affectivity,
indicating an important connection between
attentional control and the regulation of negative
emotions (Rothbart et al., 2000). Thus, those who
are better able to control cognitive and perceptual
processing of information also may be better at
regulating their emotions and behaviors so that
they are less likely to develop psychopathologies
that are associated with poor self-regulation
(Buckner et al., 2009; Gardner et al., 2008;
Posner & Rothbart, 2006). In addition, the ten-
dency to persist with challenging tasks is a pro-
tective factor among at-risk youth, for a variety of
outcomes (Losel & Bliesener, 1994; Wills et al.,
2009). Thus, children with more effortful control
tend to have better academic achievement (Ponitz
et al., 2009; Smith et al., 2008). Effortful control
and its underlying attributes are heritable, and
some include shared environmental variance as
well (Fagnani et al., 2017; Goldsmith et al., 1997;
Yamagata et al., 2005). For task orientation and
persistence, heritability estimates are moderate to

substantial in early and middle childhood
(Braungart et al., 1992; Deater-Deckard & Wang,
2012; Manke et al., 2001; Wang et al., 2012a).
Molecular genetic studies have identified the
DRD4, 5-HTTLPR, and MAOA genes as being
involved in the regulation of sustained attentive
behavior (Canli et al., 2005; Fan et al., 2003;
Krakowski, 2003).

Dimensions of temperament may promote or
undermine resilience through several gene—envi-
ronment interplay mechanisms. The r,, processes
indicate that the probability of one being exposed
to a certain environment may vary systematically
with one’s temperament, as children with differ-
ent temperamental profiles elicit differential
treatments from their social environments and
seek out diverging opportunities congruent with
their individualities. These environmental experi-
ences reciprocally reinforce the temperamental
characteristics through repeated nature—nurture
transactions, which ultimately results in diverse
individual differences in adjustment outcomes.
Via the evocative r,, mechanism, children with
good effortful control tend to elicit high levels of
warmth and positivity, few rejections, and little
negativity from their parents (Klein et al., 2018;
Lengua, 2006; Pener-Tessler et al., 2013). In turn,
low levels of harsh and negative parenting foster
a positive growth in effortful self-regulation,
which subsequently protects children from
developing externalizing problems (Klein et al.,
2018; Lengua, 2006). Another protective dimen-
sion of temperament against negative adjustment
outcomes is positive affect. Children with higher
positive affect are found to be at lower risks for
depression because they can establish and main-
tain more supportive relationships (Lengua &
Kovacs, 2005; Wetter & Hankin, 2009).
Temperament fear and irritability are found to be
associated with higher risks for various adjust-
ment problems. Temperamentally difficult chil-
dren (e.g., highly irritable) tend to receive high
levels of rejections, inconsistent disciplines, and
harsh parenting (Lengua, 2006; Lengua &
Kovacs, 2005). Genetic variations in children
were found to explain the associations between
negative emotionality/difficult temperament and



56

Z.Wang and K. Deater-Deckard

negative parenting practices (Herndon et al.,
2005; Krueger et al., 2003; Kryski et al., 2014;
Micalizzi et al., 2017), suggesting that the evoca-
tive r,., mechanism underlies these tempera-
ment—environment associations at the phenotypic
level. Negative parenting practices subsequently
amplify these difficult temperamental character-
istics, setting children onto a trajectory toward a
series of emotional and behavioral problems
(Lengua, 2006; Lengua & Kovacs, 2005).

The gene—environment interaction process
indicates that children with different tempera-
ment profiles may respond to a given environ-
mental input in drastically different ways because
they may have different levels of sensitivity to the
environment or they may habitually rely on dif-
ferent coping strategies. Thus, dimensions of
temperament may interact with developmental
contexts in predicting various adjustment out-
comes. For example, good effortful control
allows children to flexibly orient their attention
(e.g., distract oneself from negative information),
regulate their emotions (e.g., sooth oneself when
in distress), and manage their behaviors (e.g.,
resist from participating in tempting risky activi-
ties; Posner and Rothbart (2006)), which are all
critical abilities underlying resilience against life
adversities. Consistent with this view, high levels
of effortful control have been shown to attenuate
the negative effects of environmental risks (e.g.,
parental negativity, household chaos, and socio-
economic risks) on the development of academic,
emotional, and behavioral problems (Chen et al.,
2015; Wang et al., 2017). At the other end of the
self-regulation continuum, children with low
effortful control are more susceptible to environ-
mental risks—they are more likely to develop
emotional and behavioral problems in the pres-
ence of harsh and controlling parenting than are
children with high effortful control (Kiff et al.,
2011; Muhtadie et al., 2013; Rubin et al., 1998).
Positive affect also buffers against the negative
impacts of risky environments on promoting pos-
itive adjustments in children. Children raised in
an environment characterized by poverty, domes-
tic violence, family conflict, parental substance
abuse, harsh parenting, and peer deviance are

often prone to developing behavioral, emotional,
and health problems, but those with high levels of
positive affect seem to be less affected by these
environmental challenges (Agnafors et al., 2017;
Kim-Cohen et al., 2004; Lengua et al., 2010;
Martinez-Torteya et al., 2009; Mrug et al., 2012;
Wills et al., 2009).

Other temperament dimensions, such as nega-
tive affect and surgency, appear to affect the
extent to which children are susceptible to envi-
ronmental influences—they predict the most
desirable outcomes in supportive environments
and the most undesirable outcomes in challeng-
ing environments. Specifically, higher levels of
surgency and negative affect and reactivity gener-
ally predict higher levels of aggression, delin-
quency, and drug use, and these associations are
particularly strong in children whose parents
employ inconsistent, harsh, and controlling par-
enting as well as undermining co-parenting prac-
tices (Gagnon et al.,, 2014; Kolak & Volling,
2013; Lengua et al., 2010; Leve et al., 2005;
Moran et al., 2017; Ramos et al., 2005; Wills
et al., 2009). Socioeconomic risks are also more
strongly predictive of low achievement outcomes
in children with higher levels of surgency and
negative affect (Wang et al., 2017). Importantly,
these same children seem to benefit the most
from supportive environments. Children with
high levels of surgency and negative affect are
found to develop even fewer behavioral problems
than their peers with low surgency and negative
affect when their parents are sensitive, warm, and
supportive (Chen et al., 2015; Mesman et al.,
2009; Muhtadie et al., 2013; Rioux et al., 2016).

In summary, there are a host of child attri-
butes, including but not limited to temperament,
which contribute to children’s resilience. For
example, persistence may help a child find appro-
priate coping strategies. Positive emotionality
may increase proactive efforts to deal with stress
and can promote the belief that the efforts will be
successful. Furthermore, children who are easy
to manage (i.e., adaptable, self-regulated, and
happy) and who enjoy engaging in social interac-
tion are more able to attract the care and attention
of others who can assist them in coping with
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stressful situations. They may have “double pro-
tection,” both in terms of their temperaments and
the qualities of their social relationships with
caregivers and others (Prior, 1999; Smith & Prior,
1995). In contrast, children who are irritable, eas-
ily distressed by changes in the environment, and
more distractible may be less able to cope with
adversity and more likely to attract or elicit harsh
and rejecting parenting—particularly if the par-
ent is distressed (Hetherington, 2006). These
attributes vary widely across children and emerge
from the interplay between genetic and environ-
mental influences.

Closing Comments

In closing, we address some implications of the
research on gene—environment interplay and
resilience.

Resilience Is a Developmental Process

Rutter (2006) has emphasized a focus on risk or
protective mechanisms and processes, rather than
identifying risk and protective factors. The goal
should be to test for processes in development
because risk and protective influences are not
static. This may be particularly important when
genetic influences are being considered, given
that there is a tendency to view genes as being
somehow fixed in their effects. The actions of
genes, and their transactions with environments,
occur at many levels (within and outside of cells)
and in real time. Although the form of a gene
within an individual may not change, its function
and effects on the individual can, and this may
depend entirely on changes in the function of
other genes and changes in environments.

There are numerous and complex transactions
operating between genes and genes, environ-
ments and environments, and genes and environ-
ments. Humans are not closed systems; the
environment and the genome change, sometimes
randomly. The “story” describing a gene—envi-
ronment process in resilience may depend on the

population being studied and the environmental
context in which that population exists. The suc-
cess of future research on gene—environment
transactions in human development will depend
on the extent to which these developmental trans-
actions between genes and environments are
taken seriously in research design, assessment,
and data analysis.

Your Risk Factor Is My Protective
Factor

What may be protective in some contexts may
have no effect or may further increase problem-
atic outcomes in others (Rutter, 2006). For exam-
ple, high levels of surgency can be adaptive in the
face of adversity because extraverted individuals
are more likely to have access to and to seek out
social support from other people. However, the
approach behavior predicts social withdrawal
when there is a high degree of conflict in the fam-
ily (Tschann et al., 1996). Another example
comes from studies of peer relations and antiso-
cial behavior. For most children and adolescents
in most social groups, having one or several sta-
ble close friendships predicts social competence
and scholastic achievement. However, when the
youth in question are antisocial and violent, and
their peer group consists of other antisocial chil-
dren or teenagers (a common scenario in natural
environments as well as treatment settings), those
who are least embedded in their peer networks
and friendships show the most improvement in
behavior over time (Berndt, 2004; Losel &
Bender, 2003). For a child or an adolescent with
conduct problems, finding a close, supportive
friend can greatly reduce or increase his or her
antisocial symptoms, depending on whether or
not the friendship is formed and maintained
because of a shared interest in breaking the law
and mistreating others (Gifford-Smith et al.,
2005).

That a genetic risk factor can also have pro-
tective effects, depending on the environment or
context, is essentially required by evolutionary
explanations for species change and adaptation.
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Genes that confer only deleterious effects are
far more likely to drop in prevalence over time
as affected individuals die before reproducing.
However, genes that confer risks as well as pro-
tective influences are far more likely to remain
over time because individuals with those genes
can produce offspring who themselves repro-
duce. Sickle cell anemia illustrates this point.
This is a single-gene recessive trait, the pres-
ence of which leads to malformation of red
blood cells, rendering them ineffective and
prone to clotting. Individuals who have both
copies of the trait gene (one from each parent)
have a wide variety of physical maladies due to
problems in circulation, and the disease is life-
threatening. Those who have only one copy of
the disease form of the gene are carriers and are
mildly affected by comparison. Furthermore,
they are protected against contracting malaria.
This explains why the disease form of this gene
is far more prevalent in areas of the world where
malaria is a constant threat, such as West Africa.
The very same disease-inducing form of this
gene protects carriers from a common threat to
health. If malaria were reduced or eradicated,
carrier status would no longer confer a known
protective effect in those regions of the world.
The prevalence of the disease form of the gene
would likely drop off, as has been happening in
successive generations of African Americans
(Tobias et al., 2011). Thus, a genetic risk factor
for a life-threatening and painful disease pro-
vides remarkable protection against a common
external threat to health, but this protective
effect becomes moot if the external biological
threat is removed.

As specific gene—environment interactions are
identified for psychological outcomes in child-
hood and beyond, we may see similar kinds of
effects where the genes involved as protection
against one outcome confer some risk for a dif-
ferent problematic outcome—but only under cer-
tain environmental conditions. This prediction
does not sit well with the definitions of resilience
involving static deterministic protective factors.
Rather, it is consistent with the idea that resil-
ience is a dynamic developmental process
(Belsky & Pluess, 2009).

The Environment of the Mind

The reality of resilience in development is thrust
upon us when we find that within populations
that apparently are homogeneous in terms of risk
factors (e.g., poverty, family violence, low birth-
weight), children’s outcomes are anything but
uniform. Considering, assessing, and testing for
protective mechanisms using objective measures
of the environment is essential but only tells half
of the story. The other half requires venturing
into the environment of the child’s mind—his or
her subjective reality. Although the research on
resilience and self-concept and other self-relevant
social cognitions (described above) is relevant to
this end, what is needed are studies examining
gene—environment transactions underlying chil-
dren’s interpretations of their environments and
experiences and how these subjective experi-
ences influence developmental outcomes.

There has been interest in the past two decades
in establishing robust empirical methods for
assessing children’s subjective experiences, at
younger and younger ages. This emerging litera-
ture shows that children’s social information pro-
cessing biases—in particular, the attributions that
they make regarding others’ intentions and their
evaluations of alternative responses to provoca-
tions in social situations—help explain why some
at-risk children become more aggressive over
time while others do not (Arsenio, 2010; Crick &
Dodge, 1994). Results also point to comparable
or better predictive validity for children’s social
cognitions compared to parents’ reports of
children’s rearing environments (Kraemer et al.,
2003).

There are several hints from theory and empir-
ical data from genetic studies, suggesting that the
environment of the mind should be studied more
often. First, in theory, all experiences in the
objective sense are filtered through the brain via
perceptual and cognitive mechanisms. Although
there are species-typical brain pathways involved
(e.g., visual systems feeding into memory sys-
tems), there also are individual differences
between people in the targets of their attention
and memory. Theoretically, individual differ-
ences in information processing biases or prefer-



3 Resilience in Gene-Environment Transactions

59

ences are just as likely as variations in behaviors
(e.g., temperament) to arise from gene—environ-
ment transactions. The work to test this idea
needs to be carried out and requires social cogni-
tion experiments using genetically informative
designs.

A second finding implicating subjective expe-
rience is that the majority of environmental vari-
ance in quantitative genetic studies is nonshared;
it is possible that much of the nongenetic influ-
ence on developmental outcomes is idiosyncratic.
It follows logically that these idiosyncratic expe-
riences need not arise solely from differences in
“actual” experiences in the objective sense but
also can arise from idiosyncratic subjective expe-
riences that differ between two people who have
had the same ‘“actual” experience. This type of
research remains largely unexplored and requires
experiments using genetically informative
designs. However, one line of research suggests
that studies like this will lead to some promising
findings. Several studies examining sibling chil-
dren’s differential experiences with the same par-
ent (a likely source of nonshared environmental
influence) show that this differential treatment is
associated with problem behaviors in the less
favored child when he or she perceives the situa-
tion as being unfair (Coldwell et al., 2008; Kowal
et al., 2002; McHale et al., 2000). Within families
in which one child is treated more punitively than
another, some children view this as being fair
because the differential treatment reflects par-
ents’ fair and appropriate responses to sibling dif-
ferences in misbehavior (i.e., the less favored
child is getting what she or he deserves). In those
families, the differential treatment does not
appear to be associated with increases in problem
behaviors in the less favored child. In contrast,
some children view differential treatment as
unjust, and it is these children who are most
likely to show behavioral and emotional prob-
lems because of differential treatment. A com-
plete picture requires consideration of both the
objective (differential treatment of siblings) and
the subjective (children’s perceptions of whether
the differential treatment is fair or not).

A third finding that points to subjective fac-
tors is that individual differences in concurrent

and retrospective self-reports of rearing envi-
ronments show clear evidence of genetic influ-
ence. Siblings who are more similar genetically
also report more similar childrearing environ-
ments and experiences (Plomin, 1994). The
most common interpretation of this finding is
that active and evocative gene—environment cor-
relations cause this effect, whereby siblings
who are more similar genetically actually do
have more similar experiences—and their self-
reports reflect this reality. Another interpreta-
tion that has not been rigorously investigated is
that there are genetically influenced information
processing mechanisms that lead to similarity in
interpretations of events even when the “actual”
events are distinct. Again, testing this idea will
require experiments using genetic research
designs.

One empirical implication concerning the
environment of mind is how data on environmen-
tal protective mechanisms in the home should be
assessed and analyzed. More of the emphasis
should be on child-specific factors within fami-
lies, both in objective and subjective terms, rather
than on global measures of the home environ-
ment. For example, a researcher can focus on
measuring a mother’s control, warmth, and nega-
tivity with two or more of her children rather than
with only one child. Often, the same mother’s
feelings about and behaviors toward her two (or
more) children will differ, depending on the child
in question. In addition, measures other than
parents’ self report should be utilized to assess
various aspects of parenting. Specifically, child
report is of great importance because it serves as
an index of each child’s subjective perception of
parenting behavior. After all, it is not only what
the parent actually does that matters but also
what each child sees and feels that exerts an influ-
ence. The same can be said for a host of other
environmental factors that typically are assessed
at a level that does not capture the process for
each individual child within each family.
Examining each child individually permits tests
of the most approximate candidate “environmen-
tal” mechanisms that protect him or her against
various negative behavioral and emotional
outcomes.
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In conclusion, resilience is a developmental
process that involves individual differences in
children’s attributes (e.g., temperament, cogni-
tive abilities) and environments (e.g., supportive
parenting, learning enriched classrooms). The
genetic and environmental influences underlying
these individual differences are correlated, and
they interact with each other to produce the varia-
tion that we see between children and, over time,
within children. Elucidating these gene—environ-
ment transactions will allow better prediction. At
the same time, it is imperative that scientists and
practitioners recognize that these gene—environ-
ment transactions are probabilistic in their effects
and that the transactions and their effects can
change with shifts in genetic functions and
environments.
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Relational Resilience in Girls

Judith V. Jordan

This chapter, mainly theoretical in orientation,
also reviews recent research on resilience and
gender. The theoretical orientation represented
here is known as relational-cultural theory (RCT).
At the core of this work is the belief that all psy-
chological growth occurs in relationships and
that movement out of relationship (chronic dis-
connection) into isolation constitutes the source
of much psychological suffering. Moving away
from a “separate self” model of development,
RCT also suggests that resilience resides not in
the individual but in the capacity for connection.
A model of relational resilience is presented.
Mutual empathy, empowerment, and the devel-
opment of courage are the building blocks of this
resilience. While this chapter seeks to explicate
the importance of relational resilience for girls, it
also suggests that growth-fostering connections
are the source of resilience for both boys and
girls.

Resilience is traditionally defined as the abil-
ity to “bounce back” from adversity, to manage
stress effectively, and to withstand physical or
psychological pressures without showing major
debilitation or dysfunction (Benard, 2004;
Brooks & Goldstein, 2001; Hartling, 2003;
Herrman et al., 2011; Jordan & Hartling, 2002).
Often, resilience is described as (1) good out-
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comes in high-risk children; (2) sustained com-
petence in children under stress; and (3) recovery
from trauma (Hartling, 2003; Masten et al.,
1990). In these models, resilience is most often
seen as residing within the individual, in such
traits as temperament (Rutter, 1978, 1989, 1990),
hardiness (Kobasa, 1979), or self-esteem
(Schwalbe & Staples, 1991). Temperament and
hardiness are usually depicted as involving innate
physiological variables. It is noteworthy that the
hardiness research that emphasized commitment
and control, however, was first conducted on
White male middle- to upper-level business exec-
utives and then generalized to all people (Hartling,
2003). Contrary to these findings, Sparks (1999)
described relational practices rather than internal
traits as contributing to the resilience of African-
American mothers on welfare. The internal locus
of control is an individual characteristic, which
has also been associated with resilience (Masten
et al., 1990). “Children who take responsibility
for their own successes and failures are said to
have an internal locus of control” (Roediger
etal., 1991, p. 352).

Recently, research in the field of neuroscience
has paved new ways for understanding resilience,
providing hopeful data about the lifelong malle-
ability of the brain and hence of behavior.
Davidson’s research on resilient health indicates
that a secure relationship history provides people
with the resources to bounce back from emo-
tional setbacks and losses (Goleman, 2006).
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When the left prefrontal cortex has time to
recover from distress and thus remains robust, we
continue to develop strategies for emotional reg-
ulation and recovery throughout life. Cozolino
(2006) has written that the greatest contributor to
neural plasticity is love; good relationships
rework the circuitry of the prefrontal cortex.
Siegel and Bryson (2011), in writing about inter-
personal neurobiology, suggest that curiosity,
openness, acceptance, and love support neural
integration and openness to the present.
Resilience is in part the ability to be present in the
moment, responding rather than reacting, thus
exhibiting emotional flexibility. The capacity for
relational repair depends on flexibility, respect,
safety, trust, and courage (Jordan, 2010). If the
amygdala alert system has been overstimulated
by abuse, neglect, or other signals of danger,
however, then a child’s nervous system will be
overstressed and excessive cortisol will be
released. We know that cortisol has a negative
impact on our bodies and our brains; it contrib-
utes to diabetes, depression, anxiety, and heart
disease. If we seek comfort when stressed
(Schore, 1994) and we participate in mutual
empathy and regulation (Jordan, 2010), our sys-
tems will not be overwhelmed by adverse hor-
monal/chemical reactions and we will
demonstrate some measure of resilience. What
some have called “allostatic load” (Goldstein &
Thau, 2011) represents a physiological response
to social conflict that persists over time. This cre-
ates enormous wear and tear on the body and
contributes to chronic stress. A reactive amyg-
dala, overstimulated by unrelenting threats of
danger, hijacks a person’s response in a context
that feels unsafe. In this case, more considered
responsiveness is overridden by impulsive, disor-
ganized responding. These patterns of reactivity
often leave a person more cut off and therefore
less able to find support and repair in safe, sus-
taining relationships. Isolation can become
chronic, keeping people from participating in
healing relationships. This is especially stressful
for girls because girls and women experience
connection as central to their well-being
(Hossfeld, 2008).

Social pain overlap theory (Eisenberger &
Lieberman, 2004) provides additional insights
into resilience. Research shows that social pain
travels the same neuronal pathways to the same
place in the brain—the anterior cingulate cortex.
This model confirms how core our need for con-
nection is: being excluded is experienced as
urgent at a biological level as is hunger, thirst, or
pain avoidance. A cultural system that denies the
importance of connection for growth and healing
interferes with our ability to acknowledge our
need for others and thus impedes our ability to
turn to others when in distress. To the extent that
dependency and need of others is devalued
(Jordan, 2010), our capacity to form supportive
and resilience-building relationships is chal-
lenged. Girls and women are especially impacted
by the negative cultural messages about our
yearnings for connection. Despite the values and
pressures in our culture that block the natural
flow of disconnection—connection and healing in
connection, our brains exhibit a robust ability to
change.

Neuroscience studies using functional mag-
netic resonance imaging (MRI) in particular have
provided us with the data that establish beyond a
doubt that the brain has the ability to change
throughout a person’s life span—neuroplasticity.
People can move out of isolation and dysfunc-
tionality throughout their lives (Cozolino, 2006;
Goleman, 2006). Even when children have grown
up in families where they have suffered terror or
great instability, there is the opportunity to
achieve more secure attachments by finding safe
enough connections with therapists, teachers,
professors, mentors, and friends (Cozolino, 2006;
Farber & Siegel, 2011; Goleman, 2006). Love,
connectedness, secure attachments, responsive-
ness from others, etc. actually resculpt the brain.
Acute disconnections, reworked back into healthy
connections, begin to shift the underlying pat-
terns of isolation and immobilization. The amyg-
dala can be quieted and the prefrontal cortex can
function more effectively. Some researchers have
looked at the effect of early experience on gluco-
corticoid and catecholamine levels that influence
neural activity in areas of the brain associated
with executive function (Blair, 2010). Empathy
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can create a change in the prefrontal cortex and
block the production of certain hormones (gluco-
corticoids) that kill neurons in the hippocampus
(Goldstein & Thau, 2011).

Toning the vagal nervous system also signifi-
cantly impacts relational responsiveness. The
vagal nerve plays a part in modulating emotional
reactivity and particularly intervenes to move a
person out of sympathetic (arousal) and parasym-
pathetic (withdrawing, shutting down) patterns.
What some have called the “smart vagus” allows
us to stay in relationships even when we are
angry or shamed (Banks, 2011), crucial skills for
maintaining connection. We do not have to move
into all or nothing, black or white reactivity. If we
have poor vagal tone arising from a neglectful,
abusive, or risk-filled childhood, we can achieve
more resilient functioning by experiencing more
modulated patterns of organization and disorga-
nization, the ebb and flow of connection and dis-
connection (Goldstein & Thau, 2011). More
recent resilience research has pointed to the
dynamic nature of resilience throughout a per-
son’s life span (Herrman et al., 2011).

Gender

The effects of gender or context on resilience
have not been well documented in traditional or
neuropsychological approaches. In much of the
resilience research, issues of control and power
tend to be decontextualized; in particular, there is
a failure to recognize the realities of racism, sex-
ism, and heterosexism or other forces of discrim-
ination and social bias, which render certain
people powerless and realistically lacking con-
trol. Brown, however, studies the impact of cul-
ture on girls’ ability to speak up with their anger
(2003). She suggests that “relational aggression”
(Simmons, 2002; Wiseman, 2003) results not
from girls’ essential meanness (the mean girl
phenomenon) but because girls are not provided
with more direct ways to register their protests
and anger. A contextual approach might recon-
sider the concept of an internal sense of control,
examining a person’s engagement in mutually
empathic and responsive relationships as the

more likely source of resilience. Although social
support is often cited in studies of resilience, it is
typically studied as a one-directional process in
which one person is supported by another
(Spiegel, 1991). In Western psychology, the tra-
dition of studying individual traits and internal
characteristics exists within a paradigm of the
“separate self.” Separation is seen as primary and
relatedness as secondary. What is inside the indi-
vidual, such as traits or intrapsychic structure, is
seen as fundamentally determining an individu-
al’s well-being and psychological adjustment.
There are now studies and models of develop-
ment that question this separate self-bias (Jordan,
2010; Jordan et al., 1991; Spencer, 2000).

A study of 12,000 adolescents suggested that
the single best predictor of resistance to high-risk
behaviors (violence, substance abuse, and sui-
cide) is “having a good relationship” with one
adult, such as a teacher, parent, or mentor
(Resnick et al., 1993, 1997). Connections “‘for-
tify” kids. I would suggest that a growth-fostering
connection is at the core of the notion of resil-
ience; I would also like to address the additional
factor of “resistance,” which points to the impor-
tance of contextual factors in resilience. By resis-
tance, I refer to the capacity to resist the
destructive and disempowering messages regard-
ing gender, race, and sexual orientation coming
from many sources such as the immediate famil-
ial context and/or larger societal controlling
images (Collins, 2000). Although resistance is
not always included in the concept of resilience,
for a member of any marginalized group (i.e.,
nondominant, less powerful groups such as girls,
people of color, homosexuals), the capacity to
develop resistance to the distorting and hurtful
influences impinging on them as a function of
their marginality (and also contributing to their
marginality) is essential (Brown, 2003; Ward,
2002). Gilligan et al. (1990) noted that there is a
gender disparity with respect to times in develop-
ment when children’s resilience is at a height-
ened risk: early in childhood for boys and in
adolescence for girls. She suggests that it is
important for all children to be joined by adults in
their resistance. In RCT, the primary indicator of
psychological development is an increasing



74

J.V.Jordan

capacity for a significant and meaningful connec-
tion with others (Jordan, 2010; Miller & Stiver,
1997). Relationships are at the heart of growth,
healthy resistance, and resilience. The societal or
cultural context largely determines the kinds of
relationships that are likely to occur for anybody,
and these determine one’s capacity to respond to
stress.

Most models of child development are framed
by the notion of growth toward autonomy and
separation. The cultural mandate and myth is one
of “standing alone,” the lone ranger, the lone
hero, the fully individuated person who is inde-
pendent, separate, and autonomous. Resilience is
then viewed as an internal trait or set of traits, the
lone resilient individual recovering from the
impingements of an adverse environment. The
job of socialization in this model is to bring the
dependent child into a place of separate, indepen-
dent adulthood. These standards apply to all chil-
dren but especially to boys.

As Bill Pollack (1998) notes, the “boy code”
pushes boys toward extremes of self-containment,
toughness, and separation. Men are encouraged
to dread or deny feeling weak or helpless. Shame-
based socialization for boys directs them toward
being strong in dominant and defined ways:
unyielding, not showing vulnerability, and dis-
playing a narrow range of affects (i.e., anger).
The standards for maturity involve being inde-
pendent, self-reliant, and autonomous. Yet, these
hallmarks of successful maturity and “strength”
are generally unattainable since we are ultimately
interdependent beings. These hyperindividualis-
tic standards then create stress, shame, and enor-
mous pain for all those affected by them.
Furthermore, the importance of connection with
others is omitted in these models. Context and
socially defined identity issues such as race and
gender clearly impact resilience and yet they, too,
are overlooked.

With regard to some unexamined gender
issues, Seligman’s concept of “learned helpless-
ness” is seen as contributing to poor outcomes
(such as poor psychological health) and optimism
is seen as leading to resilience and good out-
comes (Seligman, 1990). Yet, gender may play a
crucial role in the development of pessimistic or

optimistic coping strategies (Dweck, 2006;
Dweck & Goetz, 1978). Girls’ expectations of
future performances are affected more by past or
present failures than by successes (Dweck &
Reppucci, 1973). Girls attribute failure to internal
factors and success to chance or external factors,
whereas boys tend to attribute failure to external
factors and success to internal factors. Girls
blame themselves far more than boys do and take
less credit for their success. Studies have shown
that freedom from self-denigration is a powerful
protector against stress-related debilitation
(Peterson et al., 1981). Self-denigration is seen as
contributing to poor self-esteem, which in turn is
thought to contribute negatively to resilience
(Dumont & Provost, 1999). Self-esteem tends to
be thought of as a core, internal trait. However,
self-esteem is a complicated concept. Self-esteem
has been constructed in Western cultures based
on a separate-self, hyperindividualistic model of
development (Jordan, 1994). One “possesses”
self-esteem, and in a competitive culture often
comparisons with others (better than or worse
than) are at the core of self-esteem. As Harter
(1993) notes “how one measure up to one’s peers,
to societal standards, becomes the filter through
which judgments about the self pass” (p. 94).
Groups that are “outside” the dominant defini-
tions of merit, who may have differing standards
of worth, are thus disadvantaged by these privi-
leged standards (e.g., being emotionally respon-
sive and expressive in a culture that overvalues
the rational or being relational in a culture that
celebrates autonomy). Yvonne Jenkins has sug-
gested that we think of “social esteem,” which
implies a group-related identity that values inter-
dependence, affiliation, and collaterality (1993).
Social esteem, then, may be more relevant to psy-
chological well-being than self-esteem, particu-
larly in more communal cultures and subcultures.
Feeling good about oneself depends a lot on how
one is treated by others and whether one can be
authentic and seen and heard in relationships
with important others.

Data suggest that girls are more depressed and
self-critical in adolescence than are boys. Girls’
rates of depression begin to climb in adolescence.
Girls and women are twice as likely to develop
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depression throughout their lives (Gillham et al.,
2008; Gladstone & Beardslee, 2009; Hankin &
Abramson, 2001; Lewisohn & Essau, 2002) “For
girls to remain responsive to themselves they
must resist the convention of female goodness; to
remain responsive to others, they must resist the
values placed on self-sufficiency and indepen-
dence in North American culture” (Gilligan,
1990, p. 503). Girls lose connection with them-
selves and authentic connection with others dur-
ing this period. Researchers have observed that
women’s coping styles are more relational (i.e.,
talking about personal distress with friends, shar-
ing sadness) (Lazarus & Folkman, 1984). Men’s
styles are more problem-focused or instrumental,
taking action to solve the problem and seeking
new strategies. Emotion-focused coping may be
more adaptive in situations where one has little
real control, and problem-focused coping is use-
ful where one can realistically expect to effect
change. Those with less power and less real con-
trol (members of nondominant and marginalized
groups) may develop more relational or “exter-
nalizing” ways of coping.

One of the core ideas of traditional Western
psychology is the notion of “fight or flight” in the
face of stress. This knowledge has been passed
along for generations and is quite relevant to the
way we understand resilience. Prevailing studies
have consistently suggested that when we are
stressed, we either mobilize aggressive, self-
protective defenses (fight) or we flee (run away
and avoid the possible confrontation with our
own vulnerability). However, a recent analysis by
Taylor et al. (2000) and Taylor (2002) has pointed
out that all the studies on “fight or flight” were
completed with males (i.e., male albino rats and
monkeys, men, etc.). In replicating some of these
experiments with females, Taylor noted a very
different response to stress, which she and her
colleagues called the “tend-and-befriend”
response. In times of stress, they noted that
females engage in caretaking activities or in the
creation of a network of associations to protect
themselves and others from a threat. Women
respond relationally to stress; they seek connec-
tion. Belle (1987) has also noted that women are
more likely to mobilize social support in times of

stress and turn to female friends more often than
are males. These data suggest that it is imperative
that we attend to social identity issues, particu-
larly gender, when we seek to understand
resilience.

Relational Resilience

Theorists at the Stone Center, Wellesley College,
have created a relational model of development
and resilience. The model was originally devel-
oped by listening to women’s voices and study-
ing women’s lives, but it is increasingly seen as
applicable to men as well. Most developmental
and clinical models have been biased in the direc-
tion of overemphasizing separateness, particu-
larly “the separate self.” This new model, called
RCT, posits that we grow through and toward
connection and that a desire to participate in a
growth-fostering relationship is the core motiva-
tion in life (Jordan, 1997, 2010; Jordan et al.,
1991; Miller & Stiver, 1997). Growth-fostering
connections are characterized by mutual empathy
and mutual empowerment and produce the fol-
lowing outcomes: zest, a sense of worth, produc-
tivity, clarity, and a desire for more connection
(Miller & Stiver, 1997). All relationships arise
within particular contexts, and the socioeco-
nomic/cultural context powerfully shapes the
connections and disconnections that exist in peo-
ple’s lives. Isolation is viewed as the primary
source of pain and suffering. In a stratified soci-
ety, difference is always subject to distortions of
power (Walker, 2002). When one group is domi-
nant and possesses the power to define what is
valuable, the less powerful group is left having to
“fit in,” to “make do” with the rules of conduct
and behavior that may not represent their experi-
ences. Thus, Jean Baker Miller once said,
“authenticity and subordination are totally
incompatible” (1986, p. 98). In order to enjoy full
authentic and growth-fostering interaction, one
cannot be in a position of subordination. The role
of power is to silence differences, limit authentic-
ity, and define merit.

RCT proposes that we think of “relational
resilience” as the capacity to move back into
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growth-fostering connections following an acute
disconnection or in times of stress (Hartling,
2003; Jordan, 1992, 2010). RCT suggests that
relationships that enhance resilience and encour-
age growth are characterized by a two-way expe-
rience of connection, involving mutual empathy,
mutual empowerment, and movement toward
mutuality. For instance, we would suggest that
real courage, real growth, and real strength all
occur in a relational context and not in a state of
isolation or independent assertion. In short, resil-
ience is not an internal trait. The dominant North
American culture does not support the notion of
interdependence among people. Yet, there is an
inevitable human need to turn to others for feed-
back, both appreciative and corrective, and to
provide support to others as we make meaning of
our lives. We all need to be responded to by oth-
ers throughout our lives. This is different from
one person needing support or approval from
another person; we need to engage with others
and to be engaged with and to participate in rela-
tionships that create growth for each person
involved. It is about mutuality.

What is needed is a relational model of resil-
ience, which includes a notion of: (1) supported
vulnerability; (2) mutual empathic involvement;
(3) relational confidence or the ability to build
relationships that one can count on; (4) empower-
ment that involves encouraging mutual growth;
and (5) creating relational awareness alongside of
personal awareness. Relational resilience empha-
sizes strengthening relationships rather than
increasing an individuals’ strength (Hartling,
2003). In this model, the ability to ask for help is
reframed as a strength. When we are stressed, our
personal vulnerability increases. Finding a way
to tolerate vulnerability and turn toward others is
a significant sign of resilience. When we turn
away from others and move toward isolation, we
are likely to become more inflexible, getting
stuck in dysfunctional patterns. In order to reach
out for support, we must have some reason to
believe that a dependable, mutual relationship is
possible in which putting oneself in a more vul-
nerable position does not pose a danger. A part of
relational resilience, then, involves discerning the

growth-fostering potential of a particular interac-
tion or relationship.

Relational resilience involves movement
toward mutually empowering, growth-fostering
connections in the face of adverse conditions,
traumatic experiences, and alienating social—cul-
tural pressures. It is the ability to connect, recon-
nect, and/or resist disconnection. Characteristics
such as temperament, intellectual development,
self-esteem, locus of control, and mastery can be
reframed from a relational perspective. The most
important contribution of temperament to resil-
ience may be the means by which a child is
placed at risk or protected in terms of relational
consequences. For instance, a hard-to-soothe
child may contribute to a sense of helplessness
and frustration in the parent, which could lead to
avoidance or neglect. Similarly, “intellectual
development,” which is typically thought of as an
internal trait largely deriving from genetic load-
ing, is now understood as a quality that is formed
to a great extent in relational contexts. Siegel
(1999) notes that interpersonal relationships are
the primary source of experiences that shape how
the brain develops. “Human connections create
neuronal connections” (Siegel, p. 85).

Self-esteem can also be thought of in a more
contextual way by examining what Jordan (1999)
has called “relational confidence.” Thus, rather
than emphasizing “the self” and its esteem, we
suggest that one’s capacity to develop growth-
fostering relationships, which engender confi-
dence in our connections with others, might be a
more important variable for study than some sup-
posed internal trait of self-esteem (Burnett &
Denmar, 1996). Similarly, the internal locus of
control defined as a source of resilience may be
understood better when we take context into
account. In a culture that so values control and
certainty, one can understand why this might be
seen as central. However, studies have indicated
that the locus of control is influenced by the cul-
tural context and the realistic power that groups
exercise in their culture. The locus of control may
be seen as the ability to influence one’s experi-
ence, environment, or relationship (Hartling,
2003).
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Social support has also been viewed as vital to
resilience (Masten & Coatsworth, 1998). It is
defined as emotional concern, instrumental aid,
information, and appraisal. Most social support
studies have emphasized one-way support, “get-
ting” love, “getting” help, etc. A relational per-
spective points to the importance of engaging in a
relationship that contributes to all people in the
relationship. Data suggest that it is as rewarding
to give to others as it is to be given to (Luks,
1992). The power of social support is more about
“mutuality” than about “getting for the self.”
However, mutuality is often obscured in the ways
social support is construed; this appears to be true
of the 12-step programs, misleadingly called
“self-help groups” when they actually are about
“mutual help” and growth. In other words, we all
have a need to be appreciated, valued, validated,
and given to, but we also have a need to partici-
pate in the development of others.

Mutuality

At the core of relational resilience is the move-
ment toward mutuality. The social support litera-
ture points to the importance of being given to
and receiving support from others (Ganellen &
Blaney, 1984; Spiegel, 1991). But recently
research has uncovered the importance of “giv-
ing” to others (Luks, 1992). The research com-
munity has moved into the study of altruism as a
way of understanding the benefits of giving to
others. RCT would suggest that it is actually
mutually growth-fostering relationships that cre-
ate the beneficial effects for individuals and not a
trait such as altruism. That is, there is a need to
give, to matter, to make a difference; we find
meaning in contributing to the well-being of oth-
ers (Jordan, 2010; Jordan et al., 1991, 2004). But
we also need to feel cared for, given to, and
treated with respect. We need to feel that we mat-
ter, that we can have an impact on the other per-
son and on the relationship. Imbalances in
mutuality are the source of pain for many people.
And when we feel “outside” a mutual connec-
tion, we often experience isolation. To give to
others in a situation where we are not being

respected, responded to, and appreciated in the
long run can lead to demoralization, a drop in
resilience. It is not that we need to be “thanked”
or valorized for our giving. We must feel that we
are part of a respectful, mutual system. Mutual
empathy holds the key to what we mean by mutu-
ality. It is important that we see that we have had
an impact on each other; we know, feel, see that
we have made a difference. Mutual empathy is
not about reciprocal, back and forth empathizing,
although that happens in growth-fostering rela-
tionships as well. Mutual empathy is the process
in which each person empathizes with the other
in mutual growth; I see that I have moved you
and you see that you have moved me. We matter
to each other, we reach each other, we have an
effect on one another. We can produce change in
one another and in the relationship. This ulti-
mately brings about a sense of relational compe-
tence. It brings us into the warmth of the human
community where real resilience resides. And it
contributes to the development of community, the
ultimate source of resilience for all people.

The literature on competence motivation
addresses the intrinsic need to produce an effect
on our environment (White, 1959); the usual
research looks at the way a child manipulates the
physical world and how that enhances a child’s
sense of competence (“I made this happen”).
Although there is no doubt that physical ability
and task competence serve to increase one’s
sense of efficacy and worth, it is clear that an
equally, if not more, important source of compe-
tence is in the world of interpersonal effective-
ness, being able to evoke a sought for response in
another person.

Let us take the example of a child and parent
where the child is not understood, heard, or
responded to (Dunham et al., 2011). There may
be an empathic failure and the child attempts to
represent her hurt to the parent. If the parent
responds and lets the child see that it matters to
the parent that she has hurt the child, that she is
affected by the impact (in this case hurtful) that
she has on the child, and the parent communi-
cates this to the child, the relationship is strength-
ened and the child’s sense of relational
competence is strengthened. The child feels seen,
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heard, and cared about; she feels she matters, her
feelings matter. If, on the other hand, the parent
does not respond to the child’s pain with empathy
or caring but denies the child’s feelings or attacks
the child in some way or simply does not respond
at all (neglect), the child will experience a sense
of not mattering, of having no impact on the other
person or on the relationship. She will begin to
keep these aspects of herself out of relationship
and will move into isolation and inauthenticity.
When this happens repeatedly, the child moves
into chronic disconnection. She develops strate-
gies of disconnection for survival. In the most
egregious cases of chronic disconnection and
violation such as physical or sexual abuse of a
child, these strategies of disconnection lead to a
massive sense of isolation, immobilization, self-
blame, and shame, what Jean Baker Miller calls
“condemned isolation” (Miller & Stiver, 1997).
This state of condemned isolation is a state of
minimal resilience. The person maintains rigid
and overgeneralized relational images that main-
tain isolation and mistrust of others. The person
is not free to move back into connection follow-
ing current disappointments and disconnections.
New learning and growth is blocked or limited.
The biochemistry may also be altered in such a
way so that dissociation, amygdala reactivity, and
startle responses interfere with reestablishing
connection (Banks, 2000).

Shame

Often, these disconnections occur in a climate of
shame. Shame moves people into isolation and
thus disempowers and immobilizes them. Shame
is the experience of feeling unworthy of love, of
feeling outside the human community (Jordan,
1989). In shame, one doubts that another person
can be empathically present. One feels that one’s
very being is flawed in some essential way.
Although in guilt we can hope to make amends,
in shame, we anticipate only rejection and scorn.
Our very “being” feels deficient. Shame is an
intensely interpersonal effect, one of the original
effects delineated by Tomkins (1987). Because it
leads to silencing and isolation, shame is a major

deterrent to resilience, particularly if one frames
resilience as an interpersonal, relational phenom-
enon. To the extent that one moves away from a
relationship in the face of shame, the opportunity
for a restorative and corrective connection is
lessened.

Shame arises spontaneously when one feels
unworthy of love or connection, at the same time
that one is aware of one’s yearning for connec-
tion. Shaming is also done to people, used to
change an individual’s or a group’s behavior.
Sometimes it is used to disempower and silence.
Dominant societal groups often shame the subor-
dinate groups into silence as a way of exercising
social control. The implication often is that
“your” reality (nondominant individual or group)
is deficient or deviant. This applies to any mar-
ginalized group, whether it is girls, people of
color, gays, and lesbians. To the extent that an
individual or group feels shame, they will in fact
be less resilient and less empowered, less able to
give voice to difference.

Building Relational Resilience
in Girls and Women

Resilience exists to the extent that empathic pos-
sibility is kept alive. To the extent that girls feel
they are a part of mutually growth-fostering rela-
tionships in which they care about others and are
cared about as well, they will experience a sense
of flexibility, worth, clarity, creativity, zest, and
desire for more connection, what Jean Baker
Miller has called the “five good things” of good
connection (Miller & Stiver, 1997). We grow and
learn, expanding the quality of our relationships.
In isolation, we repeat old patterns, are caught in
repetitive cognitions, and are often disempow-
ered. Resilience implies energy, creativity, flexi-
bility to meet new situations. Sometimes it
involves courage, the capacity to move into situa-
tions when we feel fear or hesitation. Courage is
not an internal trait; it is created in connection. As
human beings, we encourage one another, thus
creating courage in an ongoing way. Just as there
is no such thing as an internal state of “self-
esteem” that resides in a separate person, feelings
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of worth, strength, and creativity are also sup-
ported or destroyed in relationships. At a societal
level, those at the margins, defined by the domi-
nant “center” (Hooks, 1984), are often disem-
powered by the dominant group’s definition of
what defines them, their “defective
differentness.”

Resilience becomes especially salient for girls
in adolescence, a time when, according to Carol
Gilligan (1982), girls begin to “lose their voices.”
Between the ages of 11 and 13 years, Caucasian
girls show massive drops in self-esteem (Gilligan
et al., 1990). Rates of depression increase. As
Gilligan suggests, girls begin to be silenced and
less authentic in relationships. They appear to
lose their relational intelligence. They take them-
selves out of a relationship (authentic relation-
ship) in order to “stay in a relationship”
(appearance of relationship). They lose a sense of
effectiveness and feel they must accommodate
other’s needs (Jordan, 1987). Janie Ward has
written with great insight about the importance
for adolescent girls of color to find a way to resist
the disempowering stereotypes that the dominant
culture imposes on girls of color. This capacity to
resist the controlling images (Collins, 2000) is a
significant contributor to resilience.

In working with African-American girls, Janie
Ward (2002) has suggested that we help them
build healthy resistance, originally called “resis-
tance for liberation” (Robinson & Ward, 1991).
She suggests four processes to help these girls
remain strong and resilient. First, she suggests
that we help these girls “read it.” By this she
means that we should examine the message and
the immediate context and larger sociopolitical
context. Thus, with disempowering messages,
one does not get caught up in reacting but exam-
ines and thinks carefully about the evidence for
the message or stereotype. After reading it, it is
important to name it: in this, we acknowledge the
presence of racism, sexism, or class bias. It
involves “knowing what you know” and con-
fronting the issue. It may involve keeping silent
until safety is reached (e.g., bringing it to a
trusted adult to get support and seek clarifica-
tion). A failure to name can lead to internaliza-
tion of the negative identity and shame. Naming

gives one a sense of agency and strength. The
third step is to oppose the negative force. As Janie
Ward suggests, one engages in the action to defy
or circumvent or avoid the negative force, such as
racism. It involves opposing self-hatred, despair,
contempt, hopelessness, anger, and complacency.
Finally, she suggests that we support girls in
replacing it. This means that one can hold fast to
a belief or value a sense of reality that is different
from the one that is being promoted and then put
something new in the place of the feeling, atti-
tude, or behavior that is being opposed. For
instance, a person resisting racism could take a
stand for fairness and justice.

These steps can be applied to many situations
that typically undermine the sense of strength
and worth of an individual (Franz & Stewart,
1994). It is interesting that members of marginal-
ized groups are encouraged to internalize blame.
For instance, there was a “psychiatric diagnosis”
of drapetomania in the days of slavery, which
was applied to slaves who had “a need to run
away from their masters.” Their desire for free-
dom was pathologized and given a medical diag-
nosis. In a less extreme way, girls are taught to
take responsibility for failures and are patholo-
gized for their relational longings. And there are
abundant data that indicate girls internalize fail-
ure and externalize success, while boys do the
opposite. If the default explanation for failure is
self-blame, assuming that “I am the problem,”
depression, immobilization, and shame ensue. If,
on the other hand, one assumes that failure results
from chance factors or external forces and suc-
cess is a result of one’s ability or effort, one feels
more empowered to act and more sense of worth.
The context plays a large role in creating these
styles of attribution.

Courage in Connection

In addition to resisting the forces of disempower-
ment (sexism, racism, classism, heterosexism),
resilience involves the development of courage.
Although courage has also been constructed
within a separate self-model, with images of lone
heroes scaling mountains or jumping from
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airplanes in individual death-defying acts, cour-
age also might be considered to be an interper-
sonal experience. Courage develops in
connection; we are encouraged by others (Jordan,
1990). Courage, like resilience, is not a trait that
exists within the individual. As human beings, we
are constantly in interactions that are either
encouraging or discouraging. Growth-fostering
relationships that promote zest, clarity, a sense of
worth, productivity, and a desire for more con-
nection are intrinsically encouraging. They help
us feel energetic, focused, strong, and seeking
growth and connection. Much of parenting,
teaching, and therapy is about encouraging oth-
ers, literally helping people develop a sense of
courage, and feeling the capacity to act on one’s
values and intentions.

For young adolescent girls, there is probably
nothing more important than supporting the
growth of courage. Girls in early adolescence
begin to lose their voice, begin to lack confi-
dence, and their self-esteem plummets. The early
energy, confidence, and feistiness (Gilligan,
1990; Pipher, 1994) that researchers have written
about in young girls evaporate for many. A part of
this arises around heterosexual relationships in
which girls begin to feel objectified, lose touch
with their own body experience, and feel that
they must accommodate others, often boys’
desires and definitions of them. A preoccupation
with body image (where one feels eternally defi-
cient) and with control of sexuality and anger
leaves girls feeling constricted and inauthentic.
Girls feel they cannot represent their experience
fully; they fear rejection from boys and exclusion
from girls if they deviate from the group norms.
The inclusion—exclusion factors (Eisenberger &
Lieberman, 2004; Simmons, 2002) that have
weighed heavily on girls in social relationships
heat up even more during these years. And as
they emulate boys’ models of success, girls feel
less and less able to show or share these feelings
of fear and uncertainty. They are supposed to be
cool and tough.

The prohibition on anger for girls (Brown,
2003; Miller, 1976, 1985) is a great obstacle to
their developing resilience. If a person cannot
represent her feelings as fully as possible, partic-

ularly feelings that inform relational health, she
will move into silence and isolation. Anger is a
necessary and important signal in any relation-
ship; it often marks a place of hurt or injustice.
People need to be able to move into conflict to
avoid being silenced or subordinated (Jordan,
1990). By suggesting that anger is a necessary
part of change and growth in a relationship, [ am
not endorsing cathartic, expressive, impulsive
anger. Nor am I supporting the use of aggression,
force, or dominance against others. Authentic
anger is not about being totally reactive, expres-
sive, or spontaneous. In all relationships, we must
act and speak with awareness of our possible
impact on others. And if we value good relation-
ships, we will use anticipatory empathy to avoid
hurting others when possible. But anger is a sig-
nal that something is wrong, that something
hurts, that there has to be a shift or change in the
relationship. If girls are asked to suppress their
anger, they are invited into accommodation, sub-
ordination, and inauthenticity. Helping an adoles-
cent girl learn how to speak up, especially how to
channel her anger, how to be strategic in her use
of her anger will support her courage and her
sense of who she is. Messages from the culture,
however, silence and distance girls from these
interpersonal signals. Girls then become cut off
from themselves and from authentic connection
with others.

Promising interventions have been developed
in response to the research indicating that adoles-
cent girls are at particular risk for depression,
anxiety, losing their sense of worth, and becom-
ing less resilient. Girls define safety in terms of
relationships (Schoenberg et al., 2003). The
“Girls Circle” model (Hossfeld, 2008; Irvine,
2005) integrates relational theory, resilience
practices, and skills training in an effort to help
girls increase their positive connections. It is
meant to counteract social and interpersonal
forces that impede girls’ growth and develop-
ment. The Girls Circle is a gender-specific pro-
gram. Benard has indicated that providing caring
and meaningful participation in communities
increases empathic responsiveness and helps
girls navigate difficult peer relationships (Benard,
2004; Hossfeld, 2008; Johnston et al., 2002;
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LeCroy & Daley, 2001; LeCroy & Mann, 2008;
Steese et al., 2006). Gender-specific programs
become increasingly important as modern ado-
lescents are exposed to risky behaviors at a much
earlier age. Another curriculum, “Go Grrrls” is a
program aimed at strengthening girls’ connec-
tions and friendships. Go Grrrls was also found
to improve girls’ body images, assertiveness,
efficacy, self-liking, and competence (LeCroy,
2004). The Penn Depression Prevention program
and the Penn Resiliency Program (PRP) address
personal relationships and cultural pressures in
addition to cognitive changes (Beck, 1976). The
Penn program is a manualized program that can
be delivered in schools, clubs, clinics, and other
community settings (Gillham et al., 2003, 2008).
Given the sex differences in depression in adoles-
cence, the Penn project underscores the impor-
tance of addressing girls’ depression and
resilience separately from boys (Le et al., 2003;
Lewisohn & Essau, 2002). It focuses on cognitive
risk factors and problem-solving strategies.
Restriction of anger may also be linked to depres-
sion in girls (Chaplin & Cole, 2005). Girls
respond to the physical changes of puberty more
negatively than do boys. Furthermore, the inter-
nalization of negative cultural messages increases
girls’ vulnerability to depression (Stice et al.,
2001). A new initiative at the Penn Resilience
project, “Girls in Transition” (GT), highlights
issues important to girls in early adolescence. GT
encourages girls to think critically about cultural
messages that demean women or impose impos-
sible body image standards (Chaplin et al., 2006).
Successful mentoring programs are based on
teaching skills, relational competence, fostering
relationships between the mentor and mentee,
and fostering connection with the community.
They emphasize mutual support (Dubois et al.,
2011).

As the research and many of the intervention
programs point out, helping girls value connec-
tions and relationships is essential. Too often, the
larger culture invalidates or pathologizes a girl’s
desire for connection or her desire to participate
in the growth of others (seen as a failure of “self-
interest”). The courage to move into the neces-
sary vulnerability of authentic connections is as

important as the courage to move into conflict to
protest personal and social injustice. Because
there is little real support for the importance of
relationships in people’s lives, girls and women
are viewed as “too needy” or “too dependent”
when they express their strong desire for connec-
tion. By acknowledging and valuing the basic,
lifelong human need for a relationship (now
strongly supported by neuroscience research), we
support a girl’s natural inclination toward con-
nection and thereby help create a powerful path-
way toward resilience.

In summary, all children experience a better
outcome following adverse life conditions when
they have a positive relationship with a compe-
tent adult, engage with other people, and have an
area of competence valued by themselves or soci-
ety (Masten, et al., 1990). Girls tend to seek more
help from others in childhood and offer more
help and support in their preadolescent years
(Belle, 1987). For girls and women in particular,
mutuality is a key factor in how much protection
a relationship offers. Lower depressions scores
are found in women who are in highly mutual
relationships (Genero, 1995; Sperberg & Stabb,
1998). The importance of these relationships is
not just that they offer support but that they also
provide an opportunity to participate in a rela-
tionship, which is growth-fostering for the other
person as well as for oneself (Jordan, 2010).
Participation in a growth-fostering connection
and relational competence may well be the key to
resilience in girls and women. It is likely that
understanding resilience as a relational phenom-
enon rather than as a personality trait will lead us
to deepen our understanding of the significance
of connection for the well-being of all people.
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The Kauai Longitudinal Study Beginning in
the prenatal period, the Kauai Longitudinal Study
has monitored the impact of a variety of biologi-
cal and psychosocial risk factors, stressful life
events, and protective factors on the development
of some 698 Asian, Caucasian, and Polynesian
children, born in 1955, in the westernmost county
of the United States. Some 30% of this cohort
were exposed to four or more risk factors that
included chronic poverty, perinatal complica-
tions, parental psychopathology, and family dis-
cord. Data on the children and their families were
collected at birth, in the postpartum period, and at
ages 1, 2, 10, 18, 32, and 40 years. The most
comprehensive publication resulting from this
study is the book Journeys from Childhood to
Midlife: Risk, Resilience, and Recovery (Werner
& Smith, 2001).
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The Minnesota Parent—Child Project Begun in
1975, this project followed some 190 of 267 low-
income women and their first-born children in
Minneapolis from the last trimester of pregnancy to
ages 7 and 10 days, 3, 6, 9, 12, 18, 24, 30, 42, and
48 months, and from grades 1, 2, 3, and 6 to age
25 years (Yates et al., 2003; Sroufe et al., 2005).

Project Competence Begun in 1977-1978, this
study followed a normative school cohort of 205
third to sixth graders in the Minneapolis public
schools (ages 8—12) after 7, 10, and 20 years,
with high retention rates. Some 90% of the origi-
nal cohort participated in the 20-year follow-up
(Masten & Powell, 2003; Masten et al., 2004).

The Virginia Longitudinal Study of Divorce and
Remarriage Begun in 1971, the initial sample
consisted of 144 white middle-class families, half
divorced, half nondivorced, with a target child of
4 years. Children and families were studied at
2 months and 1, 2, 6, 8, 11, and 20 years after
divorce. Of the original 144 families, 122 are
continuing to participate in this study. When the
children were 10 years old, the sample was
expanded to include 180 families. When the chil-
dren were 15 years old, it was expanded to
include 300 families, and when the young people
were 24 years old, it was expanded to include 450
families (Hetherington, 1989).
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The Hetherington and Clingempeel Study of
Divorce and Remarriage Begun in 1980, this
study examined the adaptation in stepfamilies of
adolescent children at 4, 17, and 26 months after
their parents’ remarriage. Participants in this
study were 202 white middle-class families liv-
ing in Philadelphia and its suburbs, with the non-
divorced and stepfamilies studied at equal
intervals (Hetherington & Kelley, 2002).

The Rochester Longitudinal Study Begun in
1970, this study included a core sample of 180
out of 337 women showing a history of mental
illness (and a normal control group), whose chil-
dren were studied at birth, at 4, 12, and 30 months,
4 years, and through grades 1-12 (Sameroff
et al., 2003).

A Study of Child Rearing and Child Development
in Normal Families and in Families with
Affective Disorders Begun in 1980, this study
enrolled 80 (Maryland) families in which parents
had affective disorders, with 2 children each, i.e.,
a younger child in the age range from 15 to
36 months and an older child between the ages of
5 and 8 years, and 50 control families. There
were three follow-ups at ages 42-63 months,
7-9 years, and 11-13 years (Radke-Yarrow &
Brown, 1993).

Lehigh Longitudinal Study This study, which
began in 1976, included 297 families (457 chil-
dren and parents). Participants were recruited
from child welfare abuse and protective service
programs, with controls recruited from Head
Start centers and childcare programs in
Pennsylvania. The first set of data collection took
place when the children were between 18 months
and 6 years. The second wave of data collection
followed 4 years later, and the third wave took
place 10 years after that. Approximately 91% of
the original participants were reassessed in the
third wave (Sousa et al., 2011).

The Virginia Longitudinal Study of Child
Maltreatment Between 1986 and 1989, this
study focused on 107 maltreated children, identi-
fied from the statewide registry, and a normal
control group of children attending public schools
in Charlottesville. The children were assessed in
grades 1-3, grades 4-5, and grades 6-7 (Bolger
& Patterson, 2003).

The Notre Dame Adolescent Parenting Project
(NDAPP) This focused on the fate of more than a
100 teenage mothers and their children—born in
the late 1980s and early 1990s across the first
14 years of their lives. The goal of this study was to
understand the mechanisms and pathways through
which risk and protective factors influenced chil-
dren’s development at 6 months and 1, 3, 5, 8, 10,
and 14 years of age (Borkowski et al., 2007).

The Chicago Longitudinal Study Begun in
1983, this is an ongoing longitudinal quasi-
experimental cohort design, including 989 low-
income children (93% African American), who
entered the Child—Parent Center (CPC) programs
in preschool, and 550 low-income children, who
participated in an all-day kindergarten program
(Reynolds, 2000). More than 75% of the original
sample participated in the Age 35 survey (Ou
et al., 2020).

Canadian Studies

National Longitudinal Study on Children
(NLSC) Beginning in 1994, this study followed
the development and well-being of children from
across Canada’s provinces and territories, from
birth to early adulthood. A total of 22,831 chil-
dren aged 0-11 years were included at baseline.
Waves of data collection took place every 2 years,
ending in 2008/2009.

The Quebec Longitudinal Study of Child
Development (QLSCD) This is an ongoing lon-
gitudinal study of children born between October
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1997 and July 1998 in Quebec, Canada. At base-
line, 2120 participants were included in the study.
Data were collected annually or every 2 years.
When the children were 20 years old, 1245 rem-
ined in the study (Orri et al., 2021).

British Studies

The Early Prediction of Adolescent Depression
(EPAD) Study This longitudinal study, also
known as the Cardiff University Mood and
Wellbeing Study, follows 337 families from
across the UK with the aim to better understand
the causes of youth mental health difficulties.
Since 2017, three waves of assessment have been
conducted and the results have shown that
together, family, social, and child factors explain
resilience within the high-risk sample.

The Millennium Cohort Study (MCS) This
study followed 18,818 children born in England,
Scotland, Wales, or Northern Ireland between
2000 and 2002. Data were collected when the
participants were 9 months old and at ages 3, 5, 7,
11, 14, and 17 years. The next scheduled data
collection will take place at age 22 (Joshi &
Fitzsimons, 2016).

The Next Steps Study This study follows the
lives of 15,770 people born in England in 1989—
1990. Data were collected annually from 2004 to
2010. The next data collection took place in
2015-2016 when the cohort members were
25 years old, and another data collection is under-
way with participants aged 32 years.

The Medical Research Council (MRC) National
Survey of Health and Development This study
followed 5362 children, born in England,
Scotland, or Wales in March 1946. Since the ini-
tial maternal survey, study members have been
followed up 24 times. At the 24th follow-up,
2816 participants remained active in the study
(Kuh et al., 2016).

The National Child Development Study
(NCDS) This study followed some 16,994 per-
sons, born in Great Britain between March 3 and
9, 1958, until adulthood. Data were collected on
the physical, psychosocial, and educational
development of the cohort at ages 7, 11, 16, 23,
33, 42, 44, 46, 50, and 55 years. In 2020 and
2021, participants were also asked to participate
in three coronavirus-19 (COVID-19) surveys.
The next data collection, Life in Your Early 60s
Survey, is currently underway (Power & Elliott,
20006).

The British Cohort Study (BCS70) This study
followed 14,229 children, born in the week
between April 5 and 11, 1970, for over five
decades. Follow-up data were collected when the
cohort members were aged 5, 10, 16, 26, 30, 34,
38, 42, 46, and 51 years (Elliott & Shepherd,
2006).

The Avon Brothers and Sisters Study
(ABSS) This is a longitudinal study of some 192
families, each with a child born between August
1991 and December 1992 and an older sibling
over the age of 7 but below the age of 17 years.
The aim of the research was to explore sibling
relationships in different family types (two-
parent families, single-parent families, and step-
families) and the risk and protective factors that
impact their development and adjustment (Gass
et al., 2007).

New Zealand Studies

The Dunedin Multidisciplinary Health and
Development Study This is a longitudinal inves-
tigation of a cohort of infants, born between April
1, 1972, and March 31, 1973, in Dunedin, New
Zealand. The base sample contained 1037 chil-
dren, followed up at ages 3,5,7,9, 11, 13, 15, 18,
21, 26, 32, 38, and 45 years (Caspi et al., 2003).
In the latest follow-up, at age 45 years, 94% of
the living study members participated (Bourassa
et al., 2021).
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The Christchurch Health and Development
Study Begun in mid-1977, this study consists of
a birth cohort of 1265 children, born in the
Christchurch urban region and followed at
4 months, 1 year, annually to age 16 years, and
then at ages 18, 21, 25, 30, 35, and 40 years
(Fergusson & Horwood, 2003).

Australian Studies

Childhood to Adolescence Transition Study
(CATS) This study began in 2012 and follows
more than 1200 children annually from grade
three through adolescence. A total of 881 partici-
pants were assessed in 2019. During the school
years, teachers and parents also completed the
questionnaires. Parents have since been asked to
complete some of the questionnaires (Mundy
et al., 2013).

The Barwon Infant Study Beginning in 2010,
this study recruited 1158 expectant mothers. Data
collection took place within the first and second
trimesters as well as the third trimester. At birth,
1074 infants were included in the study.
Follow-up data collection took place at 4 weeks,
at3,6,9, 12, and 18 months, and at 2 and 4 years
of age. At 4 years of age, 909 participants
remained in the study. Data are currently being

collected for participants ages 7-9 years
(Vuillermin et al., 2015).
The Longitudinal Study of Australian

Children This study began in 2003 with two
cohorts—35000 children aged 0—1 years and 5000
children aged 4-5 years. This study includes chil-
dren, their parents, carers, and teachers. Data col-
lection took place every 2 years until 2019.
Participation in 2009 included more than 3000
participants from each cohort. Since 2020, three
surveys have been completed regarding
COVID-19 (Wake et al., 2014).

The Mater-University of Queensland Study of
Pregnancy (Brisbane) This is a prospective
study of 8556 pregnant women that began in
1981. The mothers and their offspring were
assessed between the third and fifth days postpar-
tum and at 6 months, 5 years, 14 years, and
21 years. Between 2009 and 2012, the mothers
were followed up. Between 2011 and 2014, the
children were followed up. Between 2016 and
2018, the third generation was recruited to this
study. In 2021, another phase of this study com-
menced with the second and third generations
(Najman et al., 2005).

The  Australian Temperament  Project
(ATP) This is a longitudinal study of the psy-
chosocial development of a representative sam-
ple of 2443 children born in the Australian state
of Victoria between September 1982 and January
1983. Since recruitment, 15 waves of data have
been collected over 30 years including both par-
ents and children. The ATP Generation 3 cur-
rently follows more than 1000 offspring from late
gestation through to 6 years of age where 706
families participated in data collection (Edwards
et al., 2013).

Scandinavian Studies

The Copenhagen High-Risk Study This study
has traced 207 children of schizophrenic mothers
and 104 matched controls from age 15 to ages 25
and 42 years. More than half had exhibited “no”
psychopathology from mid-adolescence through
mid-life (Parnas et al., 1993).

The Lundby Study This is a prospective longitu-
dinal study of the mental health of some 2550
persons ages 0-92 years at baseline, including
590 children (mean age 8 years at baseline) living
in southern Sweden. Three waves of follow-up
took place (1957, 1972, and 1997). In 1957, 1013
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people were added to the original cohort.
Cederblad (1996) followed a subsample of 148
individuals who had been exposed to three or
more psychiatric risk factors (such as parental
mental illness, alcoholism, family discord, or
abuse) in childhood. Three out of four were func-
tioning well in midlife.

African Studies

The Longitudinal Study of War-Affected Youth
(LSWAY) This is a 17-year prospective longitu-
dinal study of the intergenerational impact of war
on mental health and psychosocial well-being.
Beginning in 2002, this study included children
aged 10-17 years who participated in Sierra
Leone’s civil war as child soldiers as well as a
random sample of similar aged youth (n = 395).
In 2004 and 2008, caregivers were included in
the study, and in 2016-2017, caregivers, intimate
partners, and children were added. Although
many participants show mental health problems
with consequences to their families, family- and
community-level risks and protective factors
were identified (Betancourt et al., 2020).

German Studies

There are two longitudinal studies of risk and pro-
tective factors in Germany: Losel and Bliesener
(1990) have studied adolescents in residential
institutions in Bielefeld; Laucht et al. (1999) have
followed a birth cohort of 347 children in
Mannheim from 3 months to 8 years. Reports on
the findings of their studies are available in German
in the book Was Kinder Starkt (What Makes
Children Strong?) (Laucht et al., 1999).

Individual Attributes and Sources
of Support Associated

with Successful Coping Among
High-Risk Children

Tables 5.1 and 5.2 summarize the individual attri-
butes and sources of support in the family and

community associated with successful coping
among high-risk children, which have been repli-
cated in a number of large-scale longitudinal
studies in the United States and abroad. In most
cases, the factors that contributed to resilience
among those exposed to high levels of childhood
adversity also benefited “low-risk™ children, that
is, they showed a main effect rather than an inter-
action effect in statistical analyses (Fergusson &
Horwood, 2003).

Children who coped successfully with adver-
sity tended to become less easily distressed than
those who developed problems and had an active,
sociable, “engaging” temperament that attracted
adults and peers alike. They possessed good com-
munication and problem-solving skills, including
the ability to recruit substitute caregivers; they
had a talent or special skill that was valued by
their peers, and they had faith that their actions
could make a positive difference in their lives.

They also drew on external resources in the
family and community. Foremost were affec-
tional ties that encouraged trust, autonomy, and
initiative. Resilience levels were higher for chil-
dren who have close relationships with their par-
ents, friends they could trust and communicate
with, and a sense of belonging within their school
community. In formal support systems in the
community also promote resilience by providing
them with positive role models, such as teachers,
mentors, and peer friends.

The frequency with which the same predictors
of resilience emerge from diverse studies with
different ethnic groups, in different geographic
and sociopolitical contexts, conveys a powerful
message of universality (Masten & Powell,
2003). That does not preclude the possibility that
some protective factors are more age-, gender-,
and context-specific than are others. For exam-
ple, the Kauai Longitudinal Study found some
variables that discriminated significantly between
positive and negative developmental outcomes
only when there was a series of stressful life
events or when children were exposed to poverty.
They did not discriminate between good and poor
outcomes among middle-class children whose
lives were relatively secure, stable, and stress-
free (Werner & Smith, 1989).
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Table 5.1 Individual attributes associated with successful coping in high-risk children—replicated in two or more
large-scale longitudinal studies

Childhood adversities
Parental
Source Time period Multiple (4+) mental Child
notes | Characteristics of individual | studied risk factors Poverty| illness abuse | Divorce
1 Low distress; low Infancy— + + + + +
emotionality adulthood
2 Active; vigorous Infancy— + +
adulthood
3 Sociable Infancy— + + + +
adulthood
4 Affectionate “engaging” Infancy— + + + + +
temperament childhood
5 Autonomy; social maturity | Early childhood | + +
6 Average to above-average | Childhood— + + + + +
intelligence (including adulthood
reading skills)
7 High achievement Childhood— + + +
motivation adulthood
8 Special talents Childhood— + + +
adolescence
9 Positive self-concept Childhood— + + + +
adolescence
10 Internal locus of control Childhood— + + + + +
adulthood
11 Impulse control Childhood— + + +
adulthood
12 Planning; foresight Adolescence— + +
adulthood
13 Faith; a sense of coherence | Adolescence— + + +
adulthood
14 Required helpfulness Childhood— + + +
adulthood

Source notes:

1

[©X NS I SO ]

11.

12.
13.

14.

. Farber and Egeland (1987), Fergusson and Horwood (2003), Werner and Smith (1992, 2001)

. Farber and Egeland (1987), Werner and Smith (1992, 2001)

. Farber and Egeland (1987), Losel and Bliesener (1990), Werner and Smith (1992, 2001)

. Farber and Egeland (1987), Hetherington (1989), Werner and Smith (1992, 2001)

. Farber and Egeland (1987), Masten et al. (2004), Werner and Smith (1989, 1992, 2001)

. Farber and Egeland (1987), Fergusson and Lynskey (1996), Hetherington and Elmore (2003), Lsel and Bliesener

(1990), Masten and Powell (2003), Masten et al. (2004), Seifer et al. (1992), Werner and Smith (1992, 2001)

. Fergusson and Horwood (2003), Losel and Bliesener (1990), Masten and Powell (2003), Masten et al. (2004),

Radke- Yarrow and Brown (1993), Schoon (2001), Werner and Smith (1992, 2001)

. Anthony (1987), Werner and Smith (1992, 2001)
. Cederblad (1996), Fergusson and Horwood (2003), Hetherington and Elmore (2003), Losel and Bliesener (1990),

Radke- Yarrow and Brown (1993), Werner and Smith (1992, 2001)

. Bolger and Patterson (2003), Cederblad (1996), Hetherington and Elmore (2003), Masten and Powell (2003), Seifer

et al. (1992), Werner and Smith (1992, 2001)

Fergusson and Lynsky (1996), Fergusson and Horwood (2003), Masten and Powell (2003), Werner and Smith
(1992, 2001)

Masten et al. (2004), Rutter (2000), Werner and Smith (1992, 2001)

Cederblad (1996), Hansson et al. (2008), Hetherington and Kelley (2002), Howard et al. (2007), Rumbaut (2000),
Suarez-Oroczo and Suarez-Oroczo (2001), Werner and Smith (1992, 2001)

Anthony (1987), Boyden (2009), Losel and Bliesener (1990), Werner and Smith (2001)
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Table 5.2 Resources in the family and community associated with successful coping in high-risk children—replicated

in two or more large-scale longitudinal studies

Childhood adversities
Source Time period Multiple (4+) Parental Child
notes Resources studies risk factors Poverty mental illness | abuse | Divorce
1 Small family (<4 children) | Infancy + +
2 Maternal competence Infancy— + + + +
adolescence
3 Close bond with primary Infancy— + + + +
caregiver adolescence
4 Supportive grandparents Infancy— + + + + +
adolescence
5 Supportive siblings Childhood- + + + + +
adolescence
6 Competent peer friends Childhood— + + + +
adolescence
7 Supportive teachers Preschool— + + + +
adulthood
8 Successful school Childhood— + + + +
experiences adulthood
9 Mentors (elders) Childhood— + +
adulthood
10 Prosocial organizations: Childhood— + +
youth clubs, religious adulthood
groups
Sources:

—_

. Cederblad (1996), Werner and Smith (1992, 2001)

. Egeland et al. (1993), Masten and Powell (2003), Seifer et al. (1992), Werner and Smith (1992, 2001)
. Cederblad (1996), Fergusson and Horwood (2003), Losel and Bliesener (1990), Masten et al. (2004), Mednick et al.

(1987), Rumbaut (2000), Seifer (2003), Werner and Smith (1992, 2001)

Brown (1993), Werner and Smith (1992, 2001)

[=)}

. Farber and Egeland (1987), Herrenkohl et al. (1994), Hetherington (1989), Howard et al. (2007), Radke-Yarrow and

Gass et al. (2007), Hetherington (1989), Wallerstein and Blakeslee (1989), Werner and Smith (1992, 2001)

. Bolger and Patterson (2003), Fergusson and Horwood (2003), Hetherington (1989), Losel and Bliesener (1990),

Rumbaut (2000), Suarez-Oroczo and Suarez-Oroczo (2001), Wallerstein and Kelley (1980), Werner and Smith
(1992, 2001)

. Hetherington (1989), Losel and Bliesener (1990), Radke-Yarrow and Brown (1993), Reynolds and Ou (2003),

Rumbaut (2000), Werner and Smith (1992, 2001)
Fergusson and Lynskey (1996), Masten et al. (2004), Schoon (2001, 2006), Wadsworth (1999), Werner and Smith

(1992, 2001)

Howard et al. (2007), Yates et al. (2003), Werner and Smith (2001)
. Howard et al. (2007), Masten and Powell (2003), McGee (2003), Rumbaut (2000), Suarez-Orozco and Suarez-

Oroczo (2001), Werner and Smith (1989, 1992, 2001), Wyman (2003)

Protective factors include autonomy and self-
help skills in early childhood for males and a posi-
tive self-concept in adolescence for females.
Among protective factors in the caregiving envi-
ronment for both boys and girls were a positive
parent—child relationship observed during the sec-
ond year of life and the number of sources of
emotional support they could draw on in early and

middle childhood. Furthermore, in the Rochester
Child Resilience Project, Wyman (2003) reported
context-specific effects of involvement in struc-
tured after-school activities among high-risk
teens. Participation in prosocial group activities
lowered the risk for delinquent behavior for chil-
dren with many antisocial friends but not for those
with few antisocial friends.
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The Importance of Early
Developmental Competence
and Support

Previously, research on resilience had focused on
middle childhood and adolescence, with a lesser
focus on the early history of developmental com-
petence. Both the Kauai Longitudinal Study and
the Minnesota Parent—Child Project have shown
that an early history of positive adaptation,
engendered by consistent and supportive care,
has a powerful and enduring influence on chil-
dren’s adaptation and that it increases the likeli-
hood that they will utilize both formal and
informal sources of support in their environment
at later stages in the life cycle.

For example, Yates et al. (2003) found that
children with early histories of secure attachment
in infancy and generally supportive care in the
first 2 years demonstrated a greater capacity to
rebound from a period of poor adaptation when
they entered elementary school compared to
those with less-supportive histories. Likewise,
children who exhibited positive transitions from
maladaptation in middle childhood to compe-
tence in adolescence were able to draw on a posi-
tive foundation of early support and positive
adaptation.

That the process of resilience is manifested at
later stages in the developmental trajectory
became apparent to us in our follow-up studies in
early adulthood and midlife in Kauai (Werner &
Smith, 1992, 2001). The majority of high-risk
children who had become troubled teenagers
(with delinquency records and mental health
problems) recovered in the third and fourth
decades of life and became responsible partners,
parents, and citizens in their communities.
Individuals who availed themselves to informal
sources of support in the community, and whose
lives subsequently took a positive turn, differed
in significant ways from those who did not make
use of such options. They had been exposed to
more positive interactions with their primary
caregivers in the first 2 years, that is, their early
rearing conditions fostered a sense of trust.

The Shifting Balance Between
Vulnerability and Resilience

Large-scale longitudinal studies that have fol-
lowed boys and girls from birth to adulthood
(whether children of poverty, divorce, or children
coming from multi-risk families) have repeatedly
found a shifting balance between stressful life
events that heighten children’s vulnerability and
protective factors that enhance their resilience.
The follow-up in adulthood in the Kauai
Longitudinal Study, for example, found a few
offspring of psychotic parents who had managed
to cope successfully with a variety of stressful
life events in childhood or adolescence but whose
mental health began to deteriorate in the third
decade of life (Werner & Smith, 1992).

Other high-risk children had grown into com-
petent, confident, and caring adults but felt a per-
sistent need to detach themselves from their
parents and siblings whose domestic and emo-
tional problems threatened to engulf them. This
was especially true for the adult offspring of
alcoholic parents, some of whom had been physi-
cally and emotionally abused when they were
young. The balancing act between forming new
attachments to loved ones of their choice and the
loosening of old family ties that evoked painful
memories exacted a toll on their adult lives. The
price they paid varied from stress-related health
problems to a certain aloofness in their interper-
sonal relationships.

On the positive side, the Kauai study demon-
strated that the opening of opportunities at major
life transitions (high school graduation, entry
into the world of work, marriage) enabled the
majority of the high-risk individuals who had a
troubled adolescence to rebound in their 20s and
30s. Among the most potent second chances for
such youth were adult education, voluntary mili-
tary service, active participation in a church com-
munity, and a supportive friend or marital partner.
Likewise, Project Competence identified a num-
ber of young people who did poorly in adoles-
cence but turned their lives around in the
transition to adulthood (Masten & Wright, 2009).
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Protective Mechanisms:
Interconnections Over Time

Just as risk factors tend to co-occur in a particular
population (i.e., children of poverty) or within a
particular developmental period (i.e., adoles-
cence), protective factors are also likely to occur
together to some degree (Gore & Eckenrode,
1994). The presence of a cluster of (interrelated)
variables that buffer adversity at one point in time
also makes it more likely that other protective
mechanisms come into play at a later period of
time.

There are only a few large-scale longitudinal
studies that have demonstrated such interconnec-
tions over time. The highlights of the results of
the latent variable path analyses that were applied
to the data from the Kauai Longitudinal Study at
six points in the life cycle illustrate the complex-
ity of the phenomenon of resilience. They show
how individual dispositions and outside sources
of support and stress are linked together from
infancy and early childhood to middle childhood
and adolescence and how these variables, in turn,
predict the quality of adaptation in young adult-
hood and midlife (Werner & Smith, 1992, 2001).

When the links between individual disposi-
tions and outside resources were examined, men
and women who had made a successful adapta-
tion at midlife—despite serious childhood adver-
sity—had relied on sources of support within the
family and community that increased their com-
petence and efficacy, decreased the number of
stressful life events they subsequently encoun-
tered, and opened up new opportunities for them.

The protective processes that fostered resil-
ience manifested themselves early in life. Across
a span of several decades, maternal competence
in infancy was positively related to their off-
spring’s adaptation in adulthood (at 32 and
40 years). Girls whose mothers interacted in a
consistently positive way with their infant daugh-
ters were more autonomous at age 2 and more
competent at age 10. They also attracted more
sources of emotional support in childhood and
adolescence and encountered fewer stressful life
events than did the daughters whose mothers
were less competent caregivers. Males with more

competent mothers were more successful at
school at age 10, more resourceful and effica-
cious at age 18, and utilized more sources of
emotional support in adulthood than did the sons
of mothers who were less competent caregivers.

For both boys and girls, there was a positive
association between autonomy at age 2 and scho-
lastic competence at age 10. Boys who were
more autonomous at age 2 encountered fewer
stressful life events in the first decade of life and
had fewer health problems in childhood and ado-
lescence. Girls who were more autonomous as
toddlers had fewer health problems in each
decade of life and fewer coping problems by age
40.

For both boys and girls, there was a positive
association between the number of sources of
emotional support they were attracted to in child-
hood, their scholastic competence at age 10, and
the quality of adaptation at age 40. Individuals
who could count on more sources of emotional
support in childhood reported fewer stressful life
events at later stages of their lives than did those
who had little emotional support.

For both sexes, scholastic competence at age
10 was positively linked to self-efficacy and the
ability to make realistic plans at age 18. Males
with higher scholastic competence at age 10 had
fewer health problems in adolescence and higher
activity scores in the Emotionality Activity
Sociability (EAS) Temperament Survey at age
32. They also availed themselves of more sources
of emotional support in adulthood. Females with
higher scholastic competence at age 10 attracted
more sources of emotional support in adoles-
cence. For both boys and girls, the number of
sources of emotional support they could rely on
in adolescence was positively linked to their self-
efficacy and ability to make realistic plans at age
18.

Men and women who were more resourceful
and more realistic in their educational and voca-
tional plans at age 18 received higher scores on
the Scales of Psychological Well-Being at age 40.
Their temperament was related to the quality of
their adult adaptation as well. Men who scored
higher on the activity scale of the EAS
Temperament Survey at age 32 coped better at
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age 40 than did males with lower activity scores.
Women with higher distress scores at age 32 had
more health problems and lower scores on the
Scales of Psychological Well-Being at age 40.

Most of the variances in the quality of adapta-
tion at age 40 were accounted for by earlier pre-
dictors of resilience (i.e., variables associated
with successful coping at ages 2, 10, and
18 years). Most were attributed to four clusters of
protective factors that had been independently
assessed in the first decades of life: (1) maternal
competence (a cluster of variables that included
mother’s age and education and the proportion of
positive interactions with her child, observed
independently at home at age 1 and during devel-
opmental examinations at age 2); (2) the number
of sources of emotional support available to the
child between ages 2 and 10 years (including
members of the extended family); (3) scholastic
competence at age 10 (a cluster of variables that
included intelligence quotient (IQ) scores and
scores on the Primary Mental Abilities (PMA)
reasoning test and the Strategic Teaching and
Evaluation of Progress (STEP) reading test); and
(4) the health status of the child (between birth
and 2 years for females; between birth and
10 years for males).

These findings point to the importance of the
first decade of life in laying the foundations for
later resilience—as has been also documented by
Sroufe et al. in the Minnesota Parent—Child
Project (Sroufe et al., 2005).

Gender Differences

All large-scale longitudinal studies of risk and
resilience report gender differences that appear to
vary with the stages of the life cycle and the
demands made on each gender in the context of
the prevailing sex role’s expectations.

At each developmental period, beginning in
the prenatal period and infancy, more males than
females perished. In childhood and adolescence,
more boys than girls developed serious learning
and behavior problems and displayed more exter-
nalizing symptoms. In contrast, in late adoles-
cence and young adulthood, more girls than boys

were subject to internalizing symptoms, espe-
cially depression (Caspi et al., 2003; Fergusson
& Horwood, 2003; Werner & Smith, 1989).

However, among the high-risk youth who had
become “troubled teenagers,” more women than
men managed to make a successful transition into
their 30s and 40s, at least in Kauai. Protective
factors within the individual—an engaging tem-
perament, scholastic competence, and self-
efficacy—tended to make a greater contribution
to the quality of adult adaptation for females than
for males who successfully coped with adversi-
ties in their lives. In contrast, the sources of sup-
port available in the family and community
tended to make a greater impact on the lives of
the men who successfully overcame childhood
adversities (Werner & Smith, 2001).

Biological Aspects of Resilience

Most of the longitudinal studies reviewed here
were conducted by educators, psychologists, and
sociologists, but there has been a growing interest
in biological and genetic variables that may miti-
gate or modify the impact of stress and childhood
adversities on the quality of adaptation at differ-
ent stages of the life cycle (Curtis & Cicchetti,
2003).

Health

Surprisingly, the general health status of the indi-
vidual tends to be overlooked in most studies
concerned with resilience and vulnerability. Even
in large-scale longitudinal studies, in which the
original focus has been “health and develop-
ment,” the variables that are included in complex
regression equations that look for “resiliency fac-
tors” tend to denote psychological or sociological
constructs or are concerned with educational
attainment rather than health (Fergusson &
Horwood, 2003; Schoon, 2001).

Path analyses of the data of the Kauai
Longitudinal Study suggest that it might be
worthwhile to explore the effects of good health
or debilitating illnesses or accidents on children’s
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ability to cope with stressful life events and
adversity. In Kauai, at each stage of the life
cycle—from early childhood to adulthood—indi-
viduals who encountered more stressful life
events also encountered more health problems.
Health problems in early childhood (a count of
serious illnesses or accidents reported by parents
between birth and age 2 years; the number of
referrals to health-care providers, and the pedia-
trician’s low rating of the toddler’s physical sta-
tus at age 2) were significantly correlated with
coping problems in adulthood, both at 32 and age
40 (Werner & Smith, 1992, 2001).

On the positive side, perinatal health (i.e., the
absence of pregnancy and birth complications)
was a significant protective factor in the lives of
adolescents who were the offspring of mothers
who suffered from mental illness. These findings
have been replicated in the Copenhagen High-
Risk Study (Parnas et al., 1993) and in a study of
15-year-old children of depressed mothers who
were participants in the Mater-University Study
of Pregnancy and Outcomes in Brisbane,
Australia (Brennen et al., 2002).

Biological Sensitivity to Context

An exciting new avenue of research has focused
on the role of psychobiological factors as mod-
erators of children’s vulnerability to stress. The
concepts of “biological sensitivity to context”
and “differential susceptibility to environmental
influences” have been advanced to explore the
possibility that some children are more sensitive
to the influence of context than are others,
whether the context is adverse or beneficial
(Belsky et al., 2007; Ellis et al., 2005).
Biological reactivity to naturally occurring
stressors appears to be a robust, replicable phe-
nomenon that involves a set of complex responses
within the neural circuitry of the brain, and within
peripheral neuroendocrine pathways regulating
metabolic, immunological, and cardiovascular
functions. Ellis et al. (2005) have demonstrated
in several studies that a disproportionate number
of preschool children in supportive home envi-
ronments displayed a high autonomic reactivity.

Conversely, a relatively high proportion of chil-
dren in very stressful family environments, fol-
lowed from infancy to age 7 years, showed
evidence of heightened adrenocortical and sym-
pathetic reactivity. In both studies, children from
moderately stressful home environments dis-
played the lowest reactivity levels.

These finding suggest that relations between
levels of childhood support/adversity and the
magnitude of stress reactivity are curvilinear, an
observation supported by Belsky et al. (2007)
who speculate that the anxiety displayed by fear-
ful children reflects a highly sensitive nervous
system on which experience registers power-
fully—one that makes them especially suscepti-
ble to both negative and positive rearing effects.

Research on differential susceptibility has
only just begun. Studies that include twins and
other siblings from the same family (such as the
Swedish Twin Registry) may prove especially
powerful as they could distinguish between
genetically and environmentally induced varia-
tions in susceptibility (Hansson et al., 2008).

Gene-Environment Interactions

There is ample evidence of the important role
that genetic factors play in the susceptibility of
individuals to psychopathology, such as alcohol-
ism, antisocial behaviors, and severe psychiatric
illnesses (schizophrenia and bipolar disorder).
Several studies, including the Copenhagen High-
Risk Study (Parnas et al., 1993) and the Kauai
Longitudinal Study, have reported findings that
suggest that adverse environments, including
serious pre- and perinatal stress, have the most
negative impact on individuals who are geneti-
cally vulnerable, among them the offspring of
alcoholic and schizophrenic mothers (Werner &
Smith, 2001).

It stands to reason that gene—environment
interactions also play a significant role in relation
to the phenomenon of resilience. Evidence of
gene—environment interactions in which an indi-
vidual’s response to environmental insults
appears to be moderated by his or her genetic
makeup has been reported by Caspi et al. (2002,
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2003) from the 26-year follow-up of the Dunedin
(New Zealand) Multi-Disciplinary Health and
Development Study, in which 847 Caucasian
cohort members participated.

Individuals with one or two copies of the short
allele of the 5-HTTLPR gene (a serotonin trans-
porter) exhibited significantly more (self-
reported) depressive symptoms in relation to four
or more stressful life events between the ages of
21 and 26 than did individuals homozygous for
the long allele. Of special interest was the finding
that childhood maltreatment in the first decade of
life predicted adult depression only among indi-
viduals carrying a short allele but not among indi-
viduals homozygous for the long allele (Caspi
et al., 2003).

In another analysis of data from the Dunedin
Study, Caspi et al. found that a functional poly-
morphism in the X-linked gene encoding the
neurotransmitter-metabolizing enzyme mono-
amine oxidase A (MAOA) was found to moder-
ate the effects of childhood maltreatment in
males. Boys with a genotype conferring high lev-
els of MAOA expression who had been mal-
treated in childhood were less likely to develop
antisocial problems (conduct disorders between
ages 10 and 18; convictions for violent crimes by
age 26) than those with low levels of MAOA
activity (Caspi et al., 2002). The authors wisely
suggested that “until this study’s findings are rep-
licated, speculations about clinical implications
are premature” (p. 853).

Kim-Cohen et al. (2006) were able to replicate
the original finding by showing that the MAOA
genotype moderated the development of psycho-
pathology after exposure to physical abuse in a
cohort of 975 7-year-old British boys. Their
meta-analysis of the results of five independent
investigations (from Great Britain, New Zealand,
and the United States) demonstrated that across
studies the association between childhood mal-
treatment and mental health problems was sig-
nificantly stronger in the group of males with the
genotype conferring low MAOA activity. These
findings provide the strongest evidence to date,
suggesting that the MAOA gene influences vul-
nerability to environmental stress and that this
biological process can be initiated early in life.

However, that evidence so far is based only on
samples of Caucasian males.

Meta-analyses of studies of the interaction
between the serotonin transporter gene
(5-HTTLPR), stressful life events, and increased
risk of major depression have yielded mostly
negative results—though substantial resources
have been devoted to replication efforts.

Risch et al. (2009) conducted a meta-analysis
of 14 studies, using both published data and
individual-level original data. Of a total of
14,250 participants, 1769 were classified as
having depression. In the meta-analysis of pub-
lished data, the number of stressful life events
was significantly associated with depression.
No association was found between the
5-HTTLPR genotype and depression in any of
the individual studies, and no interaction effect
between genotype and stressful life events on
depression was observed. This meta-analysis
yielded no evidence that the serotonin trans-
porter genotype alone or in interaction with
stressful life events was associated with an ele-
vated risk of depression in men alone, women
alone, or in both sexes combined.

Munafo et al. (2009), at the University of
Bristol, carried out an independent meta-analysis
on 15 studies that focused on gene—environment
interactions at the serotonin transporter locus and
concluded that the main effects of the 5-HTTLPR
genotype and the interaction effect between
5-HTTLPR and stressful life events at risk of
depression are negligible. Only a minority of
studies (Kaufman, 2008; Kendler et al., 2005)
report a replication that is qualitatively compara-
ble to that in the original report. In general, the
positive results for the interactions between
5-HTTLPR and stressful life events were compat-
ible with chance findings.

Diversity of methods and approaches used to
measure environmental risk may explain the
inconsistencies in results across G x E studies.
Health practitioners, educators, and behavioral
scientists need to recognize the importance of the
replication of findings from genetic analyses that
seek to anchor in neurobiology individual differ-
ences in resilience (Reiss, 2010; Stein et al.,
2009).
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Findings from the Virginia Adult Twin Study
of Psychiatric and Substance Use Disorders
(VATSPSUD) found that both genetics and envi-
ronmental influences contribute roughly equally
to resilience in adulthood (Amstadter et al.,
2014).

Personality

Findings from Project Competence found that
showing higher childhood conscientiousness,
agreeableness, and openness and lower neuroti-
cism was associated with increased resilience
during adulthood. Even when controlling for
adversity throughout the lifespan, positive per-
sonality traits have been found to be predictive of
positive outcomes in adulthood (Shiner &
Masten, 2012).

Resilience in a Cross-Cultural Context

Research on resilience needs to acquire a cross-
cultural perspective that focuses on children in
the developing world who have been exposed to
many biological and psychosocial risk factors
that increase their vulnerability far beyond that of
their peers born in more stable and affluent
conditions.

Immigrant and refugee children are the fast-
est growing segment of the US child population.
The Children of Immigrants Longitudinal Study
(CILS) has examined the aspirations, educa-
tional performance, and psychological adapta-
tion of more than 5000 teenage youths in 2 key
areas of immigrant settlements in the United
States: Southern California and South Florida
(Rumbaut, 2000). The original survey (T1) con-
ducted in spring 1992 interviewed 2420 students
enrolled in the eighth and ninth grades in the
San Diego Unified School District and 2842 stu-
dents in public and private schools in the Miami
area. Three years later, from 1995 to 1996, a
second survey (T2) of the same youth was con-
ducted, supplemented by interviews with their
parents. The students from San Diego were
mostly of Mexican and Southeast Asian origin,

and the students from Florida came mostly from
Latin America.

Regardless of their country of origin, immi-
grant children with higher school achievement,
aspirations, and self-esteem relied on high levels
of social support by their parents and the extended
family and on competent peers from the same
ethnic group. Among the protective factors that
enhanced their psychological well-being were
closeness with parents, religion, and social sup-
port from family, friends, and teachers.

A 5-year Longitudinal Immigrant Student
Adaptation (LISA) Study, directed by Carola and
Marcel Suarez-Oroczo (2001), reports similar
findings. The LISA study followed some 400
immigrant children (ages 9-14) who came from
Sregions (China, Central America, the Dominican
Republic, Haiti, and Mexico) to the Boston and
San Francisco areas.

Qualitative interview data and quantitative
survey data employed in the LISA study illus-
trated the importance of supportive friends, coun-
selors, and members of the extended family in the
social world of immigrant youth and the protec-
tive role of religion and church-based relation-
ships in the lives of immigrant teenagers.

Young Lives is a longitudinal study of child-
hood poverty in four developing countries:
Ethiopia, India (Andhra Pradesh), Peru, and
Vietnam (Hardgrove et al., 2010). So far, data
have been gathered on some 12,000 children and
their families over a span of 15 years. The chil-
dren are in two age groups: the older cohort was
born in 1994-2010 and the younger in 2001—
2002. Some of the overall trends across the three
rounds of available survey data (2002, 2006,
2009) are as follows:

Maternal education is a significant correlate of
an array of positive outcomes for poor children,
especially their nutritional status. In turn, there is
a strong relationship between nutrition and chil-
dren’s cognitive achievement and psychosocial
well-being.

Intergenerational interdependency is crucial
to children’s well-being and resilience in poor
families where children’s efforts are combined
with those of parents and elders to meet family
needs. Norms concerning what constitutes a
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“good child” tend to reinforce their work
contributions.

Evidence on children’s active contributions to
the domestic economy suggests that it is not just
essential to household maintenance in poor fami-
lies but can also foster their sense of belonging
and responsibility and ease their transition to
adulthood (Boyden, 2009). We found the same to
be true in our longitudinal study of multiracial
families in Kauai (Werner & Smith, 2001).

Evaluation Studies
of the Effectiveness of Programs
Designed to Foster Resilience

Scarr (1992) points out that it is not easy to inter-
vene deliberately in children’s lives. We know
how to rescue children from extremely bad cir-
cumstances and to return them to normal devel-
opmental pathways but only within the limits of
their own heritable characteristics, such as intel-
ligence, temperament (activity, excitability,
sociability), and psychobiological reactivity (car-
diac and immunological responses under stress).
Since the 1980s, many “competence enhance-
ment” and “strength” or “asset” building pro-
grams for high-risk children have been introduced
in North America, most of which have focused on
preschool and school-age children. So far, there
have been very few evaluation programs that
have examined their long-term effectiveness.
Some of these programs are discussed in other
chapters of this book.

A notable example 1is the Chicago
Longitudinal Study, begun in 1983, an ongoing
investigation of the effects of the CPC, the old-
est extended childhood intervention program in
the United States of America and the second
oldest federally funded preschool program
(after Head Start). The program stresses center-
based language learning and parent participa-
tion and provides educational and family
support services to disadvantaged children from
preschool to the early elementary grades
(3-9 years). The data available on more than a
1000 participants in the Chicago public schools
cover nearly four decades of life.

Reynolds and Ou (2003) reported the results
of several path analyses that modeled the effect
of preschool participation (from years 3 to 5),
cognitive skills (at age 5), parent involvement at
school (in the years 8—12), quality of school (at
ages 10-14), on school achievement and grade
retention (at ages 14—15), and on the diminished
likelihood of special education placement and
dropping out of high school by age 20.

Effect sizes on measures of social competence
averaged (.70 standard deviations (SDs), modest
but higher than those reported from several meta-
analyses on the effectiveness of preventive men-
tal health programs (average 0.34 SD) and of a
wide range of psychological and behavioral treat-
ments (0.47 SD). Children who attended pro-
grams in the poorest neighborhoods benefited the
most from the CPC programs.

Because the pathways that lead to positive
adaptation despite childhood adversities are
influenced by context, it is not likely we will dis-
cover a “magic bullet,” a model intervention pro-
gram that will succeed every time with every
youngster who grows up under adverse circum-
stances. Knowing this does not mean we should
despair. However, it does mean, as Rutter (2002)
admonishes us, that “caution should be taken in
jumping too readily onto the bandwagon of what-
ever happens to be the prevailing enthusiasm of
the moment” (p. 15).

Conclusions

Large-scale longitudinal studies, extending from
childhood to adulthood, have documented the
shifting balance between stressful life events and
risk factors that increase children’s vulnerability
and internal dispositions and outside sources of
support that enhance their resilience. This bal-
ance may change at different stages in life for
each gender and is affected by the cultural
context.

The frequency with which the same predictors
of resilience emerge from longitudinal studies
conducted with different ethnic groups and in dif-
ferent geographic settings is impressive. In most
cases, the factors that mitigated the negative
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effects of childhood adversity also benefited chil-
dren who lived in stable and secure homes, but
they appear to have particular importance when
adversity levels are high.

Large-scale longitudinal studies have demon-
strated that an early history of developmental
competence, engendered by consistent and sup-
portive care, is a powerful and enduring influence
on children’s adaptation at later stages of the life
cycle and increases that likelihood that they will
rebound from a “troubled” adolescence.

The pathways that lead to positive adaptation,
despite childhood adversity, are complex, and
there is great need to map the interconnections
between individual dispositions and outside
sources of support that increase competence and
self-efficacy, decrease negative chain effects, and
open up opportunities, whether in natural settings
or in structured intervention programs.

Longitudinal research needs to focus more on
the role of gene—environment interactions that
moderate an individual’s response to stressful life
events. It also needs to acquire a cross-cultural
perspective that focuses on children from the
developing world. We need to know more about
individual dispositions and sources of support in
the family and community that enable these chil-
dren to operate effectively in a variety of high-
risk contexts.
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Introduction

A growing body of work is concerned with the
resilience of children and youth whose race, eth-
nicity and/or membership in the majority world
(i.e. populations living in low- and middle-
income countries, or in high-income countries,
who experience social challenges and fewer
material resources) place them at risk for nega-
tive life outcomes (Theron et al., 2015). Like
children and youth in minority world contexts
(i.e. populations that enjoy social and economic
advantages), the capacity of majority world
young people to function normatively is gener-
ally associated with access to promotive and pro-
tective factors that attenuate or counteract the
predicted negative effects of risk exposure
(Fergus & Zimmerman, 2005). Put differently,
this capacity for better-than-expected outcomes
draws on resilience-enabling factors that affect
developmental outcomes in the contexts of atypi-

L. Theron (D<)

Department of Educational Psychology,
University of Pretoria,

Pretoria, South Africa

e-mail: Linda.theron@up.ac.za

M. Ungar

School of Social Work, Dalhousie University,
Halifax, NS, Canada

e-mail: michael.ungar@dal.ca

© Springer Nature Switzerland AG 2023

cal and non-normative stress (van Breda &
Theron, 2018; Ungar, 2011).

These resilience enablers comprise both tangi-
ble resources (e.g. material means, safe spaces or
enabling adults) and intangible resources (e.g.
psychological processes such as self-regulation or
meaning-making; social processes such as cultural
rites of passage or collective belonging; personal
qualities such as temperament; sociocultural heri-
tage that includes enabling values). They can be
found at any level of a biopsychosocial-ecological
system (Masten & Cicchetti, 2016; Ungar, 2018).
For instance, a review of 61 studies that docu-
mented the resilience of South African children
and adolescents reported resilience enablers at the
level of the biological and psychological self, the
social environment and the built environment (Van
Breda & Theron, 2018). These multi-level resil-
ience enablers have been summarized into lists of
resources that recur across studies of child and
youth resilience. Masten (2014) proposed a ““short
list” that specified those resources that are regu-
larly reported at the level of the individual (e.g.
intelligence or self-efficacy) and other co-occur-
ring systems (e.g. effective parenting, effective
schools or effective neighbourhoods). Similarly,
Ungar et al. (2007) proposed seven core resilience-
enabling processes that were associated with the
resilience of 89 participants from 11 countries
(including majority context ones). Amongst oth-
ers, these processes included power and control,
social justice and cultural adherence.
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Nevertheless, the putative commonness of
resilience enablers should not eclipse the fact that
their form and expression is sensitive to social—
ecological dynamics, such as situational realities
and cultural norms and values, all of which are
fluid (Theron, 2019; Ungar, 2011). For instance,
in minority (e.g. Euro-American) world contexts,
“effective parenting” is generally associated with
a primary caregiver, usually a biological parent
(Masten, 2018). However, in majority world con-
texts, such as sub-Saharan Africa or Latin
America, “effective parenting” is associated with
any number of people, including grandparents,
older siblings, caring neighbours and even teach-
ers (Parra-Cardona et al., 2019; Theron, 2020).
The flexibility of who the parents are is typically
a response to contextual realities (such as the
high incidence of communicable diseases that
has resulted in child- or grandparent-headed
households) and/or local understandings of kin-
ship that transcend biological bonds. Even so,
African scholars (e.g., Ramphele, 2012; Ratele,
2019), for example, are concerned about the
effects over time of Euro-American values on tra-
ditional African ways of being and doing. The
same challenges are being confronted by many
other majority world populations, including
Indigenous peoples from collectivist cultures
(Atallah, 2016; Ullrich, 2019; Ulturgasheva
et al., 2014). This could result in time-honoured
interdependent ways of being and doing being
replaced with Western-oriented emphases on the
self and the nuclear family. In short, inattention
to the potential variability of the form or expres-
sion of resilience enablers is likely to frustrate
our best efforts to champion child, youth and
family resilience across cultures and contexts
(Ungar, 2015).

This chapter aims to shift attention to variabil-
ity in the form and expression of resilience
enablers across situational and cultural contexts.
It advances an understanding of resilience
enablers as protective factors and processes that
are responsive not only to risk but also to social—
ecological or contextual dynamics (see Fig. 6.1).
It proposes that responsive resilience enablers
have three dimensions: (i) they fit specific social
ecologies; (ii) they embrace adaptive strategies

that are sometimes considered unconventional;
and (iii) they accommodate changing contextual
realities. To detail each dimension, we draw
mostly on studies of child and youth resilience
that were conducted in the majority world. To
conclude this chapter, we identify strategies for
championing child and adolescent resilience in
contextually responsive, decolonized ways.

Responsiveness and a Social-
Ecological Approach to Resilience

A social-ecological approach to resilience
emphasizes that positive adaptation to risk expo-
sure is a process that draws on promotive and
protective factors within the child and the child’s
social and physical ecology (Ungar, 2011).
Rather than attributing resilience only to
resources within the individual child, social-eco-
logical accounts of resilience recognize that chil-
dren’s biological and psychological resilience is
co-facilitated by resilience enablers within their
immediate environment (e.g. the family, peer
group or neighbourhood) and distal environment
(e.g. the country of residence and its associated
laws and social policies) (Masten & Cicchetti,
2016). Environments are characterized by con-
textual elements (or, as shown in Fig. 6.1, situa-
tional factors) over which marginalized young
people have limited, if any, control (Pimmer
et al., 2013). These factors typically relate to the
“aspects of social location” (Walls et al., 2016,
p.- 739), including the spaces and places where
children live, learn and hopefully play, and the
socio-economic, historical and political standing
of the household, community and ethnic group to
which a child belongs. Contextual elements also
relate to the built and natural ecological aspects
of children’s environments — such as green
spaces, material from which homes are con-
structed or levels of pollution — and the impact of
these on children’s health and well-being over
time (Watts et al., 2019).

Young people’s interactions with their envi-
ronments are culturally patterned (Rogoff et al.,
2018). Elements of the environment and their
relevance to a child’s well-being are shaped by
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social discourses that decide which resources
should be made available and how they should
be accessed. Given these patterns, scholars such
as Kirmayer (2005), Panter-Brick (2015) and
Trickett et al. (2011) understand culture as the
values, beliefs and practices that shape succes-
sive generations of children’s ways of being and
doing. Although there is likely to be some het-
erogeneity, children with shared values, beliefs
and everyday cultural practices generally have
similar ways of being and doing. Even so,
because culture is fluid, it is expected that tradi-
tional ways of being and doing will evolve over
time and that such flux will make child—environ-
ment interactions more nuanced (Rogoff, 2011).
This includes children’s interactions with their
parents. While competent parenting is univer-
sally a protective factor in a child’s life, what
parenting looks like is far from standardized
across cultures. Strahan et al. (2010), for exam-
ple, argue for a balance between good parenting
and finding the evidence that good parenting
practices actually improve children’s function-

Positive

Atypically

positive

ing in a specific context. The problem is the cul-
tural relevance of parenting practices when
studied by cultural outsiders. Not all parenting
practices are likely to produce positive develop-
ment if they are a poor match to a child’s risk
exposure, value system (and other cultural fac-
tors) or the outcomes that are desired. For exam-
ple, authoritative parenting practices that
encourage negotiation with children and reason-
able structure (Baumrind, 1971) have long been
proposed in Anglo-European cultures as effec-
tive, though more recent research has suggested
that this parenting style is only suited to middle-
class families and not those struggling to sur-
vive in dangerous environments. In those
contexts, a more controlling and assertive form
of parenting may produce better outcomes
(Driscoll et al., 2008). As Strahan et al. (2010)
explain: “The culture you live and the values
you hold will be crucial in helping you deter-
mine what constitutes good parenting. There
simply isn’t one model of parenting that works
equally well for all children everywhere” (p. 4).
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In summary, a social-ecological approach to
resilience urges closer attention to children’s
resilience in context, with context being under-
stood as situational, cultural and fluid. As detailed
next, contextual dynamics impact the ways in
which the resilience process plays out, including
the form and value of specific resilience enablers
for individuals or groups of individuals in a spe-
cific sociocultural context at a specific point in
time (Ungar & Theron, 2019). While resilience in
context draws on protective factors that are well
documented in child and youth resilience, these
factors nevertheless respond to the cultural and
situational dynamics of children’s everyday lives.
They fit children’s daily contexts, embrace
unconventionality and accommodate flux.

The Fit Between Social-Ecological
Resources and an Individual’s Culture
and Context

Ungar (2011, 2012, 2018) has argued that
resilience-enabling resources are not equally val-
ued by all young people at risk nor do they exert
the same amount of positive impact on children’s
developmental outcomes. Instead, they exhibit a
differential impact (Ungar, 2017) depending on
both the child’s individual capacities to use the
resources and the fit between the resources and
the child’s situational and cultural contexts. This
is certainly apparent in how majority world
young people describe their experience of resil-
ience and the emphasis they place on specific
resources as the most enabling (Theron & Van
Rensburg, 2018, 2019). Invariably, the resources
that are afforded prominence fit their contextual
realities and the culturally valued ways of being
and doing that they have been socialized to
endorse and enact. The resilience of sub-Saharan
children affected by human immunodeficiency
virus (HIV) and acquired immunodeficiency syn-
drome (AIDS), left-behind children in rural
China and Arctic Indigenous youth (examples
follow) are all cases in point.

In the case of sub-Saharan children affected
by HIV and AIDS, the risks of ill or deceased
parents and associated pressures to leave school

and take on caregiving or breadwinner roles loom
large (Betancourt et al., 2013). Not surprisingly,
parents are not prominent in the multiple accounts
of these children’s resilience: other adult caregiv-
ers — mostly kin — are. In sub-Saharan Africa,
informal kinship care is the preferred form of
care for children who are orphaned and vulnera-
ble (Ariyo et al., 2019). In many ways, this relates
to the traditional African valuing of interdepen-
dence and associated expectations that kin and
communities, rather than formal caregiving insti-
tutions, accept responsibility to care for children
who are at risk. Although there are accounts of
grandparents or other extended relatives, neigh-
bours, teachers or non-governmental organiza-
tion (NGO) staff championing the resilience of
African children in their care (Bireda & Pillay,
2018; Block, 2016; Pienaar et al., 2011; Sharer
et al., 2016; Skovdal et al., 2009), some young
people also report experiences of maltreatment or
extortion at the hands of these caregivers (Baxen
& Haipinge, 2015; Evans, 2015; Lee, 2012;
Motsa & Morojele, 2017; Pillay, 2019; Skovdal,
2010). This ambivalence fits with Ariyo et al.’s
(2019) conclusion that specific situational and
temporal factors (e.g. socio-economic resources,
age of the child being cared for) influence the
degree to which kinship care sustains children’s
well-being. In contrast, siblings or peers who are
similarly affected by HIV generally provide
dependable resilience-enabling support (Khanare,
2012; Lee, 2012; Nabunya et al., 2019; Rukundo
& Daniel, 2016; Skovdal & Ogutu, 2012). Sub-
Saharan children affected by HIV and AIDS
make frequent references to this support being
emotional and pragmatic (e.g. assistance with
domestic responsibilities, income generation and
access to material resources). These accounts
suggest that in the context of HIV and AIDS, sib-
lings and friends can be effective substitutes for
adult caregivers.

The role of extended family, however, is a
recurring theme in studies of child resilience in
many poorly resourced social ecologies. Shang
et al. (2011), for example, report that collectivist
values like those found in South Africa inform
the care of orphans in rural China, whereas Hu
(2019) describes kinship networks, which pro-
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vide care to children left behind in rural China by
their economic migrant parents. These kinship
ties also matter for the resilience of Indigenous
youth in Arctic communities (Ulturgasheva et al.,
2014). As in sub-Saharan Africa, household
membership is fluid with Arctic young people
being welcomed into the homes of their extended
family as the need arises. Other networks also
have demonstrated efficacy as resilience enablers,
with a range of non-kin adults often identified as
critical to a child’s well-being, especially those
already in the life of a child or the child’s peers
(like a peer’s parent or professional helper in the
child’s community) (Nystad et al., 2014).

When adults are not available, or their support
is insufficient to moderate risk exposure, children
will turn to other proximal sources of support
such as their peers. The literature on the resil-
ience of street-connected children from minority
and majority contexts (e.g. Bangladesh, Canada,
Ghana, South Africa), for example, includes ref-
erences to the resilience-enabling value of street-
connected peers (Hills et al., 2016; Joly &
Connolly, 2019; Koller et al., 2018; Oppong
Asante & Meyer-Weitz, 2015; Reza & Henly,
2018). As in the accounts by young people
affected by HIV, street-connected youth value the
emotional and pragmatic support that other
street-connected youth provide.

There is a caveat, though, to this pattern of
peer-to-peer support. When peers decrease young
people’s capacity to adjust, they are more likely
to constrain resilience than to enhance it. For
example, a study with 77 New York adolescents
(aged 11-15; 49% female, 53% African
American, 30% Hispanic) with a parent that was
HIV+ suggested that peers were resilience-
enabling so long as they were not engaged in
deviant behaviours (e.g. substance abusers)
(Rosenblum et al., 2005). In addition to other fac-
tors (e.g. the adolescent was older; the adolescent
perceived his/her community as not protective),
deviant peers were associated with increased
chances that adolescents from HIV-affected fam-
ilies would begin to use substances. In short, in
contexts in which peers decrease resilience,
young people’s capacity to withdraw from these
peers is essentially resilience-enabling, provided

other resources can compensate for the lack of
peer support. Sanders et al. (2017) referred to this
as the “peer paradox” (p. 3). Similarly, Kolar
et al. (2012) referred to “social distancing” as “a
double-edged survival strategy” (p. 749).

In summary, when extended family and com-
munity networks of adults are dependable and
accessible, they matter a great deal to the resil-
ience of young people from many different cul-
tures. When adults are not consistently supportive
or trustworthy — including in contexts in which
cultural norms encourage kinship care — peers are
likely to be prominent in young people’s accounts
of resilience. Resilience enablers tend to be those
factors, including relationships, which reflect
young people’s everyday contextual reality.

These tangible, situationally relevant resources
are intricately tied to a child’s culture and the sys-
tem of values and beliefs that the culture sup-
ports. For example, educational aspirations and
opportunities to realize these aspirations feature
in accounts of Chinese young people who do not
fit with the prevailing understanding that being
left behind is associated with a significantly neg-
ative impact on education and well-being, par-
ticularly when both parents have migrated (Zhou
et al., 2014). Instead, meaningful systems spe-
cific to a context like rural China create a set of
protective cognitive attributions. This pattern was
shown through a mixed methods study with 452
rural Chinese adolescents. Hu (2019) concluded
that those who were left behind showed a “lack of
significant disadvantage” (p. 658). In addition to
the presence of kin (mostly grandparents) who
took on caregiving roles and migrant parents who
maintained contact by telephone, Hu attributed
the resilience of left-behind children to their
capacity to interpret their parents’ absence in
positive ways. Essentially, they interpreted being
left behind as an opportunity to attend and excel
at school, thereby making their parents proud and
facilitating follow-up opportunities to attend uni-
versity. Similarly, when Ho et al. (2019) investi-
gated the mental health of 433 Chinese students
(aged 18-24) who were at risk because of adverse
childhood experiences, they found a positive
relationship between resilience and participants’
mental health. A qualitative follow-up study with
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34 of the original participants prompted the
authors to theorize that participants’ resilience
was partly related to their determination to
succeed academically, demonstrate excellence
and make their families proud. The findings of
both these studies fit with the Confucian beliefs
that inform Chinese ways of being and doing,
including the expectation of individuals to be
compliant, value self-development and exercise
filial piety and restraint (Fuligni & Zhang, 2004;
Rochelle, 2019).

Likewise, cultural values and practices shape
the resilience of Arctic young people but in very
different ways from their Chinese peers. Like
other Arctic young people, the health and well-
being of Sa’mi youth in Nordic countries have
been challenged by significant changes to their
natural and social environments (Ingemann &
Larsen, 2018). In addition to enabling kinship
ties, the resilience of Sa’mi youth is largely asso-
ciated with interactions with the physical ecol-
ogy, including opportunities to herd reindeer,
engage in recreational outdoor activities and har-
vest natural resources (e.g. pick cloudberries)
(Nystad et al., 2014). Access to and interactions
with the natural environment are instrumental to
the resilience of other Artic youth in circumpolar
contexts too, including youth living in Inupiaq
and Yup’ik, Alaska; Nunavut, Canada; and
Eveny, Siberia (Ulturgasheva et al., 2014). In
contrast, self-reports of the factors associated
with resilience by young people in densely pop-
ulated contexts like sub-Saharan Africa make no
mention of connections to the natural environ-
ment; instead, they emphasize the importance of
community regulations or safe urban spaces
(Dushimirimana et al., 2014; Mosavel et al.,
2015; Scorgie et al., 2017).

Unconventional Adaptive Strategies

At times, young people report resilience enablers
that fit their context but that mainstream society
would generally describe as harmful. For
instance, street-connected youth in South Africa
have reported violent behaviours, engagement in
petty crime and substance use as facilitative

means to increase their capacity to adapt to the
rigours of street life (Hills et al., 2016; Malindi &
Theron, 2010). Ungar (2011) considered such
factors to be atypically protective and argued that
it would be dangerous to reprove these practices
without considering the contextual dynamics to
which they respond.

A case in point is adolescent engagement in
consensual sex with a “sugar daddy” or a “sugar
mommy” (or “blesser”, the African term for older
adults that are sexually involved with adolescents
or students; Gobind and du Plessis (2015), Hoss
and Blokland (2018)). These relationships are
widely condemned, not just for their ensuing
physical and mental health risks but also because
they are associated with coercive precursors such
as structural disadvantages and adverse child-
hood experiences (e.g. poverty, homelessness,
social discrimination, parental neglect or sexual
abuse) (Cronley et al., 2016; Fedina et al., 2019;
Gerassi, 2015; Karamouzian et al., 2016;
Kropiwnicki, 2012; Tener, 2018, 2019). In many
countries, adolescent—adult sexual relationships
are also illegal.

Even so, when young people explain their rea-
sons for being involved in sexual relationships
with older persons, it becomes apparent that they
perceive these transactions as having an adaptive
function. Tener’s (2018, 2019) systematic reviews
of studies with young people from Western coun-
tries (i.e. Australia, Canada, UK, USA) and
Africa showed that adolescent or student sexual
involvement with an older person was frequently
motivated by the younger person’s need, or
desire, for financial and/or instrumental material
support and the capacity of older persons to facil-
itate access to resources. Furthermore, younger
persons reported engaging in relationships with
older persons to compensate for emotional
neglect by caregivers, with absentee fathers being
explicitly mentioned as a risk factor for these
relationships. Although these patterns may be
common across countries, in the African studies
that Tener reviewed, there was explicit reference
to Gerassi’s (2015) concept of “survivor sex”
(p- 593): trading sex for housing, food or medical
supplies that support an African young person
alone or the young person’s entire family, helping
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them to adapt to a reality of inescapable poverty
(Tener, 2019). Other studies, meanwhile, referred
to financially secure African girls’ choice to
engage in sexual relationships with older men as
a means of securing additional funding to finance
the purchase of designer clothes and other luxu-
ries (Gobind & du Plessis, 2015; Leclerc-
Madlala, 2008).

In addition to the personal and apparently
adaptive motivations for engaging in age-
disparate sexual relationships, social norms
appeared to make adolescent/student sexual rela-
tionships with older persons possible (Hoss &
Blokland, 2018). In the studies from Western
countries, for instance, young people reported
that even though adolescent sexual involvement
with an adult was illegal, a culture of indifference
(i.e. no intervention despite knowledge of the
relationship) or deceit (i.e. the custom of young
people pretending to be older) enabled the prac-
tice (Tener, 2018). In contrast, some of the
African studies referred to the long-standing
social norm of exchanging sex for material goods
and peer support of young people’s engagement
in this practice (Hoss & Blokland, 2018; Tener,
2019). Moreover, social stereotypes (e.g. older
wealthy men with younger women) and a socially
competitive culture that values markers of wealth
strengthened adolescents’ (and their partners’)
rationale for their involvement in age-disparate
liaisons as a means of overcoming intransigent
forms of economic or social marginalization and
improving the young person’s resilience (Gobind
& du Plessis, 2015; Leclerc-Madlala, 2008).

A similarly complex and pervasive adaptive
practice that is culturally and situationally spe-
cific, and associated with the resilience of African
children and adolescents, is what some African
people refer to as “black tax” or, less pejoratively,
“family responsibility” (Mhlongo, 2019). This
resilience-enabling strategy entails individuals
sharing whatever income or resources they have
with family or acquaintances who have little or
no income. Even young Africans who have stu-
dentships or bursaries to pursue tertiary educa-
tion are expected to share these financial
resources with family who have little or nothing:
“Firstly, with their bursaries and then with their

salaries, they must ... rescue their families from
poverty” (Masinga, 2019, p. 139). Africans who
interpret the expectation that resources be shared
as “family responsibility” understand it to be a
conventional and noble resilience enabler
(Makholwa, 2019). Its conventionality relates to
the time-honoured values of Ubuntu, the interde-
pendence that is characterized by reciprocity and
family-like caring that transcends blood ties
(Mangaliso, 2001). Ubuntu, a resilience-enabling
strategy, is a way of living that prioritizes group
solidarity and the understanding that “an African
is not a rugged individual, but a person living
within a community” (Mandidzidze & Kusemwa,
2018). Still, such values are being discursively
challenged as societies around the world become
more homogeneous, with many young Africans
now viewing the expectation to provide support
to family and acquaintances as a colonial or
Apartheid-induced practice that is coercive and
restrictive (Magubane, 2017; Mhlongo, 2019),
particularly when it results in debt, financial dis-
tress or the postponement of personal develop-
ment such as post-graduate education (Khumalo,
2019). In these instances, African young people
may reject a cultural norm in favour of an atypi-
cal set of behaviours adapted from more individ-
ualistic cultures and perceived as functionally
helpful to the young person’s resilience.

Similarly, caregivers’ capacity to behave in
culturally unconventional ways has been shown
to matter for the resilience of children. For
instance, a study with Ugandan adolescents
whose parents were HIV+ showed that an adoles-
cent’s capacity to manage associated risks such
as stigma and bereavement was related to their
parents’ willingness to flout cultural conventions
of not discussing sex or death with children
(Daniel et al., 2007). Parental disclosure about
their HIV+ status strengthened relationships with
their children and supported children to better
negotiate membership in the community follow-
ing their parent’s death. Similarly, Stark et al.
(2016) found that some Ugandan parents’ will-
ingness to disregard sociocultural expectations
that girls marry the men who rape them supported
their daughters’ resilience in the face of sexual
violence.



112

L. Theron and M. Ungar

Responsive Resilience Enablers
Accommodate Changing Contextual
Realities

As the examples above show, the situational and
cultural contexts in which young people are
embedded are fluid (Rogoff, 2011). Situational
fluidity could be something as simple as seasonal
change. For instance, Canadian youth with dis-
abilities that impair movement (e.g. cerebral
palsy) have reported that they often need the sup-
port of others to safely navigate the ice and snow
in winter. During summer months, a supportive
social ecology is less necessary for them to expe-
rience individual resilience (i.e. independence
and mobility) than in winter (Lindsay & Yantzi,
2014). However, contextual fluidity could also be
more complex as is the case with acute shocks
(e.g. extreme weather events) or slow waves of
change (e.g. a shift in cultural values). Regardless
of the reasons for change, a meaningful support
of child and youth resilience requires responsive-
ness to flux and the discovery of new coping
strategies to adapt to change in ways that stimu-
late positive development (Ungar, 2011).

To illustrate, studies of Chinese children dur-
ing the 1990s produced results that were quite
contrary to Western views that shyness puts chil-
dren at risk for poor psychosocial and educa-
tional outcomes; instead, these studies showed a
significant, positive relationship between shyness
and school adjustment, including shy children’s
ability to lead, connect to peers and achieve aca-
demically (Chen et al., 1992, 1995). However,
subsequent studies a decade later suggested the
opposite (Chen et al., 2005; Coplan et al., 2016,
2017). The change in the resilience-enabling
value of shyness likely relates to situational and
cultural changes in China, including greater valu-
ing of individualism and increased unemploy-
ment and related competitiveness associated with
capitalism (Chen et al., 2005). In this changed
context, attention shifted to how to support
Chinese children to overcome shyness in contem-
porary China (particularly in urban contemporary
China). This focus has prompted recommenda-
tions on how best to support shy Chinese children
to embrace more confident ways of being (e.g.,

Coplan et al., 2017; Li et al., 2016; Liu et al.,
2019).

Similarly, changes to culturally prescribed
patterns of behaviour can be triggered by any sig-
nificant change in the environment. There are, for
example, emerging reports of African grandfa-
thers taking on the role of primary caregiver to
compensate for the impact of the HIV epidemic
and economic migrancy. The composition of
households in rural areas of Lesotho has been
altered, with the role of primary caregiver shift-
ing from being the sole responsibility of African
women (particularly grandmothers; Casale
(2011), Mashegoane and Mohale (2016)) to a
less gender-specific pattern where adaptation is
required (Block, 2016). Although not common,
Block (2016) reported a small population of men
(mostly grandfathers) who had accepted that they
were the only available caregiver (e.g. grand-
mothers had died or biological parents had
migrated to cities in search of employment).
Such adaptations appear to champion the resil-
ience of their offspring.

Strategies for a Culturally
Responsible Understanding
of Resilience

As the examples in this chapter show, resilience-
enabling processes are culturally and contextu-
ally responsive. There is a danger, however, of
being either too focused on emic perspectives
and therefore missing the more common aspects
of resilience evident across populations experi-
encing stress or being too etic in assumptions
about resilience and presuming homogeneity
where individuals are in fact far more heteroge-
neous, even within a population (Ungar, 2019).
In this section, we identify several strategies that
appear relevant to the application of resilience to
both practice and policy in different cultures and
contexts.

Strategy 1: Avoid Competing Definitions of
Resilience  Enablers as  Positive  or
Negative Good practice and policy maintain an
openness to the many different ways in which
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resilience enablers can affect individuals and
groups. Specific resilience enablers may have a
positive or negative effect on development
depending on the meaning attributed to the
resources and behaviours that are facilitated in
different contexts. For example, Ugandan chil-
dren with long-term exposure to war and related
atrocities or hardships generally do not voice any
psychological discomfort, even though they do
voice minor physical discomfort such as stomach
pain or a headache. This prompted Akello et al.
(2010) to introduce the notions of “mimetic resil-
ience” (p. 217) and “mirroring resilience”
(p.- 218) to explain the capacity of Northern
Ugandan children to accommodate chronic and
severe risks. In the former, children compared
their situation with that of others who were simi-
larly/more affected and then imitated their endur-
ance. In the latter, children were mindful of the
collective and their potential to affect the collec-
tive and so behaved in ways that would not trig-
ger discomfort for those around them. In
ethnographic work with local adults, Akello et al.
learnt that adults advocated and endorsed chil-
dren’s capacity to be silently long-suffering. Put
differently, children’s disinclination to communi-
cate psychological distress aligns with the
Ugandan respect for stoicism and related behav-
iours, such as silent suffering. Although it is
highly likely that mental health practitioners in
non-Ugandan contexts would advocate the oppo-
site, defining silent suffering as a negative resil-
ience enabler would constitute a failure to
appreciate that resilience enablers are responsive
to contextual (i.e. situational and cultural)
dynamics.

When contextual dynamics or specific risks
coerce unconventional and potentially harmful
adaptive practices (such as survival sex), it is
hard not to label the resilience enabler as nega-
tive. Still, a more useful response would be to
remedy whatever is causing the need for that
unconventional adaptive practice. Although this
might entail challenging specific values or ste-
reotypes, it will likely also require preventing or
limiting risk exposure. When human rights
abuses have informed unconventional adaptive

practices, the facilitation of transitional justice
will be important too (Clark, 2022).

Strategy 2: Consider the Way Resilience
Enablers Enhance Social Justice A resilience
focus should not diminish attention to contextual
and other risks that call for resilient responses
from children and their social ecologies (Wessells,
2015). Ultimately, policy and practice need to
redress these risks. One way to do so is to advo-
cate for and enable social justice (Hart et al.,
2016). This might include facilitating resilience
enablers that address differences in power
between populations or helping marginalized
populations experience equitable access to the
resources they need (i.e. education, employment,
health care). These mechanisms are always con-
textually specific, with recent efforts to explain
resilience showing more tolerance for differences
in the indicators chosen for positive develop-
ment. For example, de Coning (2018) has devel-
oped the concept of adaptive peacebuilding,
arguing that societies that have been severely dis-
rupted by violence (i.e. genocide, war) may show
unique patterns of recovery in how they are gov-
erned afterwards. His work challenges Western
notions of order and democracy and shows that
other forms of more autocratic or centralized
governance may work better in some cultural
spaces, given people’s histories and social norms
regarding authority.

Strategy 3: Resilience Enablers Need to Be
Supported with Infusions of Appropriate
Resources to Make Them
Sustainable Following their study of resilience
to ongoing political violence, Hobfoll et al.
(2011) cautioned that “over time resiliency
resources can be overburdened” (p. 10).
Similarly, Luthar and Ciciolla (2015) and Luthar
and Eisenberg (2017) advised that children’s
capacity for adaptation is intertwined with the
resilience of children’s everyday social systems
(e.g. families or schools) and emphasized the
importance of sustaining the resilience of these
systems. Applying these insights to resilience in
situational and cultural contexts means that it is
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not enough to recognize that the factors and pro-
cesses that support children’s resilience are
responsive to contextual dynamics. In addition,
it is important to recognize that the resilience
enablers themselves need to be nurtured and to
do so in contextually sensitive ways. In contexts
such as sub-Saharan Africa, rural China or the
Arctic, this could mean sustaining the capacity
of extended families to enable youth resilience
by way of pertinent interventions. In South
Africa, for example, intervention work by
Cluver et al. (2019) showed significant benefits
to youth mental health when families were sup-
ported through government-sponsored cash
transfers in tandem with parenting programs.
Likewise, and in a very different context,
Chandler and Lalonde (2008) showed that youth
suicide was more prevalent in Indigenous com-
munities that lacked social cohesion or a strong
sense of culture, with families being an impor-
tant resource for young people’s community
connections and cultural continuity.

Strategy 4: See Culture as Ever-changing;
Identify Resilience Enablers That Are
Emerging Ramphele (2012) lamented the loos-
ening of ties between younger Africans (particu-
larly those living and working in urban areas) and
their extended kin. Likewise, our earlier discussion
about unconventional adaptive practices reported
the tendency of some younger Africans to distance
themselves from Ubuntu values (including the
financial support of kin; Mhlongo (2019)). These
examples discourage assumptions about the lon-
gevity of resilience enablers and encourage atten-
tion to emerging resilience enablers that are
temporally and contextually responsive, such as
grandfathers in rural Lesotho (Block 2016) or self-
confidence in urban China (Coplan et al., 2017).
One way to avoid such assumptions is to regularly
invite young people to update adult understandings
of resilience enablers and to use their insights to
revise policy and practice in ways that advance sit-
uational, cultural and temporal fit (Theron & Van
Rensburg, 2018).

Strategy 5: Evaluate the Impact of Resilience
Enablers Using Methods That Capture Locally
Relevant Patterns of Change Decolonizing
knowledge is an important aspect of research on
resilience as it challenges assumptions of what is
and what is not a protective factor, ensuring that
people’s histories of exclusion are acknowledged
(Atallah et al., 2019). Researchers need to design
studies, which account for the biases inherent in
the selection of research questions and methods.
For example, when developing the Child and
Youth Resilience Measure, Ungar and Liebenberg
(2011) worked with 14 communities on 5 conti-
nents, purposefully including more majority
world participants than those from minority
world (economically and socially privileged)
contexts. The result was a measure with unique
qualities that distinguishes it from many other
measures developed solely with educated partici-
pants or in contexts of economic advantage
(Windle et al., 2011).

Similarly, following their work with 569
Indigenous adolescents and 563 Indigenous adult
caregivers — most of whom lived on reserves —
Walls et al. (2016) cautioned that risk- and
resilience-focused research with Indigenous pop-
ulations needs to account for the complex inter-
play of risk, resilience enablers and contextual
dynamics. Specifically, their study showed that
spirituality (a commonly reported resilience
enabler for Indigenous youth) correlated with
poorer psychological outcomes, including depres-
sive symptoms, anger, anxiety, somatization and
relational problems. However, when statistical
models were adjusted to include perceived dis-
crimination and historical losses, the aforemen-
tioned effects diminished. This result highlighted
the importance of “cultural expression, diversity,
and contexts” (Walls et al., 2016, p. 740) to mean-
ingful resilience research. As noted elsewhere
(McCubbin & Moniz, 2015), respectful collabo-
ration with young people and their communities is
key to better understanding youth resilience in
situational and cultural contexts.
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Conclusions

Although most of the research on resilience has
been conducted in minority world contexts, or
has been carried out by minority world research-
ers with majority world populations using tools
adapted from economically and socially advan-
taged contexts, there is a growing interest in the
emic constructions of resilience to be found
among marginalized populations. Several inno-
vative studies, both qualitative and quantitative,
are now investigating what resilience means and
the processes that are the most relevant within
and between cultures. Syrian refugee children
displaced to Jordan (Panter-Brick et al., 2018),
child soldiers in Sierra Leone (Betancourt et al.,
2010), working children in Brazil (Liborio &
Ungar, 2010) and Indigenous youth forced to
attend boarding schools in Australia (McCalman
et al., 2016) are just a few of the studies introduc-
ing new voices into the study of resilience. There
is, however, continuing bias towards Western
constructions of resilience enablers. Studies of
resilience in the majority world are far more
likely to assess factors associated with resilience
that were found relevant in minority world con-
texts, than to see studies in minority world set-
tings assessing the presence of majority world
resilience enablers like Ubuntu, attachments to
extended kinship networks or parentification as
an adaptive strategy when parents are incapaci-
tated (see, for example, Liebel (2004)). If we are
to broaden our understanding of the concept of
resilience and the specificity of the promotive
and protective processes that are as yet unnamed,
then future resilience research must decolonize
and contextualize knowledge of resilience and its
enablers.
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Appreciating and Promoting
Resilience in Families

John W. Eagle and Susan M. Sheridan

Families comprise the primary context for a
child’s development. As the composition of the
family system continues to change, the adult
caregivers’ role has become increasingly impor-
tant in fostering healthy developmental trajecto-
ries for their children. Family relationships and
interaction styles are central to developing com-
petence and promoting adaptive educational,
social, emotional, and behavioral functioning.
Families give children an informal education
(Turnbull et al., 2015), which is a prerequisite
to successful experiences in the classroom
(Adams & Christenson, 2000). Whereas the
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school environment sets up developmental tasks
for students, the family serves as an important
resource for the acquisition of these developmen-
tal tasks (Stevenson & Baker, 1987). Parents are
providers of linguistic and social capital by pre-
senting their child with learning experiences
from early childhood through adult years. Such
experiences consist of (a) exposing a child to
ideas and activities that promote the acquisition
of knowledge; (b) assisting in the socialization of
gender, cultural, and peer roles; (c) establishing
standards, expectations, and rules; and (d)
delivering rewards and praise (Clark, 1988).
Parents also play an important role in the devel-
opment of children’s behavioral, social, and
academic skills.

Inevitably, all families face various forms of
stress and adversity over the course of their life.
These situations challenge the family’s ability to
optimally support the development of child and
adult family members. The purpose of this
chapter is to articulate the concept of family resil-
ience and its importance in helping families
ensure healthy development and adaptation.
Following a brief discussion of realities facing
families in contemporary society, the notion of
family resilience will be defined and couched in
ecological theory. The characteristics of resilient
families will be reviewed, and approaches for
building family strength and resilience will be
presented.
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Definition of Family

The term “family” has been defined in a variety
of ways and has evolved over time with recent
trends within today’s society. The US Census
Bureau defines “family” as consisting of two or
more people (one of whom is the householder)
related by birth, marriage, or adoption and resid-
ing together (U.S. Census Bureau, 2019a).
Although this restricted definition is practical for
collecting census data, it is neither inclusive nor
functional for many contemporary households.
Current conceptualizations of “family” no longer
consider a direct relation through birth, marriage,
or adoption to be requisite conditions for defining
the term “family.” In contemporary society and
related research on the topic, families are viewed
through a holistic lens to include individuals who
fulfill important roles in one’s life that are tradi-
tionally met by immediate family members,
regardless of a direct relation (Turnbull et al.,
2015). Thus, a family may best be viewed not as
a direct kinship but as a group of people that
together fulfill roles and functions historically
bestowed upon family members. In this chapter,
we will use the following definition when dis-
cussing families:
Families include two or more people who regard
themselves as a family and who carry out the func-
tions that families typically perform. These people
may or may not be related by blood or marriage

and may or may not usually live together (Turnbull
etal., 2015, p. 6).

The Evolving Family Structure

Over recent decades, the landscape of the family
structure has changed dramatically. The United
States has seen a decline in the “traditional” fam-
ily, which is composed of two biological parents
with one parent in the workforce and the other in
a caregiver role. The traditional family is now
being replaced in many instances by an ever-
increasing diverse family structure. The popula-
tion of children living with two parents decreased
from 85% in 1970 to 72% in 1990 and 69% in
2000. This decline has leveled off since 2000,

with 69% of children living with two parents in
2019 (U.S. Census Bureau, 2019b). Single-parent
families and stepparent families have become
more common. Children from these families are
at greater risk for low academic achievement,
dropping out of school, teenage pregnancy, and
experiencing psychological factors including
depression, anxiety, stress, and aggression (Fields
et al., 2001). Currently, 21% of children are liv-
ing in single-parent families headed by women
compared to only 4% of children living in single-
parent families headed by men (U.S. Census
Bureau, 2019a).

The cultural and educational climate of the
American family has also changed over the years.
In 2019, 50% of all children in the United States
were identified as White, non-Hispanic
(U.S. Census Bureau, 2019a). This is a sharp
decline from the 64% reported in 2000
(U.S. Census Bureau, 2000). Currently, more
than 3% of children living in the United States
are foreign-born, with at least one foreign-born
parent. Additionally, 28% of parents report the
highest level of education of either parent in the
home as a high school degree or less (U.S. Census
Bureau, 2019a).

The recent decline of the American economy
has left many parents without jobs. In 2007, 91%
of fathers and 68% of mothers were employed
(Kreider & Elliott, 2009); however, in 2019,
68% of fathers and 63% of mothers were
employed (U.S. Census Bureau, 2019a). This
drastic change in parental employment has led to
poverty-related challenges. In 2019, 17% of chil-
dren were living below the poverty line and 38%
were considered low income (living below 199%
of the poverty line); 17% of children were living
in families that received food stamps; and 6%
were not covered by health insurance
(U.S. Census Bureau, 2019a). Poverty’s negative
impact on children is well documented. Children
living in poverty or socioeconomic disadvantage
experience lower levels of cognitive functioning,
academic achievement, physical health status,
and positive adjustment as well as increased
rates of internalizing and externalizing symp-
toms (Hurt & Betancourt, 2018; McLoyd, 1998;
Petterson & Albers, 2001).
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Poverty is one, but not the only persistent,
social issue facing families in the United States.
Current generations of families are also
impacted by the deployment of parents for mili-
tary service. More than two million children
have had a parent deployed on military assign-
ment since September 11, 2001 (Cozza &
Lerner, 2013). These deployments leave fami-
lies and children devoid of one parent for
extended periods of time with the added stress
of worrying about their parent’s safety. The risk
factors associated with a military family’s life-
style (e.g., parental absence, frequent reloca-
tion, exposure to combat) have been theorized
to have negative, indirect effects on child out-
comes through increases in parental stress and
psychopathology (Palmer, 2008). When a parent
leaves the home for military duty, families are
left with the responsibility of adapting to one
less adult in the household and are required to
replace the missing member’s roles within the
family. This change can lead to ambiguity and
role confusion within families and cause stress
to the remaining family members (McFarlane,
2009). Furthermore, military families are two to
three times more likely to relocate than are their
civilian counterparts.

The stress associated with issues such as
poverty and deployment places a significant
strain on parent—child relationships, which can
have a detrimental impact on child development
(Conger et al., 2002; Palmer, 2008). The pres-
ence of protective factors is related to families’
abilities to successfully support their children’s
development even in the face of stress or adver-
sity (e.g., poverty, military deployment). In
times of family stress, protective factors take on
an even greater importance. Therefore, promot-
ing families’ protective characteristics is crucial
in helping create resiliency and perform their
primary function of building competence in
their children and enabling them to deal effec-
tively with challenging life circumstances
(Seccombe, 2002). Given the large percentage
of American families facing serious hardships,
it is important to understand the factors associ-
ated with resilience and the methods for its
promotion.

Definitions and Underpinnings
of Family Resilience

Multiple definitions of resilience have been pos-
ited in the literature, and several have extended
beyond a focus on individuals to encompass
aspects important for family functioning (i.e.,
family resilience). Patterson (2002a) suggested
that family resilience is “the processes by which
families are able to adapt and function compe-
tently following exposure to significant adversity
or crisis” (p. 352). Similarly, Simon et al. (2005)
defined family resilience as “the ability of a fam-
ily to respond positively to an adverse situation
and emerge from the situation feeling strength-
ened, more resourceful, and more confident than
its prior state” (p. 427). Luthar et al. (2000) pro-
posed resilience as “a dynamic process encom-
passing positive adaptation within the context of
significant adversity” (p. 543). Finally, Walsh
(2003) offers a framework for family resilience
as a process aimed at assisting families to “reduce
stress and vulnerability in high-risk situations,
foster healing and growth out of crisis, and
empower families to overcome prolonged adver-
sity” (p. 5).

Common definitions, such as those presented
herein, have features that embrace context, pro-
cess, and outcomes collectively characterizing
the construct of family resilience. From a contex-
tual perspective, it is commonly thought that
resilience takes place within the context of an
adverse situation or event within which the fam-
ily finds itself. Adversity may take several forms
and arises through issues internal to the family or
its members (e.g., problems experienced by an
individual, divorce) or within the broader society
(e.g., economic strife, military activity). The
manner and degree to which a family develops
resiliency is typically considered a dynamic pro-
cess requiring flexibility and adaptation. The out-
comes achieved as families develop resilience
include greater levels of resourcefulness, confi-
dence, and the ability to avoid serious problems
in the future (Conger & Conger, 2002). Thus, the
notion of family resilience considers key pro-
cesses that help families face challenges and that
strengthen the family as a unit.
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In this chapter, we define “resilience in fami-
lies” as the ability of the family to respond to
stress and challenge in a positive and adaptive
manner, characterized by the demonstration of
competence and confidence among its members,
with the intentional goal of socializing children.
It includes concomitant attention to the develop-
ment of resilience in its individuals, while at the
same time embracing the resilience of the entire
family system. It is further conceptualized along
a continuum. Families are not necessarily “resil-
ient”; rather, they demonstrate varying degrees of
resiliency in response to different stressors and
may be more or less capable of adapting depend-
ing on unique situations and their consequences.

Several theories have shaped the contempo-
rary understandings of family resilience. An
integration of ecological systems and develop-
mental theories has contributed to our conceptu-
alization of the construct. An ecological systems
approach (Bronfenbrenner, 1979) considers
both the characteristics of the family and the
reciprocal interactions between the family and
the broader systems within which they function
(e.g., workplace, community). Ecological the-
ory posits that individual family members (and
by extension, family units) exist in the context
of multiple interacting systems and that the
experiences and interactions within and among
those systems both influence and are potentially
influenced by each other. The multiple, interact-
ing systems in the life of a family exist at both
the immediate and proximal levels (i.e., micro-
system, such as neighborhoods, church group
affiliations) and at indirect or distal level (i.e.,
exosystem, such as governmental policies or
cultural norms). The ability of a family and its
members to develop resilience is thus influenced
by relationships, patterns of interaction, and
direct and indirect experiences within and across
various systems. All systems have strengths that
can be leveraged to help build family resilience.
Therefore, by virtue of being embedded within
interacting ecological systems, all families have
the potential for resilience. The identification of
family strengths and their ability to take advan-
tage of social supports and resources from

within their embedded systems provide mecha-
nisms for the development of resilience.

A developmental perspective is also relevant
to our notion of family resilience. In contrast to
perspectives that view family resilience as a set
of fixed traits or attributes, a developmental van-
tage point views resilience as a process in which
interactions between risk and protective factors
mediate a specified outcome (Walsh, 1996).
Within a developmental framework, a family’s
ability to adapt and cope with adversity is a pro-
cess determined by many coexisting and evolv-
ing factors that occur over time and are developed
in response to complex and changing conditions
within and outside of the family. Furthermore,
what is “resilient” at one point in time may be
considered ineffective or inappropriate at another,
depending on the developmental progression of
its members.

The concept of family resilience, embedded
within ecological systems and developmental
paradigms, is an ongoing and evolving process
occurring at multiple levels (Patterson, 2002b).
One level focuses on the interactions among indi-
vidual family members within the family unit,
and another centers on interactions between the
family unit and the broader ecology. This view of
family resilience highlights the connection
between the family system and larger community
contexts, thereby emphasizing the importance of
both family and community efforts in fostering
resilience.

Finally, cultural awareness is critical when
conceptualizing family resilience. Family traits
or characteristics may vary in their relevance
and salience in relation to family resilience. For
example, varying levels of family cohesion may
be valued differently in Eastern and Western
cultures. Additionally, the strategies families
use to cope with adversity may be relevant to
one culture but considered inappropriate to
another. The resilient response of a family in the
face of adversity is dependent upon the values
present in a particular culture, how the members
of that culture conceptualize the adverse event,
and the cultural expectations regarding coping
and adaptation.
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Characteristics of Resiliency

An understanding of the characteristics that resil-
ient families may exhibit is necessary when
determining methods by which to promote fam-
ily resilience. Key characteristics that are often
present in resilient families include cohesion,
positive parenting, affective involvement, parent
engagement, communication, problem-solving,
and adaptability (see Table 7.1). Taken together,
these characteristics support families in times of
challenges and crises, helping them respond in a
positive and adaptive manner.

Cohesion

According to Turnbull et al. (2015), family
cohesion is defined as “family members’ close
emotional bonding with each other as well as
the level of independence they feel within the
family system” (p. 108). The degree of emo-
tional connectedness varies significantly
between and within families and is influenced
by the culture, age, and stage of life of the fam-
ily members. Within connected relationships,
family members display emotional closeness
and loyalty while maintaining some friendships
and leisure activities outside the family unit.
There is mutual support and emphasis on shared
time, collaboration, and a commitment to work
together through struggles, but there is also a
respect for individual needs and boundaries
(Cohen et al., 2002; Walsh, 2003). Behavioral
outcomes highlight the importance of cohesion
in a family. Behavioral problems are common in
families with low levels of cohesion and high
levels of internal conflict. Specifically, Lucia
and Breslau (2006) reported that the level of
family cohesion was associated longitudinally
with the extent of children’s internalizing and
attention problems as well as with their exter-
nalizing behavior problems.

Cohesion between a parent and child is
enhanced by parent—child interactions; child
outcomes are mediated by the affective nature of
these interactions. Effective attachment, defined
as the affective bond between a child and his or

Table 7.1 Characteristics of resilient families

Characteristic Definition

Cohesion Family cohesion is defined as
“family members’ close emotional
bonding with each other as well as
the level of independence they feel
within the family system” (Turnbull
etal., 2015, p. 108)

Family adaptability or flexibility
refers to a family’s ability to
modify its rules, roles, and
leadership, thus restoring balance
between (a) family members and
the family unit and (b) the family
unit and the community (Patterson,
2002b)

Communication is the exchange of
information, ideas, or feelings from
one person to another

Adaptability

Communication

Affective involvement refers to the
extent to which family members
value and display interest in the
activities of other family members
(Epstein et al., 1993)

Parent engagement is parents’
psychological, affective, and active
commitment to experiences
supporting children’s learning and
development

Affective
involvement

Engagement

Positive
parenting

Five core components define
positive parenting: ensuring a safe
an engaging environment, creating
a positive learning environment,
using assertive discipline, having
realistic expectations, and taking
care of oneself as a parent (Sanders,
1999)

Problem-solving can be defined as
a systematic process that allows
individuals to formulate solutions
to identified problems involving
objectively identifying and defining
a problem; generating potential
alternatives; assessing, selecting,
and implementing the best choice;
and evaluating the outcomes in
relation to its success at addressing
the original problem

Problem-
solving

her caregiver, provides the child with a sense of
security, assuring the child that the caregiver is
available during times of adversity (Pianta &
Walsh, 1996). Formation of an affective bond is
related to the quality and quantity of caregiver
responses (Dunst & Kassow, 2008), and responses
marked by warmth, nurturance, and sensitivity to
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the child’s needs facilitate resiliency and adaptive
development (Maccoby & Martin, 1983).

The link between caregiver responsiveness
and child functioning permeates numerous areas
of development. Responsive caregiving is related
to positive socioemotional outcomes in children
(Clark & Ladd, 2000). Specifically, parent—child
connectedness is associated with peer acceptance
(Cohn, 1990), quality friendships (Kerns et al.,
1996), and altruism and moral development
(MacDonald, 1992). The nature of the affective
bond also sets the stage for cognitive develop-
ment and school achievement. Children with
secure attachment bonds display problem-solving
capabilities, emergent literacy skills, and overall
school adjustment (Pianta & Walsh, 1996). In
contrast, insecure attachments have been linked
to low levels of mastery and peer competence in
school settings (Sroufe, 1989).

Positive Parenting

Resilient families are also characterized by high
levels of positive parenting. According to Sanders
(1999), there are five core aspects of positive par-
enting: ensuring a safe and engaging environ-
ment, creating a positive learning environment,
using assertive discipline, having realistic expec-
tations, and taking care of oneself as a parent. In
a safe and engaging environment, children are
supervised while they explore, experiment, and
play. Environments that are safe and engaging
foster development while preventing injuries. A
positive learning environment is established
when parents respond positively and construc-
tively to child-initiated interactions through inci-
dental teaching opportunities. In environments
that promote learning, children develop language,
social, and problem-solving skills. The third
aspect of positive parenting, assertive discipline,
is accomplished when parents set and discuss
specific ground rules, give age-appropriate
instructions in a clear and calm manner, and use
behavioral consequences such as time out and
planned ignoring. This manner of discipline
serves as an alternative to harsh and ineffective
practices, and it promotes a positive parent—child

relationship. Fourth, creating realistic expecta-
tions involves choosing developmentally appro-
priate goals for the child’s behavior. This reduces
the risk of child abuse, which often stems from
unrealistic expectations. The last core aspect of
positive parenting focuses on promoting a par-
ent’s self-esteem and sense of well-being. Thus,
parents are able to develop and use coping strate-
gies to address challenging emotions and stress.

Taken together, these five core principles of
positive parenting promote family resilience and
reduce the risk of negative child outcomes.
Negative effects that are correlated with poor par-
enting practices include behavioral and emo-
tional problems, substance abuse, antisocial
behavior, and juvenile crime (Sanders, 1999).
However, when parents set age-appropriate rules
and these rules are enforced in a predictable man-
ner, family resilience is enhanced and child out-
comes improve (Black & Lobo, 2008). Kwok
et al. (2005) reported that positive parenting
mediated the relationship between widowed par-
ents’ psychological distress and their children’s
mental health concerns. A longitudinal study
(Conger & Conger, 2002) indicated that nurtur-
ing and involved parenting compensated for child
distress related to economic hardships and inter-
parental conflicts. Additionally, positive out-
comes of nurturing and involved parenting during
adversity included positive school performance,
effective social relationships, and high self-
confidence. Low levels of antisocial behaviors
and emotional distress, as well as few external-
izing and internalizing problems for adolescents,
were also correlated with positive parenting
practices.

The parenting style and practices adopted by
primary caregivers play a critical role in the
growth and development of children. Parenting
style is defined as “a constellation of attitudes
toward the child that are communicated to the
child and that, taken together, create an emotional
climate in which the parents’ behaviors are
expressed” (Darling & Steinberg, 1993, p. 493).
Authoritative parenting, which aligns with posi-
tive parenting (Kwok et al., 2005), has been dem-
onstrated to be typically the most efficacious
style of parenting, and it is marked by predictable
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discipline, mutual respect, warmth, affection,
clear expectations, and a level of flexibility.
Authoritative parenting has been positively
linked to academic achievement, positive peer
relationships, and independence in children
(Keith & Christenson, 1997). Furthermore, par-
enting practices characterized by positive, con-
sistent discipline are correlated with resiliency to
stress in children (Wyman et al, 1991).
Conversely, authoritarian styles are less posi-
tively related to child development and resilience
(Kerr et al., 2012). Authoritarian or harsh, incon-
sistent parenting has been associated with verbal
aggressiveness and argumentativeness (Bayer &
Cegala, 1992; Grusec & Goodnow, 1994), con-
duct problems (Frick, 1993), and conduct disor-
ders (Short & Shapiro, 1993).

Affective Involvement and Family
Engagement

Another correlate of resilience is active and
affective family involvement. Affective involve-
ment refers to the extent to which family mem-
bers value and display interest in the activities
of other family members (Epstein et al., 1993).
An emphasis is placed on the amount of interest
and the manner in which family members dem-
onstrate their interest and investment in one
another. Active family involvement fosters the
development of resiliency and healthy adjust-
ment in children, and a key area influenced by
family involvement is educational outcomes.
Parental involvement in school is correlated
with children’s positive attitudes toward school,
school attendance, positive behaviors, and study
and homework habits (Christenson & Sheridan,
2001). Furthermore, family involvement is posi-
tively linked to student performance; optimal
levels of family involvement are positively
related to children’s scores on pre-reading (Hill,
2001), reading (Clark, 1988), and math tasks
(Galloway & Sheridan, 1994). Whereas family
involvement may be conceptualized as involve-
ment with other family members, it can also be
considered in the context of connections to
broad support networks and community bases.

Family resilience is fostered when there are ties
between the family and the community and
when kin and social support are present (Cohen
et al.,, 2002; Walsh, 2003). Black and Lobo
(2008) describe family resiliency as an interac-
tion between the family and community net-
works wherein the family receives information,
companionship, services, and respite. This con-
nection to the community is a two-way process;
the family not only receives support but also
invests in the community and gives back. This
connection to the community allows children to
feel safe in their community and neighborhood,
achieve higher grades, and exhibit fewer behav-
ioral problems. Additionally, parents benefit in
domains including perseverance, hope, and
companionship.

An extension of family involvement, family
engagement, is another characteristic of resil-
ient families. Family involvement and family
engagement are closely related, but a key dis-
tinction divides the two. Whereas family
involvement can be defined in terms of activi-
ties, family engagement is concerned with the
quality of interactions between parents and chil-
dren and parents and other caregivers as they
participate in or are involved in those activities.
Specifically, we define family engagement as
parents’ psychological, affective, and active
commitment to experiences supporting chil-
dren’s learning and development. Engagement
is demonstrated through parents’ consistent and
responsive interactions between themselves and
their children and between themselves and other
caregivers in their children’s lives. Key features
of this interaction might include attentiveness,
warmth, sensitivity, enthusiasm, and positivity.
Interactions between parents and children char-
acterized in these ways foster family resilience.

Communication and Problem-Solving

Another characteristic central to resilient families
is communication. Communication is defined as
the exchange of information, ideas, or feelings
from one person to another. In families, clear
communication fosters family resilience by
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allowing family members to develop a shared
sense of meaning regarding stressors or crises as
well as coping strategies, informed decision-
making, and collaborative problem-solving
(Walsh, 2003). Clear communication also helps
protect children because it discourages them
from filling the gaps in their knowledge or under-
standing with inaccuracies. Communication
allows families to reach an agreement and achieve
balance, as well as to be connected, be flexible,
and able to organize resources (Bayat, 2007).

Active problem-solving within families
demonstrates resilience in the face of a crisis or
consistent adverse conditions. Problem-solving
is defined as a systematic process that allows
individuals to formulate solutions to identified
problems. When done effectively, it involves
determining the basis of the problem through
analysis, objectively identifying and defining a
problem; generating potential alternatives;
assessing, selecting, and implementing the best
choice; and evaluating the outcomes in relation to
its success at ameliorating the original problem.
Problem-solving contributes to resiliency when
the problem is recognized by the family, lines of
communication are open, and parents work
together to coordinate each family member’s
ideas and opinions (Black & Lobo, 2008).
Additionally, problem-solving builds family
resilience when it involves creative brainstorm-
ing among family members, joint decision-
making, productive conflict resolution, and a plan
to prepare for future challenges (Cohen et al.,
2002).

Parent communication during the problem-
solving process has been linked to children’s
social functioning (O’Brien et al., 2009), inter-
personal skills, and conflict resolution
(Costigan et al., 1997). Additionally, there are
strong links between the approaches that par-
ents and adolescents take in problem-solving
and communication. Alternatively, deficits in
family problem-solving skills are related to
several types of childhood problems, including
depression (Sanders et al., 1992), delinquency
in adolescence (Krinsley & Bry, 1991), and
reduced psychosocial competence (Leaper
et al., 1989).

Adaptability, Flexibility, and Stability

Every family faces situations throughout their
life course, which present challenges to the man-
ner in which family members relate to one
another or how the family unit functions within
the community (Patterson, 2002b). Family adapt-
ability or flexibility refers to a family’s ability to
modify and reorganize its rules, roles, and leader-
ship, thus restoring balance between family
members and the family unit and the family unit
and the community (Black & Lobo, 2008;
Patterson, 2002b). Walsh (2003) conceptualizes
flexibility as providing families with an opportu-
nity to bounce forward as opposed to bouncing
back. This distinction is made because a family
can recover from a crisis, but they will not revert
to their previous state. Instead, with resilience,
they will improve and move forward.

To function as a healthy system, families
must be both adaptive and stable. Families that
are able to determine the appropriate times to
maintain stability or attempt change are more
likely to be healthy, functional families (Black
& Lobo, 2008; Cohen et al., 2002). Successful
and adaptive families are proactive in the social-
ization and development of individual family
members and understand the importance of
maintaining the family unit (Patterson, 2002a).
Accordingly, there are two central components
of family adaptability: adoption of optimal par-
enting styles and problem-solving practices and
developing a shared set of beliefs or values
within the family unit. This is consistent with an
ecological framework that views both the inter-
actions among family members and the relation-
ship between the family unit and the community
as essential factors for developing family
resilience.

An important component for the development
of family adaptability is the establishment of
shared beliefs within the members of the family.
Shared values and beliefs are essential for family
resilience and reinforce specific patterns in how a
family reacts to new situations, life events, and
crises (Antonovsky & Sourani, 1988; Walsh,
1996). When families have a strong set of shared
beliefs, they may view their interaction with the
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world from a collective “we” versus “I”” orienta-
tion (McCubbin et al., 1993). Resilient families
often have a shared set of values for critical
aspects of family life, including financial issues
and time management (McCubbin & McCubbin,
1988).

Promoting Resilience in Families

Our conceptualization of family resilience is one
wherein family strengths and resources are lever-
aged to overcome obstacles and challenges. The
ultimate function and purpose of families is to
ensure the positive development and adaptation
of children. Services or interventions intended to
build resilience realize this fundamental respon-
sibility. Thus, services that are family-centered
and strengths-based (i.e., that support families as
they strive to become effective and self-sufficient
in promoting positive child development) are the
cornerstone of programs for building resilience.
In other words, the ultimate goal of services to
promote family resilience is to build caregivers’
competence and confidence in order to build
competence and confidence in their children
(Sheridan et al., 2008).

Family-Centered Services

Family-centered services are intended to build
family resilience, based on the extensive and
seminal work of Dunst and colleagues (Dunst &
Trivette, 1987; Dunst et al., 1988, 1994b). Four
operating principles define family-centered
approaches: (1) intervention efforts are based on
families’ needs; (2) existing strengths and capa-
bilities of families are used to mobilize resources
and promote abilities; (3) social networks are
used as a source of support; and (4) specific forms
of helping behaviors on the part of professionals
promote acquisition of family competencies. In
addition, family-centered services promote resil-
ience when they ensure positive and adaptive out-
comes for families. These are described next,
with an emphasis on their relevance for bolster-
ing family resilience.

Base Intervention Efforts on Family-Identified
Needs From a family-centered perspective, fam-
ilies are considered to be in the best position to
identify their most salient needs. Thus, services
are developed that are responsive to the priorities
identified by the family in collaboration with sup-
portive professionals. Likewise, commitment to
change may be greatest when families’” needs are
self-determined. To build resilience, profession-
als can assist families as they strive to identify
issues interfering with optimal or desired levels
of functioning, define them in manageable terms,
establish shared and long-term goals, state clear
objectives, determine objectives essential to
attaining short- and long-term goals, and clarify
foci for intervention.

Use Existing Family Strengths and Capabilities
to Mobilize Family Resources An overarching
principle of family-centered services is the rec-
ognition that all families have strengths and abili-
ties. Circumstances causing a family stress or
adversity may limit their abilities to recognize,
access, or use their strengths. Services based on
family-centered principles help family members
identify and mobilize their strengths and use
them to attain goals that they articulate for
enhanced familial functioning (Garbarino, 1982).

Maximize Social Networks and Supports The
development of collaborations and partnerships
within and across systems is essential to facilitate
families’ development of resilience. Positive,
proactive linkages and networks help family
members mobilize resources and supports that
are available to them but that may have been per-
ceived as inaccessible. An essential system inter-
acting with children and families is that of the
school. Schools and classrooms represent signifi-
cant contexts for development, and teachers are
meaningful individuals in a child’s life (Sheridan
& Gutkin, 2000). The establishment of partner-
ships between families and schools can be critical
for maximizing the growth potential for a child.
Positive, constructive relationships with other
primary systems (i.e., schools) can be instrumen-
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tal in helping families develop competencies and
utilizing resources on behalf of their child’s
development (Dunst et al., 1988; Sheridan &
Burt, 2009). The notion of a “partnership” implies
that family members are coequal partners in the
identification of needs and goals, creation of
strategies and plans, and evaluation of outcomes
as programs and resources are utilized
(Christenson & Sheridan, 2001; Welch &
Sheridan, 1995). Thus, services are not delivered
“to” or “for” families but “with” family members
as active partners and decision-makers.

Use Helping Behaviors that Promote the
Acquisition of Competencies When building
resilience through a family-centered framework,
professional roles focus on developing compe-
tence and confidence among all family mem-
bers. Capacity building begins with an
understanding and appreciation for “where the
family is.” Rather than utilizing strategies to
“treat” problems or remediate deficiencies, fam-
ily-centered approaches strive to promote the
acquisition of family and child competencies.
Models focused on ‘“correcting a problem”
result in a limited, often short-term resolution of
one presenting concern. To build family resil-
ience, services must attend proactively to
growth-producing behaviors. The development
of strengths, assets, and skills is expected to
lead to generalization and maintenance of
resources to address a range of presenting chal-
lenges in the future.

Ultimately, for families to be competent, con-
fident, and resilient, they must be empowered.
Empowerment models support families in proac-
tively identifying needs, mobilizing resources,
and accomplishing goals through the develop-
ment of personal capacities, strengths, and abili-
ties. This is in contrast to expert models, which
often lead to dependency on the professional, fail
to produce personal resources (competence) and
positive belief systems (confidence), and result in
limited skills in assessing personal needs and
mobilizing personal resources and support sys-
tems in the future.

Concern is with Process as well as
Outcomes The emphasis in family-centered ser-
vices is not only on the final outcomes experi-
enced by the family system but also on the
processes by which families work toward the
desired outcomes. In fact, it is thought that the
strengths-based, empowering process is the
mechanism through which adaptive outcomes are
achieved. As a process that promotes resilience
through involvement, communication, and adapt-
ability, family-centered services assist family
members to actively participate in enhancing
their own lives. Families are engaged in identify-
ing their own needs, mobilizing resources on
their own behalf, and accomplishing self-
determined goals through the development of
personal capacities, strengths, and abilities.
Through such processes, attainment of long-
term, generalized positive outcomes is
maximized.

The strengths-based process by which profes-
sionals help families achieve their own goals is
the cornerstone of family-centered service deliv-
ery. By helping family members identify and pri-
oritize needs, establish reasonable goals, and
develop appropriate plans, opportunities for posi-
tive family outcomes are maximized.
Furthermore, strategies that are relevant to and
feasible for families, which result in desired out-
comes and provide new knowledge and skills,
will likely be used by family members in the
future when similar needs arise.

Adverse Childhood Experiences

Over the past few decades, the impact of adverse
experiences upon children’s development and
adult familial behavior has been explored.
Individuals with a greater number of adverse
childhood experiences (ACEs; Felitti et al.
(1998)) tend to have more long-term negative
outcomes unless they are moderated by protec-
tive factors, such as resiliency. There are three
identified categories of adverse childhood experi-
ences: abuse, household challenges, and neglect.
The category of abuse includes (a) emotional
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abuse, (b) physical abuse, and (c) sexual abuse.
Neglect includes (d) emotional neglect and (e)
physical neglect. Finally, experiences that are
grouped together as household challenges are (f)
mother treated violently, (g) substance abuse in
the household, (h) mental illness in the house-
hold, (i) parental separation and divorce, and (j)
an incarcerated household member. As the num-
ber of identified ACEs increases for an individ-
ual, so does the degree of impact upon lifelong
health and behavioral health factors. Increases in
the number of positive ACE indicators are con-
nected to health problems, mental illness, and
substance misuse in adulthood (Anda et al.,
2006). Additionally, the more ACEs experienced,
the greater the likelihood of poor school atten-
dance, behavioral problems, and failure to meet
academic standards in reading, math, and writing
(Blodgett & Lanigan, 2018).

ACEs occur in all populations and are com-
mon; almost two-thirds of adult respondents indi-
cated experiencing at least one ACE, and more
than one in five reported three or more ACEs
(Felitti et al., 1998). Although ACEs are identi-
fied for the first 18 years of life, their impact cov-
ers the entire life span. Thus, families are
impacted by not only the ACEs of the children in
the family but also the adults’ own history of
adverse childhood experiences.

Addressing these adverse factors is an impor-
tant component for strengthening family resil-
ience. The most efficient way to reduce the
impact of ACEs is through prevention. Strategies
that support a nurturing, stable, and safe home
environment will reduce the likelihood of ACEs.
Family-centered services that address adult prob-
lems with substance abuse, mental health issues,
or negative parenting strategies are also recom-
mended. A systems approach to mitigate or pre-
vent ACEs is the Health Outcomes from Positive
Experiences (HOPE; Sege & Harper, 2017)
framework. This framework promotes positive
childhood experiences and enhances child health
and behavioral, social, and academic develop-
ment. In doing so, the HOPE framework centers
on building skills and resources within caregiv-
ing adults to promote healthy development (Sege
& Harper, 2017).

ACEs are an important, but limited, measure
of adversity for individuals and families. ACEs
include individual and family factors but do not
include experiences outside of the home in the
neighborhood, school, or community. Thus, they
do not account for adverse factors associated
with systemic poverty, discrimination, and mar-
ginalization (Bruner, 2017).

Teachers and Parents as Partners
(TAPP)

In order to promote resiliency in families, our
work has centered on consultation models that are
designed to enhance families’ abilities to acquire
new skills or competencies that lead to effective
outcome goals for the family. There are a variety
of different consultation models existing in the lit-
erature (Gutkin & Curtis, 2009); however, one
model, behavioral consultation (Bergan &
Kratochwill, 1990), has received the most research
support (Martens & DiGennaro, 2008; Sheridan
etal., 1996b). An adaptation of behavioral consul-
tation, conjoint behavioral consultation (CBC;
Sheridan et al., 1996a; Sheridan & Kratochwill,
2008), not only maintains the research-based
problem-solving process but also systematically
centers on the needs and goals of families when
working with professionals (i.e., teachers, early
childcare specialists, doctors). The newest itera-
tion of this family/partnership-centered form of
consultation is the Teachers and Parents as
Partners (TAPP; Sheridan, 2014) model.
Founded on an ecological systems perspec-
tive, the Teachers and Parents as Partners (TAPP)
process is a strengths-based service delivery
model acknowledging that individuals function
within and across various systems/environments
(i.e., home, school, peers) (Bronfenbrenner,
1979; Sheridan et al., 1996a; Sheridan, 2014).
TAPP recognizes that children, families, schools,
and other systems have a reciprocal influence on
each other and that the connections between sys-
tems are essential for facilitating positive out-
comes for children. TAPP systematically
enhances these connections by bringing together
families, schools, and other support systems in a
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collaborative manner to build social support net-
works while addressing the needs of children.
Through the process of TAPP, families are
empowered to be equal participants in the
problem-solving process.

Teachers and Parents as Partners is defined as
“an evidence-based process for parents and
teachers to work together in support of positive
school-related outcomes for students” (Sheridan,
2014, p. 8). TAPP can be instrumental in promot-
ing family resilience when challenges associated
with children’s behavioral, academic, or social—
emotional functioning create hardships for the
family system. Throughout the TAPP process,
parents and teachers engage in a structured
problem-solving process with a consultant to col-
laboratively address the needs of children across
home and school settings. Parents and teachers
partner together to share in the identification of

children’s strengths and needs and to develop,
implement, and evaluate interventions to meet
those needs. This is established through proactive
interventions aimed at strengthening children’s
skills and competencies.

The TAPP process is based on several princi-
ples that parallel family-centered constructs (see
Table 7.2). The indirect nature of services allows
professionals to work with families and other
caregivers (e.g., teachers), who are ultimately
responsible for implementing programs and
plans. By definition, consultation models (and
TAPP) strive to enable individuals (including
families) to ““...become better able to solve prob-
lems, meet needs, or achieve aspirations by pro-
moting the acquisition of competencies that
support and strengthen functioning in a way that
permits a greater sense of individual or group
control over its developmental course” (Dunst

Table 7.2 Characteristics of family-centered services and Teachers and Parents as Partners

Family-centered services (Dunst et al., 1994a)

Teachers and Parents as Partners (Sheridan, 2014)

Help giver:

* Employs active and reflective listening

* Helps clients clarify concerns and needs

* Pro-offers help in response to the help seeker’s needs

e Offers help that is congruent and matches the help seeker’s
appraisal of needs

Consultant/facilitator:

* Uses open-ended questions and frequent summariza-
tions to ensure understanding

e Provides help that is congruent with parents’ needs

¢ Does not determine target behaviors and/or interven-
tions independent of parents’ priorities

* Jointly develops data collection and intervention strat-
egies based on what works in families” environments

e Promotes acquisition of competencies to meet needs,
solve problems, and achieve aspirations
* Allows the locus of decision-making to rest with the

family member

* Focuses on existing skills, strengths, and competencies

¢ Creates opportunities for families to acquire knowl-
edge to manage concerns (e.g., problem-solving
approach, data-based decision-making strategies,
specific interventions)

¢ Encourages skills learned in TAPP to generalize for
future problem-solving

e Focuses on increased sense of self-efficacy and

empowerment among parents

* Promotes partnerships and parent—professional col-
laborations as the mechanism for meeting needs

e Promotes collaborative problem-solving

* Promotes joint responsibility among home and school
systems for problem and problem solutions

e Assists parents in learning strategies for working
across systems to meet the needs of the child

* Approaches systems work in a positive and proactive
manner

¢ Focuses on common goals across systems rather than

on problems within systems

Adapted from Sheridan et al. (2004)
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et al.,, 1994a, p. 162). Like family-centered
services, TAPP is implemented in a manner that
is responsive to families’ needs, builds compe-
tencies and resilience within members, and pro-
motes participation and collaboration among
systems.

The TAPP process consists of three stages and
three corresponding meetings that provide the
essential components to produce effective out-
comes. These stages are implemented in a col-
laborative manner with families and school
personnel working under the guidance of a con-
sultant. Each stage is inclusive of one meeting
but includes action steps (e.g., observations, data
collection, plan implementation) and additional
communication outside the meeting framework.
The three stages are: (1) building on strengths,
(2) planning for success, and (3) checking and
reconnecting (Sheridan, 2014). The process is
fluid, and each stage can be revisited as needed.
The objectives of each stage, including those nec-
essary for both addressing concerns and enhanc-
ing relationships, are shown in Table 7.3. Each
meeting is structured around agendas, interview
protocols, and support plans. The effectiveness of
the TAPP process is related to the established
partnership between families and school staff and
the collaboration in determining and assessing
the targeted need, implementing interventions,
and evaluating success.

During the first stage, building on strengths
(also called problem/needs identification;
Sheridan et al. (1996a, b); Sheridan and
Kratochwill (2008)), the focus is on relationship
building and initiating the problem-solving pro-
cess. Parents and teachers jointly identify a child’s
strengths and needs across the home and school
settings, decide upon target behaviors for inter-
vention, and establish methods for collecting
baseline data on the target behaviors across
settings.

The second stage, planning for success, con-
sists of analyzing the context surrounding the
targeted behavior and collaboratively develop-
ing support plans for the home and school set-
tings. In the consultation literature, this is
known as the problem/needs analysis stage
(Sheridan & Kratochwill, 2008). Baseline data
collected in stage 1 are evaluated, and specific

behavioral goals are developed. Part of this
stage includes the initial implementation of the
support plans. Parents and teachers generate
hypotheses regarding the environmental or
functional conditions that may contribute to the
occurrence of the target behaviors. Families
have the ability to develop support plans that are
linked to the proposed hypothesis and appropri-
ate for the context of their home. If needed, par-
ents also gain skills needed to support effective
implementation of the plan. Once plan strate-
gies and tactics are agreed upon, parents and
teachers implement behavioral plans to support
the student in the home and school settings,
respectively.

The final stage, checking and reconnecting
(also known as problem evaluation), consists of
evaluating the effects of the support plan in help-
ing students achieve their goals, making neces-
sary modifications to enhance the plan’s
effectiveness, and continuing the plan. A major
component of this stage is the continued rein-
forcement of the parent—teacher partnership long
after the TAPP process has been concluded.

Goals of TAPP

The TAPP process described above provides a
format for operationalizing the principles of
family-centered services, as the goals of TAPP
directly address these important principles.
Paralleling the goals of family-centered services
outlined above, the important goals of TAPP
include the following: (a) to promote positive
outcomes for children and families; (b) to pro-
mote family engagement; (c) to establish and
strengthen partnerships; and (d) to build skills
and capacities of family members (Sheridan,
2014; Sheridan & Kratochwill, 2008). These rel-
evant TAPP goals and family-centered principles
are described below.

Promote Positive Outcomes
for Children and Families

The primary goal of TAPP is to effectively
address the needs that parents, teachers, and other



134

J. W. Eagle and S. M. Sheridan

Table 7.3 Behavioral and relational goals and objectives by TAPP stage

Behavioral (child) goals/objectives

Relationship goals/objectives

Stage 1
Building on strengths
(needs/problem identification)

Identify strengths of the child, family, teacher,
systems

Behaviorally define the concern or need as it is repre-
sented across home and school settings

Explore environmental conditions that may be con-
tributing to or motivating problem behavior
Determine a shared outcome goal

Clarify specific settings within systems that will be
the focus for intervention

Explore within- and across-setting environmental
factors that may contribute to or influence behaviors
Establish and implement baseline data collection pro-
cedures to set the stage for careful, systematic, data-
based decision-making

Establish joint responsibility in goal setting and
decision-making

Establish/improve working relationship between par-
ents and teachers

Validate shared goals of supporting the child
Identify strengths of the child, family, and school
Increase communication and knowledge regarding
the child, goals, concerns, and culture of family and

school

Stage 2
Planning for success
(needs/problem analysis; plan implementation)

Explore baseline data collected across settings
Identify setting events, ecological conditions, and
cross-setting variables that may be impacting the tar-
get concerns

Investigate trends across settings (e.g., home and
school) and highlight when appropriate

Elicit and provide information about the function or
motivating features of the behavior that are based on
environmental (rather than internal) explanations
Collaboratively design an effective intervention plan
across settings that is sensitive to setting-specific
variables

Link assessment to intervention through the interpre-
tation of concerns in terms of environmental condi-
tions and not internal causes

Discuss general strategies and plans to be included in
a treatment package across home and school settings
Summarize the plan, review what is to be done, when,
how, and by whom

Implement agreed-upon intervention across home
and school settings

Address questions, provide feedback, make immedi-
ate modifications to plan as necessary

Assess changes in student’s behavior

Use inclusive language to strengthen partnerships
between home and school

Encourage and validate sharing of parents’ and teach-
ers’ perspectives of the priority behavior

Foster an environment that facilitates “‘give-and-take”
communication across settings

Promote collaborative decision-making and shared
responsibility for plan development

Increase continuity in addressing child’s needs across
settings

Communicate about strategies as they are being
implemented across home and school
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Table 7.3 (continued)

Behavioral (child) goals/objectives

Relationship goals/objectives

Stage 3
Checking and reconnecting
(plan evaluation)

* Analyze treatment data in relation to baseline data

e Determine whether the shared goals of consultation
have been attained

e Evaluate the effectiveness of the plan across settings

» Discuss strategies and tactics regarding the continua-
tion, modification, or termination of the treatment
plan across settings

* Schedule additional interviews if necessary

* Discuss ways to continue joint problem-solving or

shared decision-making

Continue to promote open communication; home—

school collaborative decision-making

* Reinforce joint efforts in addressing needs

¢ Discuss parents’ and teachers’ perceptions

¢ Reinforce parents’ and teachers’ competencies for
addressing future needs

¢ Establish means for parents and teachers to continue

to partner

caregivers have for children. These needs com-
prise the focus of the TAPP process and are the
basis for providing services across settings. The
process does not make assumptions regarding the
needs of families (i.e., what will become the
focus of TAPP services); rather, opportunities are
provided for families to express their concerns
and determine mutual goals with other
caregivers.

The TAPP process provides an opportunity for
families to describe and prioritize their needs and
select targets that are thought to benefit family
functioning. Thus, the needs addressed in TAPP
are those that are most central to families. This in
turn increases the likelihood that families will
devote their time and energy to follow through on
plan development, implementation, and mainte-
nance of positive change.

Promote Family Engagement

Family engagement is a cornerstone of the TAPP
process. Importantly, the TAPP process allows
for an examination of family strengths to address
children’s needs. Families are engaged and
empowered to participate through all three stages,
from the identification of targeted needs, analysis
of contextual factors related to the behavior, and
implementation of a support plan to the evalua-
tion of the plan’s outcome. Throughout the pro-
cess, parents are considered equal partners with

school personnel and each meeting provides the
structure to ensure family engagement.
Additionally, the TAPP process benefits from
family knowledge (e.g., information about sup-
ports in the home, interactions with children,
children’s developmental histories) that can be
used to address children’s needs.

Throughout the TAPP process, families’
strengths and contributions are affirmed, further
promoting their involvement in identifying and
developing intervention components.
Highlighting the family’s existing strengths in
the home setting provides a sense of self-efficacy
for parents by acknowledging their abilities to
affect positive change in their child’s life (Dunst
et al., 1988).

The atmosphere provided within TAPP sup-
ports families and allows their existing resources
to set the foundation upon which resilience can
be developed, rather than focusing on barriers or
families’ lack of resources to cope with problems
or hardships. Such a strength-based approach
ensures that the focus is placed upon families’
capabilities rather than on what is lacking in par-
enting skills and resources. Building on existing
family strengths is essentially a matter of “meet-
ing the family where they are” (Dunst et al.,
1988) and viewing family members as having
strengths to be utilized to address the child’s
needs. In this way, services are provided that are
congruent and consistent with the family’s needs,
goals, and values.
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Establish and Strengthen
Partnerships

Another important principle outlined in family-
centered services is to strengthen social supports
and promote partnerships and collaborations
among systems (Dunst & Trivette, 1987).

TAPP’s focus on establishing home—school
partnerships  operationalizes this principle
directly. Within the TAPP process, home and
school systems work in collaboration with one
another to address mutual goals for children. This
allows schools and families to partner in decision-
making and adopt equal responsibility for both
the assessment of needs and development of
solutions. As a team, parents and teachers exam-
ine and evaluate data to verify the nature and
extent of children’s needs, jointly determine
goals, and collaboratively develop and imple-
ment plans. This helps ensure a continued part-
nership between the primary caregivers (i.e.,
parents and teachers) in the child’s social support
systems (i.e., the home and school).

Along with a structured process to promote
collaboration, the TAPP model utilizes commu-
nication strategies that highlight the concept of
partnership. Pluralistic, collaborative language
(e.g., we, us) is used to ensure that everyone feels
they are working as a team and not individually.
Furthermore, the process continues to stress the
importance of working together, through clear
and frequent communication and the use of open-
ended questions to elicit more in-depth informa-
tion from parents. Through this partnership,
“trust, two-way communication, perspective tak-
ing, clear roles, collaboration and cooperation,
and shared responsibility” (Sheridan, 2014,
p. 47) is developed.

Build Skills and Capacities of Family
Members

Consistent with the family-centered principle of
building competence among parents (Dunst
et al., 1994a), an important goal of the TAPP pro-
cess is to promote parents’ acquisition of skills
and knowledge (Sheridan & Kratochwill, 2008).
Being an integral part of the support process,

families develop competencies in the areas of
children’s behavioral, social, and academic
development. They also acquire skills in the areas
of providing support to children and achieving
the families’ defined goals.

The TAPP process achieves this goal through
supporting and guiding the families’ engagement
in identifying needs and formulating solutions.
Given their active involvement, parents, teachers,
and other caregivers gather essential knowledge
about various aspects of the process such as the
importance of identifying and defining the child’s
or family’s needs, assessing factors that may con-
tribute to the maintenance of a specific behavior,
mobilizing the family’s strengths and resources,
and developing interventions to achieve positive
outcomes.

Through the TAPP process, families learn to
prioritize their concerns for children. During
stage 1, building on strengths, parents identify
specific behaviors to target for intervention,
allowing for a more focused approach to
problem-solving. Likewise, detailed strategies
for monitoring primary concerns are discussed
(i.e., methods of data collection and evaluation).
Throughout the TAPP process, parents and
teachers collect data on specific targets and
information regarding environmental conditions
that may affect children’s behaviors. Consultants
assist parents in using this information to develop
meaningful interventions that address children’s
needs. Similarly, data are used to develop
socially valid goals and monitor progress.
Continued assessment throughout the TAPP pro-
cess provides parents with an understanding of
the data-based decision-making process. Parents
learn strategies for determining whether the
goals have been met based on existing data rather
than subjective perceptions. Additionally, TAPP
participants learn procedures for modifying
plans when behavioral goals are not met.
Through this process, families learn the value of
using data to guide decision-making regarding
the child’s progress and the efficacy of the inter-
vention. Each of the aforementioned skills devel-
oped through participation in the TAPP process
provides families with tools that can be used to
address future family needs. Families are
empowered by recognizing their existing com-
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petencies, strengthening their skills, and acquir-
ing tools for independence, which lessens their
dependence on professionals for assistance in
the future.

Conclusions

Families, today, face many internal and external
challenges that impact the development of chil-
dren and adult family members. Family resil-
iency is a concept by which families meet these
challenges in a positive and adaptive manner.
Understanding how resiliency is developed and
fostered within the family context can play a cen-
tral role in the development of effective interven-
tions as well as help strengthen families when life
stressors disrupt family functioning. Interventions
that strengthen family resiliency can provide
families with skills for enduring challenging situ-
ations as well as preparing families for handling
similar situations in the future. The Teachers and
Parents as Partners (TAPP) process has been
described in this chapter as an example of how
current interventions can be used to promote
family resiliency through an ecological, develop-
mental, and multicultural framework.
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Resilience and Disruptive, Impulse
Control, and Conduct Disorders

of Childhood

Sam Goldstein, Richard Rider, and Alex Velez

Introduction

The disruptive, impulse control, and conduct
behavior disorders (DICCBDs) of childhood
comprise attention-deficit hyperactivity disorder
(ADHD), oppositional defiant disorder (ODD),
kleptomania, pyromania, intermittent explosive
disorder, and conduct disorder (CD) (APA,
2013). These conditions are among the most
commonly treated in mental health settings, with
epidemiological studies suggesting that between
3% and 16% of all youth meet the diagnostic cri-
teria for at least one, if not two or more, of these
conditions (Tistarelli et al., 2020; Loeber et al.,
2000; Eiraldi et al., 1997; for reviews, see Ringer
(2020), Goldstein and Goldstein (1998), Barkley
(1998)). These disorders can cause children and
adolescents to behave angrily or aggressively
toward people or property. They may have diffi-
culty controlling their emotions and exhibit rule-
and law-breaking behaviors (Puiu et al., 2018).
As with the two versions of this chapter appear-
ing in the first and second editions of this volume,
the primary focus will be on ODD, ADHD, and
CD as they occur with much a greater frequency
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in the childhood and adolescent populations.
Additionally, as much of the literature cited in
those versions is still very relevant today, it will
be included with updated citations as needed.

An estimated 6% of children are affected by
ODD or CD (Christenson et al., 2018). Each year,
an estimated 2.7% of children and adults in the
United States are affected by intermittent explosive
disorder (Coccaro & McCloskey, 2019). Klepto-
mania and pyromania are rare, affecting 1% or
fewer of people in the United States (Allely, 2019).

The angry, aggressive, or disruptive behaviors
of people with these disorders are more extreme
than typical behaviors. These behaviors:

e Are frequent

e Are long-lasting

e Occur across different situations
e Cause significant problems

One difference between these disorders and
many other mental health conditions is that with
disruptive disorders, a person’s distress is focused
outward and directly affects other people. With
most other mental health conditions, such as
depression and anxiety, a person’s distress is gen-
erally directed inward toward themselves.

These disorders begin in childhood or adoles-
cence and are more common in males than
females. Several factors make it more likely that
a person will exhibit a DICCBD, including harsh
parenting, physical or sexual abuse, or parents
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with a history of addiction or problems with law
enforcement.

These conditions have traditionally been
referred to as “externalizing disorders” as
opposed to “internalizing disorders” such as anx-
iety, depression, or learning disabilities. The for-
mer disorders are disruptive and disturb the
immediate environment and are easily visible to
the observer. Symptoms and impairments of the
latter are not as often observed nor are environ-
ments as disrupted by affected children and ado-
lescents. Furthermore, there is a growing body of
the literature suggesting that the incidence and
prevalence of these disorders is increasing
(Fairman et al., 2017).

Given that the behavior of children with
DICCDBs is rarely viewed as benign by parents,
teachers, and community professionals, it is not
surprising that these conditions comprise patterns
of impulsive, hyperactive, aggressive, and defiant
behaviors. These pose a significant adverse risk
to a host of outcome variables in late adolescent
and young adult years. In fact, even a single
DICCBD compromises the probability of posi-
tive life adjustment in young adulthood. A com-
bination of DICCBDs (e.g., ADHD and CD;
ODD and CD) addresses significant adverse out-
comes in major life domains, including school,
family, health, vocation, and even activities such
as driving (Uchida et al., 2017; Goldstein, 2002;
Barkley & Gordon, 2002). DICCBDs may also
act catalytically, reducing a child’s opportunity
for normal life adjustment by precipitating a cas-
cade of adverse outcomes into adulthood.

A small percentage of children with ADHD
and CD and an even greater percentage of chil-
dren with ODD alone manage to transition and
adjust reasonably well into young adulthood
(Uchida et al., 2017; Teeter-Ellison, 2002). Thus,
if a specific risk such as chronically demonstrat-
ing a DICCDB significantly contributes to
adverse outcome, and current treatment efforts
for DICCDB demonstrate that symptoms can be
managed but symptom relief in the long term
does not appear to significantly alter the adult
outcomes of these conditions, then researchers
and clinicians must identify and understand those
variables within the child, immediate family, and

community that predict better outcomes
(Goldstein & Brooks, 2022). Thus, there has
been an interest in studying resilience processes
in children with DICCDBs. If a group of children
suffering from one or more DICCBDs can be
identified, who demonstrate the ability to transi-
tion successfully into the late adolescent and
young adulthood years, then perhaps the lessons
learned from studying these youth can generate a
treatment protocol for those thoughts, feelings,
behaviors, experiences, attitudes, and opportuni-
ties to enhance resilience in a group of children
whose adult outcomes have been demonstrated to
be significantly more risk-filled than those of oth-
ers. Particularly for youth with DICCBDs, an
increasing body of the literature operating from a
developmental pathway model has demonstrated
that a number of childhood variables can be used
to predict the risk of adult problems as well as
identifying insulating or protective factors that
reduce risks and increase the chances of a satis-
factory transition into adult life (for review see
Goldstein and Brooks (2022), Katz (1997)). As a
field, researchers of DICCBD are slowly begin-
ning to examine these protective factors. Although
much is known about the risk factors, for the time
being, there are only limited data available about
protective factors; however, it is quite likely that
those factors that insulate and protect children
from other psychiatric conditions affect those
with DICCBDs as well. Thus, living in an intact
household, above the poverty level, with parents
free of serious psychiatric problems and consis-
tent in their parenting style and available to their
children when needed appear to be among the
most powerful factors predicting resilience in all
children as well as in those with DICCBDs (for
review see Goldstein and Brooks (2011, 2022),
Goldstein and Goldstein (1998)).

In long-term follow-up studies, at least
70-80% of adolescents with a childhood diagno-
sis of ADHD or another DICCBD continue to
meet the diagnostic criteria for at least one
DICCBD, with at least 60% reporting impairing
symptoms but fewer meeting the diagnostic crite-
ria during the adult years (for review see Ramos-
Olazagasti et al. (2018), Ingram et al. (1999)).
These authors suggest that the decrease in preva-
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lence is in part due to the developmental nature of
the diagnostic protocols for DICCBDs. Over the
past 40 years, the prognosis for individuals with
ADHD in adulthood, for example, appears to be
influenced by the severity of their symptoms,
comorbid conditions, level of intellectual func-
tioning, family situations such as parental pathol-
ogy, family adversity, socioeconomic status
(SES), and treatment history (for review see
Goldstein (2002)). These variables are likely pre-
dictive for other DICCBDs as well.

There is a broader literature available con-
cerning the absence of certain negative phenom-
ena in predicting outcomes. For example, Herrero
et al. (1994) demonstrated that females may
experience less risk of adverse outcome with dis-
ruptive behavior disorder (DBD) simply due to
their gender. Subtype differences in ADHD, spe-
cifically children with the inattentive type, may
also reduce risks. The absence of impulsive
behaviors appears to predict better outcomes. In
fact, it has been hypothesized that problems with
self-control characteristic of all three of the
DICCBDs may be the best predictors of future
adult outcomes into young adulthood when eval-
uating young children (for review, see Barkley
(1997)).

Not surprisingly, aggressive behavior in gen-
eral, a diagnostic characteristic of ODD and CD
as well as a common consequence of ADHD, has
been found to predict outcomes in adulthood
(Robson et al., 2020; Girard et al., 2019; Loney
et al., 1983). Emotional lability has also been
highly correlated with aggression (Hechtman
etal., 1984). Itis also likely that within the symp-
tom listing for DICCBDs, some may hold stron-
ger positive or negative predictive power.
Research employing algorithms with these con-
ditions has slowly begun to identify the presence
or absence of certain symptoms as not only pre-
dictive of conditional presence but also address-
ing outcomes (Goldstein & Brooks, 2022; Mota
& Schachar, 2000).

This chapter will provide an overview of
DICCBDs, diagnostic symptoms, definitions,
and prevalence. We will provide an overview of
risk and resilience factors that may contribute to
the acquisition and exacerbation of these condi-

tions over time. This chapter will conclude with a
proposed set of guidelines for clinicians.

Overview

Over the past half century, multiple longitudinal
and retrospective studies have demonstrated that
youth exhibit two broad dimensions of disruptive
behaviors (Ogundele, 2018). The first dimension
presents for many children at a young age and is
characterized by a trinity of inattentive, hyperac-
tive, and impulsive behaviors. Over the last
100 years, this trinity, first described by George
Still (1902) as a disorder of defective moral con-
trol, has been described by various labels attest-
ing to hypothesized cause (minimal brain
dysfunction) or key symptom (hyperactivity or
inattention) but is increasingly recognized as not
so much a behavioral disorder but one of faulty
cognitive functioning (Barkley, 1997). The sec-
ond dimension of disruptive behavior falls under
two distinct groups. The first, a group of opposi-
tional and aggressive behaviors, has consistently
been found to be distinct from the second group
of covert behaviors (Fergusson et al., 1994; Frick
et al., 1993; Quay, 1986). Overt behaviors
include, but are not limited to, fighting, disobedi-
ence, tantrums, destruction, bullying, and
attention-seeking. The second set of covert
behaviors include, but are not limited to, theft
without confrontation of the victim, choice of
bad companions, school truancy, running away,
lying, and loyalty to delinquent friends (Loeber
& Schmaling, 1985; Achenbach et al., 1989).
Two aspects of this dimension have traditionally
been thought to be strongly influenced by experi-
ence but likely also find their roots in genetic vul-
nerability. Furthermore, overt behaviors can be
divided into those that are nondestructive, such as
simply resisting adult authority, and those that
are aggressive toward others and destructive of
property. Covert behaviors can be further divided
into those that are destructive but do not confront
victims, such as vandalism, and those that are
nondestructive, such as truancy or running away
from home (Lahey et al., 1990b).
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Within DICCBDs, ADHD has consistently
been found to be distinct from ODD and CD (for
review, see Barkley (1998), Goldstein and
Goldstein (1998), Hinshaw (1987)). DICCBDs
can also be clearly distinguished from
internalizing disorders such as depression and
anxiety (Taylor et al., 1986). ODD and CD appear
to be distinct, although the two disorders may
well overlap in a number of behaviors such as
mild aggression and lying. The onset of ODD in
comparison to that of CD appears to be earlier.
Children manifesting CD before age 10 appear to
have a much worse prognosis than those demon-
strating symptoms after that time (Moffitt, 1990;
Patterson et al., 1989). Although some children
demonstrate the onset of CD and ODD simulta-
neously, the most serious symptoms of CD,
including vandalism, repeatedly running away,
truancy, shoplifting, breaking and entering, rape,
assault, and homicide, generally emerge at a later
age than do symptoms of ODD.

It can be easily argued that the DICCBDs fall
on a continuum from mild to severe, beginning
with ADHD and then progressing through to
ODD and CD. Although not all children with
ADHD develop ODD and CD, a significant per-
centage of youth with CD have histories of
ADHD. The younger a child progresses to CD,
the more adverse their outcome (Biederman
et al,, 1996a; Campbell, 1991). Furthermore,
boys experiencing CD in comparison to those
with only ODD scored lower on tests of intelli-
gence, came from families of lower socioeco-
nomic status, and had a history of greater conflict
with school and judicial systems (Robins, 1991).
Boys with CD demonstrated the strongest family
history of antisocial personality, a problem that
could reflect a combination of family, environ-
ment, and shared family genetics.

Diagnostic Overview

ADHD

ADHD is described as a “persistent pattern of
inattention and/or hyperactivity” more frequent
in severity than is typical of children in a similar

level of development (APA, 2013). Some symp-
toms must have been apparent before the age of
7 years, although many children are diagnosed at
later ages after symptoms have been observed for
several years. Impairment must be present in at
least two settings and interfere with developmen-
tally appropriate functioning in social, academic,
or work setting. Assessment of impairment has
been an increasing focus in making the diagnosis
of ADHD (Fortes et al., 2020), yet it still remains
unclear how to best define a critical threshold for
sufficient impairment to meet diagnostic thresh-
olds (Arildskov et al., 2021). ADHD appears
more common in males than females, a problem
that may or may not be a function of the
Diagnostic and Statistical Manual of Mental
Disorders (DSM) field studies and/or differences
in prevalence and presentation (Goldstein &
Gordon, 2003). ADHD is characterized by devel-
opmentally inappropriate, often limited, attention
span and/or hyperactivity and impulsivity. Six of
nine inattentive symptoms must be present to
confirm the inattentive aspect of the disorder. The
DSM-5 (2013) did not delineate these symptoms
by importance. As noted, research employing
algorithms has found that some symptoms may
in fact demonstrate better negative or positive
predictive power than others (Mota & Schachar,
2000). The inattentive symptoms include failing
to pay close attention to details, problems with
sustained attention, not listening when spoken to
directly, failing to complete tasks, difficulty with
organization, avoiding or reluctant to engage in
tasks requiring sustained mental effort, losing
things, being easily distracted, and forgetful in
daily activities.

Six of nine hyperactive—impulsive symptoms
must be met to confirm the hyperactive—impul-
sive aspect of the disorder. Hyperactive symp-
toms include fidgeting, having trouble remaining
seated, demonstrating inappropriate activity, dif-
ficulty engaging in leisure activities quietly, act-
ing as if driven by a motor, and talking excessively.
Impulsive symptoms include blurting out answers
before questions have been completed, difficulty
waiting for one’s turn, and interrupting others. If
in fact ADHD represents failure to develop effec-
tive self-discipline as evidenced by impulsive
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behaviors, then 3 of 18 symptoms reflecting this
phenomenon may well be a problem (Barkley,
1997). Diagnosis is made by confirming six or
more symptoms in the inattention domain, hyper-
activity—impulsivity domain, or both. An
individual may qualify for ADHD inattentive
type, hyperactive—impulsive type, or combined
type. It is important to note that the diagnosis
(Part D) requires that there must be “clear evi-
dence of clinically significant impairment in
social, academic or occupational functioning.”

OoDD/CD

In the DSM-5, ODD is described as a recurrent
pattern of negativistic, defiant, disobedient, and
hostile behavior toward authority figures. This
pattern of behavior must have lasted for at least
6 months and be characterized by frequent occur-
rence of at least four of the following: loss of
temper, arguments with adults, defiance or refusal
to comply with adults’ requests or rules, deliber-
ately doing things that annoy people, blaming
others for personal failings, touchiness, anger,
resentment, spite, or vindictiveness. In the DSM-
5, CD is described as a “repetitive and persistent
pattern of behavior in which the basic rights of
others or major age-appropriate societal norms or
rules are violated.” ODD reflects an enduring pat-
tern of negativistic, hostile, and defiant behaviors
in the absence of serious violation of societal
norms and the rights of others. Thus, children
with ODD argue with adults, lose their temper,
and are quick to anger. They frequently defy rea-
sonable requests or rules and deliberately annoy
others. They tend to blame others for their
mistakes.

CD appears to reflect an enduring set of
behaviors that evolve over time. It is character-
ized most often by significant aggression and
violation of the rights of others. The average age
of CD is younger in boys than in girls. Boys may
meet the diagnostic criteria for CD if it is going to
develop by 12 years of age, whereas girls often
reach 14-16 years before a diagnosis is made.
Three or more of the following behaviors must
occur within a 12-month period with at least one

present in the past 6 months for youth to qualify
for a diagnosis of CD: bullying, threatening, or
intimidating others, initiating physical fights,
using a weapon that causes serious harm, stealing
with confrontation of the victim, physically cruel
to others, physically cruel to animals, forcible
sexual activity with others, lying to avoid obliga-
tions, staying out overnight without permission,
stealing items of nontrivial value, deliberately
engaging in fire-setting with the intention of
causing harm, deliberately destroying others’
property, running away from home overnight at
least twice, truancy from school, and burglary.
The diagnostic protocol for CD includes two dif-
ferent types, namely, child-onset and adolescent-
onset. These are largely based on the classification
system identified by Moffitt (1993). Moffitt uti-
lized a developmental approach to distinguish
between individuals who engage in temporary
versus persistent antisocial behavior. Life-course-
persistent individuals were thought to demon-
strate risk factors such as neuropsychological
abnormalities and poor home environments, con-
tributing to their difficulty. Individuals classified
as adolescent-limited did not demonstrate these
risk factors and had no prior engagement in anti-
social behavior.

The life-course-persistent pattern might well
equate with the juvenile court characterization of
delinquency. To test her dual trajectory theory,
Moffitt examined a birth cohort of over 1000
children in New Zealand for trends in parents,
teachers, and self-reported antisocial behaviors
biennially from ages 3 to 15 years. In all, 5% of
the sample accounted for nearly 70% of stability
in crime across time. Despite these efforts at
delineation, there continues to be little consensus
as to the distinction between CD as a clinical
diagnosis and delinquency as a legal/societal
description.

DICCBDs and Delinquency

There is little consensus in defining delinquency
as a condition distinct from CD. In fact, most
professionals and lay persons use the terms CD,
delinquency, and even anti-social behavior inter-
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changeably. However, in a legal sense, a delin-
quent is defined as someone who breaks the law,
and this applies to youth as well as adults.
Tremblay (2003) suggests that the term “delin-
quent” should be used to describe youth in studies
that specifically focus upon legal issues. He sug-
gests three classes of delinquent behaviors from a
legal perspective: (1) vandalism and theft with or
without confrontation of a victim; (2) physical,
verbal, or indirect aggression, predatory or defen-
sive; and (3) status offenses of underage youth
(e.g., consuming alcohol prior to the age of 21).
Aggression alone has not always been found to
predict delinquency (Anderson et al., 1989).
These authors suggest that delinquency is best
predicted when aggression is accompanied by
peer rejection and other problems, many of which
are present in most youth with ADHD. In young
children, a combination of aggression and social
problems appears to be predictive of later drug
abuse and duress (Kellam et al., 1983). Rose
et al. (1989) suggested that early antisocial
behavior predicts more than the single well-
established developmental path that ends in
delinquency. Early signs of DBD among a pre-
school population, including tantrums, defiance,
and overactivity, predicted the diagnosis of a
DBD by mid-childhood in 67% and later delin-
quency (Campbell & Ewing, 1990). These risks
are further fueled by substance abuse (Najman,
2019).

In 2001, Moffitt and Caspi attempted to iden-
tify the childhood risk factors for life-course-
persistent delinquency. Their results with the
same 1000 individuals found that males and
females classified as life-course-persistent delin-
quents were highly similar on most risk factors
and had significantly higher levels of risk factors
than their adolescence-limited peers. With regard
to childhood risk factors, life-course-persistent
individuals demonstrated significantly a greater
risk for 21 of the 26 factors measured. In con-
trast, the risk factors reported by adolescence-
limited individuals were similar to those by their
comparison peers with no history of juvenile
court involvement on all but one of the factors
measured. Thus, youth who exhibit rule viola-
tions that are limited to their adolescent years

tended to have fewer pathological histories, per-
sonality problems, reading problems, inadequate
parenting, and broken attachments and relation-
ships than life-course-persistent delinquents.
Although Moffitt and others (Moffitt et al., 2002;
White et al., 2001) refer to both adolescence-
limited and life-course-persistent youth problems
as delinquency, it would appear that the latter
group certainly provides a better working defini-
tion of the community’s perception of the chronic,
recurrent antisocial behaviors exhibited by delin-
quents. White et al.’s (2001) extension of Moffitt’s
work demonstrated that delinquents manifested
higher disinhibition, impulsivity, and parental
hostility and lower harm avoidance and less intact
family structure than nondelinquents.

Perhaps, a distinction between CD and delin-
quency should also focus upon persistence. CD,
based upon DSM-5 field studies, tends to have an
average length of duration of 3 years. That is,
most youth meeting the CD criteria recover
within this period of time. CD may thus equate
with Moffitt’s conceptualization of adolescence-
limited delinquency. It should be noted, however,
that receiving a diagnosis of CD is not a benign
phenomenon over time. Associations between
parents and teachers report of conduct problems
at age 8, and psychosocial outcomes at age 18
report elevated rates of educational underachieve-
ment, juvenile offending, substance abuse/depen-
dence, and mental health problems even after
adjusting for social disadvantage, attention prob-
lems, and intelligence quotient (IQ) (Fergusson
& Lynskey, 1998). Furthermore, maternal
communication/problem-solving skills and fam-
ily variables (e.g., marital status, maternal
depressed mood, and interparental conflict) dur-
ing early adolescence, both independently and
interactively, predict severe delinquent behaviors
during early adulthood (Klein & Forehand,
1997).

Developmental Course

The greatest comorbidity for DICCBDs may be
with each other rather than other psychiatric con-
ditions. Comorbidity may in fact reflect the dif-
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ferentiation in what begins as unitary pattern of
disruptive symptoms. For example, Bauermeister
(1992) generated factor analytical data suggest-
ing that at 4-5 years of age, disruptive symptoms
appear to fall on a single dimension.

ADHD

ADHD appears to develop relatively early in
childhood before the other DBDs present. The
majority of children with ADHD are identified
within their first year of school. Early signs of
inattention, hyperactivity, and impulsivity in chil-
dren quickly cause impairment in multiple set-
tings, leading to problems with social relations,
self-esteem, and underachievement (Barkley
et al., 1990). Interpersonal difficulties with peers,
adults, and family members often result in rejec-
tion and subsequent social neglect due to the
inappropriate pattern of behavior resulting from
an impulsive manner of dealing with thoughts,
feelings, and others (Jiang et al., 2019; Milich &
Landau, 1981; Milich et al., 1982). Problems
with language impairment may further contribute
to poor interpersonal relations, school achieve-
ment, and developing self-regulatory patterns of
behavior (Cantwell et al., 1981; Cantwell &
Baker, 1977, 1989). In a vicious cycle, isolation
from peers due to the combined effects of ADHD
and its impact on the normal course of develop-
ment as well as other adversities leads to reduced
opportunities to develop appropriate social inter-
action, self-esteem, coping skills, academic prog-
ress, and likely resilience processes (Brooks,
1998). The academic performance and achieve-
ment problems in youth with ADHD have been
reported to be well over 50% (Fischer et al.,
1990; Semrud-Clikeman et al., 1992). Poor per-
sistence and limited motivation (Milch, 1994),
organizational deficits (Zentall et al., 1993), care-
less mistakes (Teeter, 1998), and noncompliant
behavior (Weiss & Hechtman, 1993) have all
been implicated as contributing to the pervasive
scholastic problems experienced by youth with
ADHD. Problems with independent seat work,
school performance, deficient study skills, poor
test-taking, disorganized notebooks, desks, and

reports, and lack of attention to lectures and
group discussions are consistent themes for youth
with ADHD (DuPaul & Stoner, 2003). This pat-
tern of impairment results in a variety of negative
consequences in the social arena (Coie et al.,
1982), poor test performance (Nelson &
Ellenberg, 1979), impaired working memory
(Douglas & Benezra, 1990), and poor overall
success in school (DuPaul & Stoner, 2003). As
Teeter-Ellison (2002) notes, an inability to persist
and be vigilant interferes with classroom behav-
ior, especially when tasks are repetitive or boring.
These difficulties, unfortunately, present early
and in particular when classroom expectations
require sustained attention, effort, and goal
directedness. Many children with ADHD, as
Teeter-Ellison notes, are “exquisitely attuned to
the fact that they are not performing up to their
peer group, that they are not meeting the expecta-
tions of important adults in their lives and that
they are not well liked by their peers” (p. 10).
This cycle, described by others (for review, see
Goldstein and Goldstein  (1990)), creates
increased vulnerability, limiting opportunities for
youth with ADHD to develop resilient qualities.
Self-doubt and lack of confidence, combined
with academic, social, and avocational (e.g.,
sporting activities) failure, impede self-esteem,
increasing vulnerability to conditions such as
depression and anxiety. By late elementary, many
youth with ADHD may disengage from the learn-
ing environment as a means of avoiding failure,
choosing instead patterns of inappropriate behav-
ior, preferring to be labeled misbehaving rather
than “dumb” (Brooks, 1991). Because elemen-
tary experience provides the basic foundational
skills necessary to learn, including basic achieve-
ment, study, test-taking, and organizational skills,
many youth with ADHD enter the middle school
years ill-prepared for the increasing demands of
autonomy required by the upper grades. This
then fuels their problems leading to a cycle of
increased risk for drop outs, school failure, aca-
demic underachievement and significant risk in
transitioning  successfully into  adulthood
(Cherkasova et al.,, 2021; Barkley & Gordon,
2002; Barkley et al., 1990).
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The preponderance of these data argues
strongly that symptoms of ADHD, in particular
failure to develop what can be referred to as self-
discipline, dramatically reduce positive outcomes
and thus opportunities to demonstrate resilience
in the face of these adversities (Brooks &
Goldstein, 2009). Unfortunately, this pattern con-
tinues and intensifies in the adolescent years.
What is most disturbing about the increasing
body of research about ADHD in the adolescent
years is the growing evidence of the widespread
effects of ADHD on all aspects of academic,
interpersonal, behavioral, emotional, and daily
living activities. Up to 80% of youth carrying a
diagnosis of ADHD continued to demonstrate
clinically significant symptoms into their adoles-
cent years (Barkley et al. (1990), Biederman
et al. (1996a), Weiss and Hechtman (1993)).
Even early studies examining outcomes found
only a significant minority (between 20% and
30%) of children with ADHD followed into their
adolescent years, demonstrating limited differ-
ences from controls. In all, 70% of a cohort fol-
lowed up for over 20 years demonstrated
significant academic, social, and emotional diffi-
culties relative to their ADHD (Hechtman, 1999).
The literature over the past 35 years suggests that
adolescents with ADHD demonstrate signifi-
cantly greater-than-expected presentation of
comorbid disorders that during the adolescent
years also appear to influence the development of
adverse personality styles (e.g., antisocial or bor-
derline personality disorder). Furthermore, ado-
lescents with ADHD demonstrate signs of social
disability and appear at significantly greater risk
for mood, anxiety, disruptive, and substance
abuse disorders in comparison to boys without
social disability (Morris et al., 2020; Greene
et al., 1997). In this 4-year longitudinal study of
boys with ADHD, the presence of social disabil-
ity predicted poor social and psychiatric out-
comes including substance abuse and conduct
disorder. The authors concluded that assessing
social function in adolescents with ADHD is crit-
ical to their treatment. Once again, ADHD is
demonstrated to strip away or limit the potential
to develop critical, resilient phenomena. These
include the ability to connect and maintain satis-

fying reciprocal relationships with others, achieve
in school, and maintain mental health to facilitate
resilience (Brooks & Goldstein, 2001).

OoDD/CD

Not surprisingly, with ODD and CD, less serious
symptoms tend to precede moderate symptoms,
which precede the presentation of more serious
symptoms. Preschoolers demonstrate a single
disruptive pattern of behavior often composed of
oppositional and mild, aggressive behaviors
(Achenbach et al., 1987). These findings are con-
sistent with the developmental view that ODD
usually precedes the onset of CD. The risk of
onset of CD was found to be four times higher in
children with ODD than in those without (Cohen
& Flory, 1998). Multiple authors have investi-
gated developmental pathways of these patterns
of behavior, identifying three often parallel path-
ways as (1) overt, (2) covert, and (3) authority
conflict (Kelly et al., 1997; Loeber et al., 1988,
1997). On the overt pathway, minor aggression
leads to physical fighting and finally violence. On
the covert pathway, minor covert behaviors such
as stealing from home often lead to property
damage (e.g., fire-setting) and then to moderate
to serious forms of recurrent status and criminal
behavior. On the authority conflict pathway,
problems progress from stubborn behavior to
defiance and authority avoidance (e.g., truancy
and running away). Youth often start down this
pathway well before age 12, though it is not well
understood whether aggression in preschoolers in
and of itself significantly increases the risk to
precede down one of these pathways (Nagin &
Tremblay, 1999).

Prevalence

When DSM symptoms are used epidemiologi-
cally, an incidence rate of up to 15% is found for
ADHD. In a study of nearly 500 children evalu-
ated on an outpatient basis at a children’s hospi-
tal, 15% received a diagnosis of ADHD based on
a comprehensive assessment (McDowell &
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Rappaport, 1992). Field studies for the DSM-IV
identified nearly 9% of the population as meeting
at least one of the diagnostic subtypes of ADHD
(Applegate et al., 1997). Unfortunately, the
DSM-5 field trials documented lower diagnostic
reliability than past field trials and the general
research literature, resulting in substantial criti-
cism of the DSM-5 diagnostic criteria
(Chmielewski et al., 2015).

When a careful analysis is conducted, the rate
of ADHD most likely falls between 3% and 6%
(for reviews, see Goldstein and Goldstein (1998)).
A higher incidence of ADHD as well as other
DICCBDs occurs in lower socio-economic fami-
lies. A variety of additional life variables appear
to affect the prevalence of ADHD as well as other
DICCBDs. For example, among adopted or fos-
ter families, the incidence of ADHD has been
found to be twice as high as that among other
children (Molina, 1990).

Few studies have generated consistent preva-
lence data for ODD or CD as a function of age.
Epidemiological studies estimating the occur-
rence of CD in the general population vary from
just over 3% of 10-year-olds (Rutter et al., 1970)
to almost 7% of 7-year-olds (McGee et al., 1984).
Based on a review of the existing literature,
Kazdin in 1987 suggested a range of 4-10% for
CD. The rate of ODD in the general population
has been reported to be equally high (Anderson
et al., 1987). Oppositional, negativistic behavior
may be developmentally normal in early child-
hood. However, epidemiological studies of nega-
tivistic traits in nonclinical populations found
such behavior in 16-22% of school-age children
(Loeber et al., 1991). Although ODD may begin
as early as 3 years of age, it typically does not
begin until 8 years of age and usually not later
than adolescence. In boys ages 5-8, fighting,
temper tantrums, disobedience, negativism, irri-
tability, and quickness to anger appear to decrease
with increasing age. MacFarlane et al. (1962)
found similar decreases with age for both sexes
in the prevalence of lying, destructiveness, nega-
tive behaviors, and temper tantrums. The greatest
decline in these problems appeared to take place
during the elementary years. Tremblay (1990)
reported a decline in oppositional behavior in

boys, particularly between the first and second
grades. Anderson et al. (1987) report that moth-
ers’ ratings of aggressive behavior decreased
between the ages of 5 and 11 years in children
without a reported history of psychiatric prob-
lems. In contrast, teacher-rated aggression scores
for this same group increased for children with
histories of psychiatric problems. Certain covert
disruptive behaviors such as alcohol and drug use
as well as various forms of theft appear to
increase from late childhood to adolescence
(Loeber & Schmaling, 1985). Lying, interest-
ingly enough, appears to present at all age levels
(Achenbach & Edelbrock, 1981). Furthermore,
there is little doubt that prevalence varies as diag-
nostic criteria change. For example, when com-
paring the revised third edition of the DSM with
the original third edition of the ADHD criteria,
the revised criteria were found to identify 14%
more children than the original criteria identified
(Lahey et al., 1990a). Lahey et al. (1990a) con-
cluded that boys are more likely to meet the crite-
ria for DSM definitions of CD than their female
counterparts.

Table 8.1, though a number of years old, pro-
vides an overview of risk factors that increase the
probability of youth receiving a psychiatric diag-
nosis, including DICCBDs. Although none of
these studies assess variability of problems across
situations, a consistent set of diagnostic criteria
were utilized. Furthermore, educational risk fac-
tors including lower cognitive skills, weaker aca-
demic self-esteem, lower academic achievement,
and school repetition appear to be consistently
present in youth at increased risk for emotional
and behavioral problems in these studies. Readers
will note that many of these risk factors have
been identified as those that increase vulnerabil-
ity and adverse outcomes in studies of resilience
in childhood.

Comorbidity

ADHD co-occurs with other DICCBDs as well
as multiple other developmental and psychiatric
disorders in children to such an extent that
authors have suggested subtypes of ADHD to
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Table 8.1 Other factors associated with an increased risk
for psychiatric disorders

Risk increased
Factor for
Anderson et al. | Lower cognitive | ADD, multiple
(1989) (age 11 | abilities
years) Lower Emotional, ADD,
academic “multiple
self-esteem
Lower general Emotional, ADD,
self-esteem multiple
Poor health Any
Poor peer Multiple
socialization
Family Emotional, ADD
disadvantage
Bird et al. Lower Behavioral,
(1988) (ages academic depressed
4-16 years) achievement
Poor family Depressed
functioning
High life stress | Behavioral,
depressed
Velez et al. Family Behavioral
(1989) (ages problems
9-19 years) Repeated Any
school grade
High life stress | Behavioral,
overanxious
Costello Urban (vs. Behavioral
(1989) (ages suburban)
7-11 years) Repeated Behavioral
school grade
High life stress | Any
No father in Oppositional
home
Offord et al. Family Any
(1987) (ages dysfunction
4-16 years) Repeated Behavioral
school grade
Parental Somatization
psychiatric (only boys)
problems
Parent arrested | Conduct and
oppositional
Chronic mental | Any (4-11) only
illness for hyperactivity)

Source: Costello (1989). Copyright, 1989. Used with per-
mission of the author and publisher
*ADD attention deficit disorder

include combinations of ADHD with other DBDs
(e.g., ADHD and CD) as well as with internaliz-
ing disorders (e.g., ADHD and anxiety) (Jensen
etal., 1997). ADHD coexists with other disorders

at a rate well beyond chance (Seidman et al.,
1995). As described, impulsiveness likely acts as
a catalyst, increasing the risk for development of
other problems, especially in the face of addi-
tional risk factors (e.g., familial, developmental,
educational).

Goldstein and Goldstein (1998) posit that cer-
tain events instigate or increase the probability
that ADHD will be diagnosed. These include
individual characteristics such as intellectual
functioning, biological predisposition, and physi-
cal and psychosocial environments. Events in the
school or home then either strengthen or weaken
the behavioral symptoms of ADHD. Once ADHD
is diagnosed, the risk of depression is increased
as a result of social problems, school failure, and,
possibly, the side effects of medication. The risk
for CD is increased by school and social prob-
lems as well as the presentation of antisocial role
models, which has been demonstrated as a criti-
cal risk factor.

In a review of empirical studies, Biederman
et al. (1991) attempted to define the comorbidity
of ADHD with other disorders. The authors sug-
gest that the literature supports the considerable
comorbidity of ADHD with CD, ODD, mood
disorders, anxiety disorders, learning disabilities,
and other disorders such as mental retardation,
Tourette’s disorder, and borderline personality
disorder. The qualities of ADHD may act as a
catalyst: leave them alone and they may not be
terribly aversive; mix them with negative life
events or risk factors and they appear to catalyti-
cally worsen those events and the impact they
have on children’s current and future functioning
(Goldstein & Goldstein, 1998).

In a community sample of over 15,000 14- to
18-year-old adolescents, Lewinsohn et al. (1994)
compared 6 clinical outcome measures with 4
major psychiatric disorders (depression, anxiety,
substance abuse, and disruptive behaviors). The
impact of comorbidity was strongest for aca-
demic problems, mental health treatment utiliza-
tion, and past suicide attempts; intermediate for
measures of role, function, and conflict with par-
ents; and insignificant for physical symptoms.
The greatest incremental impact of comorbidity
was on anxiety disorders and the least was on
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substance abuse. Substance use and disruptive
behavior were more common in males and
depression and anxiety in females. The effect of
comorbidity was not due to psychopathology.
The authors conclude as others have that there is
a high rate of comorbidity in adolescents referred
in clinical practice.

In clinic-referred populations, the comorbid-
ity between ADHD and CD has been reported to
be as high as 50% with an incidence of 30-50%
reported in epidemiological or comorbidity sam-
ples (Szatmari et al., 1989). Children with ADHD
and comorbid ODD and CD exhibit greater fre-
quencies of antisocial behavior such as lying,
stealing, and fighting than those with ADHD who
do not develop the second disruptive comorbid
disorder (Barkley, 1998). It has also been sug-
gested that this combined group is at greater risk
for peer rejection. These children may be
neglected due to their lack of social skills and
rejected due to their aggressive behavior.
Common sense dictates that the comorbid group
is going to require more intensive and continuous
service delivery. The comorbid group also holds
the greatest risk for later life problems. In fact, it
is likely that the co-occurrence of CD with
ADHD addresses the significant adult problems a
subgroup of those with ADHD appear to develop.
As Edelbrock (1989) noted, more predictive of
outcomes than severity of ADHD symptoms is
the development in children with ADHD of oppo-
sitional and aggressive behaviors. Environmental
consequences, including parent psychopathol-
ogy, marital discord, ineffective parenting, parent
aggressiveness, and antisocial parent behavior,
are better predictors of life outcomes for children
with ADHD than the ADHD diagnosis per se. In
fact, these factors become highly stable over time
and are resistant to change. Data also suggest that
the comorbid conditions presenting before age 10
have a much worse prognosis than if the second
behavior disorder develops after age 10 (McGee
& Share, 1988).

After careful reviews of the literature, Loeber
et al. (1991) suggest that CD and ODD are
strongly and developmentally related but clearly
different. Factor analyses indicate that distinct
covarying groups of ODD and CD can be identi-

fied but that certain symptoms relate to both dis-
orders, particularly mild aggression and lying. As
noted, age of onset for ODD is earlier than that
for most CD symptoms. Nearly all youth with
CD have a history of ODD, but not all ODD cases
progress to CD. Interestingly, in some studies,
children with ODD demonstrate the same forms
of parental psychopathology and family adver-
sity but to a lesser degree than that for CD.
Clearly, the age of onset of some CD symptoms,
specifically fighting, bullying, lying, and vandal-
ism, suggest that some youth with CD show
nearly simultaneous onset of ODD and CD.
However, the more serious symptoms of CD such
as vandalism, running away, truancy, shoplifting,
breaking and entering, rape, and assault appear to
emerge at a much later age than ODD symptoms.
Biederman et al. (1996b) generated data suggest-
ing two types of ODDs, which appear to have dif-
ferent correlates, course, and outcomes. One type
appeared prodromal for CD and the other sub-
syndromal to CD and not likely to progress into
CD in later years. Not surprisingly, the higher
risk form of ODD was characterized by a stron-
ger profile of negative, provocative, and spiteful
behavior. Recent studies have suggested that lit-
tle has changed to modify this view (Fairchild
et al., 2019; Erskine et al., 2016).

There is an extensive body of the literature
suggesting that DICCBDs and anxiety disorders
are often comorbid. Loeber and Keenan (1994)
found that CD and anxiety disorders are comor-
bid substantially higher than chance during child-
hood and adolescence.

Epidemiologically, the overlap between
ADHD and depression occurs at a level beyond
chance, with some studies suggesting an overlap
of nearly 30% (McClelland et al., 1989). While
Capaldi (1992) found that CD is likely a precur-
sor to depression in some children, Biederman
et al. (1995) questioned the psychiatric comor-
bidity among referred juveniles with major
depression. In a sample of 424 children and ado-
lescents consecutively referred to a psychiatric
facility, nearly 40% were identified with a depres-
sive disorder. They had a history of chronic
course and severe psychosocial dysfunction.
They also demonstrated a high rate of CD, anxi-
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ety disorder, and ADHD. In all, 74% with severe
major depression and 77% with mild major
depression received a diagnosis of ADHD com-
pared to 74% of the psychiatric controls and none
of the normal controls. The authors hypothesized
that major depression was more likely to be the
outcome rather than the cause of co-occurring
disorders based on an analysis of the age of
symptom onset. In this area as well, little has
changed in the past 20 years (Gnanavel et al.,
2019).

Risk Factors for Acquisition
and Exacerbation

Biological, psychological, and psychosocial fac-
tors are all posited to be risk factors for the devel-
opment of a DBD. Burke et al. (2002) considered
genetics, intergenerational transmission, neuro-
anatomy, neurotransmitters, pre-autonomic ner-
vous system, pre- and perinatal problems, and
neurotoxins as biological risk factors for the
development of a DBD. Although the evidence is
not conclusive, several studies suggest a moder-
ate genetic influence on DICCBDs. Eaves et al.
(2000) concluded that there is a high genetic cor-
relation across genders in the liability for ODD
and CD.

Several researchers, for example, Lahey et al.
(1998), have found that a history of parental anti-
social behavior disorders is associated with pre-
adolescent onset of CD. Loeber et al. (1995)
concluded that parental substance abuse, low
socioeconomic status, and oppositional behavior
are key factors in boys’ progression to CD. The
bidirectional nature of these risks continues to be
studied (Usami, 2016).

Biological Factors

Frontal lobe dysfunction has been associated
with the increased risk of violent behavior
(Pliszka, 1999). Impairments in the functioning
of the amygdala are associated with deficits in the
reading of social cues, and the connection
between the amygdala and prefrontal cortical

regions serves to aid in the suppression of nega-
tive emotions (Davidson et al., 2000).

Low levels of serotonin in cerebral spinal fluid
have been linked to aggression (Kruesi et al.,
1990; Clarke et al., 1999). Moffitt et al. (1998)
found that in men, metabolites of serotonin in a
general population sample of 21-year-olds were
related to past-year self-reported and life time
court-recorded violence. Burke et al. (2002) con-
cluded that the link between serotonin and
aggression reflects a complex relationship
between neuroanatomical and neurochemical
interconnectivity, executive brain function, and
behavioral dysregulation.

Pliszka (1999) reported that individuals with
DICCBD experienced general physiological
under-arousal. Lower heart rates have been
reported to be associated with adolescent antiso-
cial behavior (Mezzacappa et al., 1997) and pre-
dictive of later criminality (Raine et al., 1990).

Evidence exists of the contributions of genetic
factors to DICCBDs as well as the contributions
of prenatal and early developmental exposure to
toxins, other perinatal problems, and physical
damage to brain structures (Alegria et al., 2016;
Burke et al., 2002). Maternal smoking during
pregnancy has been found to predict CD in boys
(Wakschlag et al., 1997). Pregnancy and birth
complications have also been shown to be associ-
ated with the development of behavioral prob-
lems in offspring (Raine et al, 1997).
Environmental toxins such as lead have also been
implicated in the development of DBDs. Elevated
levels of lead in the bones of children at age 11
are associated with greater parent and teacher rat-
ings of aggressiveness, higher delinquency
scores, and greater somatic complaints
(Needleman et al., 1996). The psychological sub-
strates of temperament, attachment, neuropsy-
chological functioning, intelligence, academic
performance, and social cognition have all been
found to influence an individual’s propensity to
develop a DICCBD. Sanson and Prior (1999)
concluded that early temperament (specifically
negative emotionality, intense and reactive
responding, and inflexibility) is predictive of
externalizing behavior problems by late
childhood.
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Low intelligence is often considered a precur-
sor to DICCBD. However, as Loeber et al. (1991)
point out, the issue of the association between
CD, ADHD, and IQ is not well understood.
Additionally, IQ appears to be related to low
achievement and school failure, which are also
related to later antisocial behaviors (Farrington,
1995). Moreover, high intelligence does not pre-
clude conduct problems. Boys with psychopathic
characteristics, parental antisocial personality
disorder, and conduct problems were found to
have IQs equivalent to those of controls and
higher than those of boys with conduct problems
but without psychopathology and parental antiso-
cial personality disorder (Christian et al., 1997).

Psychological and Psychosocial
Factors

Several aspects of child rearing practices such as
the degree of involvement, parent—child conflict
management, monitoring, and harsh and incon-
sistent discipline have been correlated with chil-
dren’s disruptive or delinquent behaviors
(Tistarelli et al., 2020; Fricke, 1994; Wasserman
etal., 1996). Coercive parenting behaviors appear
to lead to aggressive behaviors in younger girls as
well as in boys (Eddy et al., 2001).

Fergusson et al. (1996) reported that harsh or
abusive parenting styles, such as sexual or physi-
cal abuse, significantly increased the risk of CD.
Childhood victimization of boys and girls,
including abuse and neglect, is predictive of later
antisocial personality disorder (Luntz & Widom,
1994). Peer effects also appear to be importantly
related to the potential development and mainte-
nance of DICCBD symptoms. The stability of
peer rejection in children identified as having
conduct problems is significant (Coie & Dodge,
1998; Coie & Lenox, 1994) and related to aggres-
sive responding (Dodge et al., 1990). Associations
with deviant peers appear to lead to the initiation
of delinquent behaviors in boys (Elliott &
Menard, 1996). Exposure to delinquent peers

may enhance pre-existing delinquency (Coie &
Miller-Johnson, 2001).

Disruptive behaviors among children are par-
ticularly associated with poor and disadvantage
neighborhoods (Loeber et al., 1995). Wickstrom
and Loeber (2000) found that the effects of living
in public housing countered the impact of any
individual protective factor that was present.
Specific social and economic risk factors such as
unemployment (Fergusson et al., 1997), neigh-
borhood violence (Guerra et al., 1995), family
poverty and children’s aggression, low SES, and
duration and poverty (McLoyd, 1998) are associ-
ated with antisocial behaviors. Finally, exposure
to daily stressors may add to the risk for DBDs in
children and as noted can be exacerbated by life
circumstances caused by having a DBD.

Are Some Youth with DICCBD More
Resilient Than Others?

The study of the biological bases of resilience
remains in its infancy but likely will be found to
play a role in predicting outcomes (Hofgaard
et al., 2021; Armitage et al., 2021). Traditionally,
within DICCBDs, the study of positive outcomes
has focused on the reduction of symptom severity
over time and the reduction of exposure to sig-
nificant adverse familial, educational, and envi-
ronmental phenomena. Yet, there is an increasing
interest in studying individuals who suffer from
DICCBDs, in particular CD, and manage to tran-
sition successfully into adult life despite strug-
gling through adolescence and at times young
adulthood. Stories collected by the Office of
Juvenile Justice and Delinquency Prevention
(Office of Juvenile Justice and Delinquency
Prevention, 2000, 2021) exemplify that efforts
focusing upon rehabilitation, providing mentors
and individual attention, and, most importantly,
providing youth with a second chance can and
have been demonstrated to be part of the formula
that leads to resilience.
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Enhancing Resilience in Youth
with DICCBDs: Guidelines
for Clinical Practice

What are the factors that help some youth and
adults bounce back, whereas others become
overwhelmed with feelings of helplessness and
hopelessness. Some attain success that could
have never been predicted by early life circum-
stances, finding the inner strength to overcome
obstacles in their paths. Those who find suc-
cess are viewed as resilient. Their positive out-
come in the face of adversity precisely reflects
the scientific studies that have demonstrated
positive outcomes in the face of a variety of
youth problems, including those related to
DICCBDs. A number of chapters in this vol-
ume are devoted to developing and applying a
clinical psychology of resilience. The remain-
der of this chapter provides a very brief over-
view of nine proposed guidelines beyond
standard psychology and psychiatry treatments
for youth with DICCBDs.

1. Develop strategies with these youth to help
them learn to rewrite negative scripts.
Negative scripts are those words or behaviors
that are followed day after day with predict-
able negative results.

2. Provide youth with a DICCBD opportunities
to develop stress management skills.

3. Take the time to help develop the capacity for
empathy in youth with DICCBDs.

4. Teach effective communication through mod-
eling and instruction. Effective communica-
tion includes an appreciation for both
understanding and seeking to be understood.

5. Help youth with a DICCBD accept them-
selves without feeling inadequate or like
second-class citizens.

6. Facilitate connections to others, including
providing opportunities for youth with DBDs
to help and serve as teachers for others.

7. Youth with DICCBDs view mistakes as chal-
lenges to appreciate and overcome rather than
signs of inadequacy.

8. Help every youth with a DICCBD experience
success and develop an island of competence,

an area of strength in which success is experi-
enced and appreciated by others.

9. Patiently help youth with a DICCBD develop
self-discipline and self-control.

Summary

DICCBDs encompass the most common and dis-
ruptive childhood symptom composites. Their
etiology is biopsychosocial. They affect a wide
percentage of children, often present in combina-
tion, and are catalytic in fueling a variety of
adverse outcomes. DICCBDs act to reduce pro-
tective influences, decreasing the opportunity to
develop a resilient mindset and a resilient out-
come into adulthood. As such, it is not unex-
pected that one of the many adverse consequences
of the recent worldwide coronavirus-19
(COVID-19) pandemic is an increase in the num-
bers of youth meeting the DICCBD criteria
(Bartek et al., 2021). An increasing body of
research is providing an understanding of those
protective factors that may mitigate and insulate
youth with DICCBDs. Efforts at clinically apply-
ing the qualities of resilience and strategies to
enhance a resilience mindset offer the promise of
helping youth with DICCBDs overcome the
adverse odds as they transition to adulthood.
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Depression in Children
and Adolescents

At any point in time, approximately 2-3% of
children and 6-9% of adolescents have a major
depressive disorder (Cohen et al., 1993;
Lewinsohn et al., 1993). Approximately one in
five adolescents will have had a major depressive
episode by the end of high school (Lewinsohn
et al. 1993). Anxiety disorders, which often pre-
cede and co-occur with depression, are found in
10-21% of children and adolescents (Kashani &
Orvaschel, 1990; Romano et al., 2001). It is nota-
ble that the rates of depression increase as chil-
dren enter adolescence (Hankin et al., 1998),
indicating that the transition to adolescence is a
particularly vulnerable developmental period for
depression. In addition, several studies indicate
that the rates of depression and anxiety have
increased dramatically over the past 50 years
(Klerman et al., 1985; Twenge, 2000) such that
young people today are much more likely to suf-
fer from depression and anxiety than were their
parents or grandparents.

This chapter focuses on unipolar depression,!
one of the most common types of internalizing
disorders, because our research program primar-
ily focuses on the prevention of this disorder and

"'We will not focus on bipolar disorder, or manic depres-
sion, which is relatively rare in children and which appears
to be more heavily biologically based (Hammen &
Rudolph, 2003).
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its symptoms. We will also discuss anxiety symp-
toms since there is considerable co-occurrence of
depression and anxiety among children and most
of the cognitive-behavioral risk and resilience
factors and interventions discussed here in the
context of depression also apply to anxiety disor-
ders and symptoms (Kendall, 1994).

Unipolar depression, also known as major
depression, is characterized by intense sadness or
irritability, disrupted concentration, sleep, eating,
and energy levels, and feelings of hopelessness
and suicidal thoughts. Major depression in youth
is not simply a phase of development; rather, it is
a serious psychological problem that shows sta-
bility over time and can significantly interfere
with children’s ability to function. Depressed
youth have a lowered ability to function in daily
life, with 85-87% of adolescents with depressive
disorders rated as having “major” impairments in
functioning (Whitaker et al., 1990). Moreover, a
significant portion of children with major depres-
sion continue to show depression in adulthood.
For example, Harrington et al. found that 60% of
children treated for major depression had at least
one bout of major depression in adulthood
(Harrington et al., 1990). Depression is not only
burdensome to the individual but also very costly
for society. In the United States, the yearly expen-
diture for major depressive disorder is about $43
billion, including loss of productivity, premature
death, and cost of treatment (Hirschfeld et al.,
1997).

The problems associated with depression
extend beyond those meeting the diagnostic crite-
ria for a depressive disorder. Many children and
adolescents have elevated, but subclinical, levels
of internalizing symptoms. For example, 10-15%
of middle school children may report moderate to
severe levels of depressive symptoms (Nolen-
Hoeksema et al., 1986). Research suggests that
children with high levels of depressive symptoms
experience the same kinds of difficulties as do
children with depressive disorders (Gotlib et al.,
1995). Children and adolescents who suffer from
high levels of depressive symptoms or depressive
disorders are more likely to have academic and
interpersonal difficulties. They are more likely to
smoke cigarettes, use other substances, and

attempt suicide (Covey et al., 1998; Garrison
et al., 1991). Despite the often severe concomi-
tants of depression, it is underdetected and under-
treated in adolescence—only about 20-25% of
adolescents who are clinically depressed receive
adequate treatment (Hirschfeld et al., 1997).
Given the seriousness of depression and the num-
ber of children and adolescents who experience
it, the identification, treatment, and prevention of
depression in youth have become important areas
for research.

Cognitive-Behavioral Models
of the Development of Depression

Developmental psychopathologists theorize that
depression is caused by a complex interaction of
biological, cognitive, emotional, and interper-
sonal risk factors (Sroufe & Rutter, 1984). The
focus of this chapter is mainly on cognitive and
behavioral factors involved in the development of
depression, although we acknowledge the impor-
tance of other systems and the interactions of
those systems with cognitive and behavioral sys-
tems. For example, the interpersonal risk of fight-
ing with a parent can interact with a child’s
negative cognitive style (“It was all my fault. [ am
a bad kid.”) and the presence of a biological risk
factor such as shyness or an anxious tempera-
ment to produce depression.

The Learned Helplessness Model was one of
the first cognitive—behavioral models of depres-
sion (Seligman, 1975). Seligman observed that
individuals who were exposed to uncontrollable
negative events often overgeneralized from this
experience and became passive in other situa-
tions that were in fact controllable. These indi-
viduals exhibited apathy, decreased appetite,
despair, and other symptoms of clinical depres-
sion. The experience of uncontrollable negative
events seemed to produce expectations of help-
lessness. That is, the individuals believed that
they could not control future negative events in
their lives. Seligman also observed that some
individuals seemed resistant to helplessness.
These individuals remained persistent and hope-
ful even when exposed to uncontrollable negative
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events. Further cognitive-behavioral theories
were developed to explain these individual
differences.

More recent cognitive—behavioral theories
have generally posited that a tendency to view
one’s self, the world, and the future in overly
negative ways, combined with a lack of behav-
ioral coping skills, puts one at risk for depression
and anxiety (Beck, 1976). Conversely, a realistic
thinking style and positive coping skills promote
resilience and may buffer children from internal-
izing problems. The Reformulated Learned
Helplessness (RLH) model was introduced to
explain why some people exhibit helplessness
and depression in the face of adversity, whereas
others are more resilient. According to this the-
ory, over time, people develop cognitive styles
for explaining the events in their lives. Individuals
who develop a pessimistic explanatory style attri-
bute negative events to internal, stable, and global
factors and positive events to external, unstable,
and specific factors (Abramson et al., 1978).
More recently, the hopelessness theory of depres-
sion has posited that a pessimistic explanatory
style is one of three cognitive styles that can lead
to depression. The others are the tendency to
view the self as flawed and deficient following
negative events and the tendency to catastrophize
the consequences of negative events (Abela,
2001; Abramson et al.,, 1989). Taking the
Reformulated Learned Helplessness and
Hopelessness theories together, an adolescent
with a hopeless cognitive style who fails a math
test might think to him- or herself “Math is
impossible,” “I’m stupid,” or “I’m never going to
do well.” Following a success, this adolescent
might think “that was lucky” or “the test was
easy.” These patterns of thoughts lead to helpless-
ness (the student expects failure to continue and
believes that there is nothing he or she can do to
improve performance). When this kind of inter-
pretive style is used to explain multiple events
over time, it can lead to a more generalized sense
of helplessness, which, in turn, leads to passivity,
hopelessness, and despair. Numerous studies
have linked a pessimistic or hopeless interpretive
style to depression in adults and children (for
reviews, see Abela and Hankin (2008), Gladstone

and Kaslow (1995), Robins and Hayes (1995),
Sweeny et al. (1986)).

Other interpretive styles and problem-solving
deficits have also been implicated in the develop-
ment of depression. For example, Quiggle et al.
(1992) found that depressed children show a hos-
tile attributional bias; that is, they tend to see the
actions of others as hostile, even when the action
is actually ambiguous. This may help explain the
overlap between depression and conduct disorder
that is often seen during adolescence (Rhode
etal., 1991). In addition to difficulties with inter-
preting social cues, depressed children may also
lack behavioral skills for coping with social situ-
ations and regulating emotions (for a review, see
Kaslow et al. (1994)). For example, Altmann and
Gotlib (1988) found that depressed fourth- and
fifth-grade children spent more time alone and
had higher numbers of negative interactions with
peers in their school playground than did their
nondepressed classmates. Longitudinal research
indicates that reliance on maladaptive coping
strategies increases the risk for depression. For
example, children and adolescents with rumina-
tive response styles (who dwell on negative emo-
tions and negative experiences) are at an increased
risk for depression (Abela et al., 2007; Abela &
Hankin, 2011). In contrast, children and adoles-
cents who engage in problem-solving or adaptive
coping are at a lower risk for depression (Abela
et al., 2007; Auerbach et al., 2010).

Developmentally, cognitive—behavioral fac-
tors associated with depression appear to become
more important as children mature and become
more cognitively sophisticated. In early child-
hood, occurrences of depression are relatively
rare and tend to be reactions to overwhelming life
events, such as the loss of a caregiver or a pro-
longed period with inadequate caregiving (e.g.,
Bemporad, 1994; Spitz, 1946). As children
mature, depression occurs at higher rates and
increasingly involves cognitive interpretations of
events (Garber & Flynn, 1998; Garber et al.,
1990). By middle childhood, pessimistic explan-
atory styles can be reliably measured and are
related to symptoms of depression (e.g.,
Blumberg & Izard, 1985; Nolen-Hoeksema et al.
1992). The increases in abstract thinking, self-
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consciousness, and thinking about future possi-
bilities that occur in adolescence can intensify
pessimistic explanatory styles, helpless expecta-
tions, and, in turn, depressive symptoms. Socially
and biologically, adolescents face a number of
transitions, including physical changes associ-
ated with puberty, changes in peer and family
relationships, and changes in school structure
from elementary school to middle school (Eccles
& Midgley, 1990; Petersen & Hamburg, 1986).
These events are often quite stressful and require
adolescents to utilize resilient coping and
problem-solving strategies. Children who enter
adolescence without solid problem-solving skills
can be at an increased risk for depression.

Cognitive-Behavioral Therapies
for Depression in Children
and Adolescents

Cognitive-behavioral therapies for depression
and anxiety target cognitive styles and problem-
solving skills. Clients are taught to identify their
negative interpretations, to consider the evidence
for and against these interpretations, and to gen-
erate alternative interpretations that are more
realistic. Additionally, clients are often taught
specific coping and problem-solving skills,
including relaxation and assertiveness techniques
(e.g., Beck et al., 1979).

Several studies have demonstrated the efficacy
of cognitive—behavioral therapies in treating
depression in adults (e.g., Elkin et al., 1989).
More recent research indicates that cognitive—
behavioral therapies can be effective in treating
depression in children and adolescents (for a
review, see Weisz et al. (2006)). For example,
Lewinsohn et al. developed a cognitive—behav-
ioral group treatment for depressed adolescents,
which focuses on decreasing automatic negative
thoughts, increasing engagement in positive
activities, and enhancing behavioral coping skills
and interpersonal skills (Lewinsohn et al., 1990,
1996). Lewinsohn et al. tested this program both
with and without a complementary parent train-
ing program and found that both forms of the
program decreased depression significantly more

than a wait-list control. Similar cognitive—behav-
ioral therapies have also been successful in treat-
ing anxiety disorders in children (e.g.,
Flannery-Schroeder & Kendall, 2000; Kendall,
1994; Muris et al., 2002).

Cognitive-Behavioral Prevention
of Depression

There is growing evidence that cognitive—behav-
ioral techniques can be effective in preventing
depression as well as in treating it. For example,
adults treated with cognitive—behavioral therapy
are less likely to experience a recurrence of
depression than are adults treated with medica-
tion (Shea et al., 1990). Additionally, several cog-
nitive—behavioral interventions have shown
promise in preventing depressive symptoms or
depressive disorders in adults and children (see
Cjuipers et al. (2008), Horowitz and Garber
(2006), Stice et al. (2009)). The intervention with
the best results to date was developed by Clarke
et al. (1995). Clarke et al. evaluated their preven-
tion program with 13- to 18-year-olds with high,
but subclinical, levels of depressive symptoms.
Adolescents who participated in this intervention
were significantly less likely to develop depres-
sive disorders than were controls (Clarke et al.,
1995, 2001; Garber et al., 2009).

The Penn Resiliency Program

Our research group has developed a cognitive—
behavioral intervention, the PRP, for younger
adolescents. The PRP has 12 90-min intervention
sessions designed to be delivered by school coun-
selors and teachers who are trained and supervised
in intervention delivery. The techniques we used
have been adapted from adult cognitive—behav-
ioral therapy (Beck, 1976; Beck et al., 1979;
Ellis, 1962) and are incorporated into many other
intervention programs. Our emphasis is on help-
ing students use their skill sets to improve their
problem-solving and to enhance their ability to
navigate the daily stressors of life as well as to
bounce back from major setbacks such as paren-



9 From Helplessness to Optimism: The Role of Resilience in Treating and Preventing Depression in Youth 165

tal loss or divorce. In this section, we describe
several techniques included in the PRP, which
may be especially important for building and pro-
moting resilience and for preventing anxiety and
depression.

Based on our work, and the resilience litera-
ture more broadly, we have identified seven key
intrapersonal factors or abilities that appear to
increase overall resilience (see Reivich and
Shatte (2002) for a full description of these fac-
tors). We will show how the skills of the PRP
impact each of these abilities (see Table 9.1).
Briefly, the seven abilities are as follows: (1)
emotion regulation—being able to identify, label,
and express emotions and control emotions when
it is appropriate to do so; (2) impulse control—
the ability to identify impulses and resist impulses
that are counterproductive to the situation at hand
or to long-term goal attainment; (3) causal analy-
sis—being able to identify multiple and accurate
causes of problems; (4) realistic optimism—
thinking as optimistically as possible within the
bounds of reality; (5) self-efficacy—being confi-
dent in one’s ability to identify and implement
coping and problem-solving skills that are well
suited to the situation; (6) empathy—being able
to accurately identify and connect with the emo-
tional states of others; and (7) reaching out—
being comfortable and willing to connect with
others in order to deepen one’s relationships and
gain support through difficult times.

The PRP builds on the ABC model developed
by Ellis (1962), which suggests that different

Table 9.1 Summary of the PRP skills and the resilience
abilities targeted

PRP skill Resilience ability targeted

ABC Emotion regulation and
empathy

Explanatory style Realistic optimism and
causal analysis

Self-disputing Self-efficacy

Putting it in perspective | Realistic optimism and
self-efficacy

Goal setting Impulse control

Reaching out

Assertiveness and
negotiation

Decision-making Self-efficacy, impulse

control, empathy

people feel and respond differently to the same
event because of their idiosyncratic beliefs about
those events. In Ellis’s model, A stands for an
activating event. The A’s are not the direct cause
of the consequences (C’s, emotions and behav-
iors) that we experience. Rather, according to
Ellis, it is our thoughts and beliefs about the event
(our B’s) that mediate the effects of events on our
behaviors and feelings. We teach adolescents in
our program how to identify the link between
their thoughts and feelings/behaviors, and, in this
process, they come to understand that their belief
systems may not be wholly accurate. Practicing
ABC is particularly important for children and
adolescents who are struggling with anxiety and
depression issues because it serves as the first
step toward changing the beliefs that are fueling
their maladaptive emotional reactions. More gen-
erally, the ABC model helps build emotion
awareness, a central component of emotion regu-
lation, because through the use of this skill, ado-
lescents practice identifying their emotional
reactions, differentiating among emotions, and
assessing the intensity of the emotion that they
feel. In addition, we believe that this skill helps
promote empathy by helping adolescents learn
how to anticipate, identify, and label the emo-
tions that others experience in a variety of com-
mon stressors and adversities.

We first teach students the ABC model with
three-panel cartoons. In some instances, they are
presented with an adversity and the emotional
consequences and they must fill in a thought bub-
ble with a belief that fits the logic of ABC. In oth-
ers, they are provided with the adversity and the
character’s beliefs and they must identify the
emotional reaction that the belief would likely
generate. For example, in one cartoon, the first
frame depicts a student being yelled at by a
coach. The third frame has an illustration of the
student feeling extremely sad. The adolescents
are asked to identify what the boy is feeling and
then to suggest what he might be saying to him-
self that is causing him to feel that emotion (e.g.,
“I’'m never going to be good enough” or “T stink
at sports,” etc.). Once the students are able to
accurately link B’s and C’s in the cartoon work-
sheets, they practice identifying their own self-
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talk in current problem situations and the
emotions and behaviors generated by that self-
talk. We have found that it is helpful to the ado-
lescents to liken their B’s to an internal radio
station (one that plays nothing but you, you, you
24/7) and we help them turn the volume of this
radio station up so that it is loud enough for them
to hear what it is they are saying to themselves,
particularly during times of adversity or stress. In
so doing, the adolescents become more aware of
their beliefs as well as the effect that their beliefs
have on their mood and behavior. We emphasize
that negative emotions are not “bad”—that
instead, they are a healthy part of life and serve
an important function from an evolutionary per-
spective. We also make clear that the goal is not
to eradicate all negative emotions from one’s life.
Rather, we guide the students in thinking about
whether they tend to overexperience certain emo-
tions and to identify the patterns in their thinking
that might be leading them to experience one
emotion much more frequently than others.

The ABC skill provides a glimpse into one’s
thoughts or beliefs during a particular activating
event. Although this is useful, it is also important
that the adolescents begin to observe patterns in
how they think about the events in their lives. It
has been well documented that our automatic
thoughts are influenced by our styles (or sche-
mas) of processing information, which, to some
degree, predetermine our responses to any given
event. Our goal is to help the adolescents detect
patterns in their thinking and emotions that may
be counterproductive for them. As one seventh-
grade boy put it, “I never really thought about
how much of the time I feel embarrassed. I guess
I kind of thought all kids feel embarrassed all the
time. Now I’m starting to see that maybe I don’t
have to feel this way so much; that maybe I'm
worrying too much about what other kids are
thinking of me—when they probably aren’t even
thinking about me!”

One example of a style or schema is the
explanatory style, our habitual and reflexive way
of explaining the events in our lives (Abramson
et al., 1978). We teach adolescents to identify
their explanatory style (using the terms “me ver-

99 <

sus not me,

EEINTS

always versus not always,” “every-

thing versus not everything”) and, most
importantly, to question the accuracy of their
beliefs. Although pessimistic explanations tend
to lead to helplessness, depression, and anxiety,
our goal is to teach the students how to think
accurately about the causes and implications of
the problems they face, not to swap a pessimistic
style for an optimistic one. This reattribution
training specifically targets realistic optimism
and causal analysis. Our aim is to help students
think more flexibly about the multiple and varied
causes of problems, instead of merely replacing
negative thoughts with “happy thoughts.” In fact,
some of the adolescents we have worked with
have had explanatory styles that were too opti-
mistic. These adolescents believed that others
were always to blame for their problems and that
they had complete control to change any aspect
of a situation that they did not like. We helped
these students understand how this extremely
optimistic view might actually be hindering their
resilience and problem-solving rather than bol-
stering it.

We call this skill of generating more accurate
beliefs “self-disputing.” Adolescents are guided
in using the three dimensions of explanatory style
for generating other ways of understanding the
causes of the event. In essence, we help them
“think outside the box™ that their explanatory
style puts them in. For example, if they tend to be
overly internal, they are encouraged to generate
plausible explanations about how other people or
circumstances contributed to the problem.
Similarly, if their explanations indicate that they
believe the causes of the problem are wholly
unchangeable, they are encouraged to think about
other explanations that focus on more change-
able, controllable, and temporary causal factors.
We have found that using the knowledge of one’s
explanatory style in the process of generating
alternatives is quite important. When students are
not aware of their tendency to explain the causes
of events in a set pattern, the alternatives they
generate tend to fall within their pattern rather
than become more inclusive. So, an adolescent
who tends to be highly external can generate four
alternatives to the belief “I fought with my par-
ents because they are too strict,” but the alterna-
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tives are each as external as that initial belief (for
example, “They’re old-fashioned,” “They don’t
understand me,” “They’re control-freaks,” etc.).
There are several problems with this, none the
least of which is that this process serves to rein-
force the adolescent’s style rather than broaden it.

After the students have generated alternative
beliefs, they are taught how to use evidence to
determine which beliefs are most accurate and to
identify potential solutions that their new, richer
understanding of the situation affords them. We
have found that self-disputing is a powerful tool
for overcoming the negative beliefs that often
fuel hopelessness and depression, and we believe
that the process of self-disputing increases ado-
lescents’ self-efficacy because they have learned
a skill that enables them to more effectively solve
problems. As we often tell the participants in our
program, you cannot solve a problem until you
know what caused it.

The PRP also teaches a skill called “putting it
in perspective,” which can be used when beliefs
are about the implications of an activating event
or what we call “what-next” beliefs. At this point
in the program, we begin to focus on beliefs
about the future rather than on beliefs about the
causes of problems. Like self-disputing, putting
it in perspective helps students view their future
with greater realistic optimism, and it also
increases their self-efficacy for dealing with
anticipated negative events. We have found this
skill to be particularly helpful for children and
adolescents who are at risk for depression and
anxiety because, as ABC predicts, catastrophiz-
ing is often the consequence of unrealistic beliefs
about the likelihood of horrible things happening
in the future. For adolescents prone to anxiety,
small problems are seen as insurmountable and
dreaded outcomes are feared.

Putting it in perspective encourages adoles-
cents to identify and list their worst-case thoughts
about the implications of adversity. By getting
these thoughts out of their heads and onto a piece
of paper, the adolescents begin to have distance
from their beliefs and are better able to start con-
sidering the likelihood of the feared events. These
thoughts tend to come in chains of ever-increasing
severity; for example, imagine a student who

does not get asked to a school dance. “If I don’t
get asked to the dance then everyone will talk
behind my back. If they’re all talking about me,
then I’ll become the joke of the school and every-
one will make fun of me. If that happens I’ll have
to switch schools because I'll never be able to put
it behind me. But if I switch schools, then I'll be
the new kid and the outcast at that school too!”
The causal link between not getting asked to a
dance and becoming a social outcast across
schools is extremely weak, but the connection
from link to link seems more plausible, particu-
larly for the anxious adolescent.

To stop the process of catastrophizing, we
guide children out of their dreaded fantasy by
teaching them to estimate the probability of each
link, given that only the initial adversity (not
being asked to the dance) has occurred.
Participants are then taught to generate equally
improbable best-case scenarios (for example,
“Everyone will realize that the mailman made a
mistake and failed to deliver an engraved invita-
tion to the dance from the most popular boy”).
This step is important because the very silliness
of the best-case scenario helps jolt the adolescent
out of his or her catastrophic thinking and tends
to lower anxiety and increase positive affect. The
next step is to use worst-case and best-case sce-
narios as anchors to arrive at most likely out-
comes. Once the most likely outcomes have been
identified, the adolescents are taught to develop a
plan for dealing with them. The skill of putting it
in perspective not only reduces adolescents’ anx-
iety but also helps them develop strategies for
dealing with the real-world outcomes of the prob-
lems they face—and thus increases optimism and
self-efficacy. In PRP we also teach goal setting, a
skill that is important for all adolescents and par-
ticularly valuable for those who feel pessimistic
or hopeless about their futures. Adolescents who
learn to set obtainable goals and to develop plans
for reaching their goals have developed a valu-
able system for combating the impulsiveness that
can undercut their resilience. In PRP, we teach
realistic goal setting and the “one-step-at-a-time”
technique for making large projects more man-
ageable by breaking the projects into doable
steps. We also help adolescents identify beliefs
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that can fuel procrastination or impulsiveness and
derail them from their plan, and we apply the
skill of self-disputing to test the accuracy and
usefulness of these beliefs.

The PRP also includes assertiveness and nego-
tiation training. We have found that these skills,
particularly assertiveness, help adolescents feel
more hopeful about approaching others with their
concerns, needs, or requests. From a resilience
perspective, assertiveness helps foster reaching
out by helping adolescents connect with others in
ways that will maximize the likelihood that their
needs will be heard by others. Because
depression-prone adolescents often underesti-
mate the likelihood that a situation can be
improved, they tend to respond to interpersonal
problems with passivity. In PRP, we first apply
the skills of self-disputing and putting it in per-
spective to beliefs that fuel passivity such as:
“She won’t listen to me anyway’” or “If I ask her
to stop she’ll think I’'m a nag.” Other adolescents
often have beliefs that fuel aggressiveness, such
as: “The only way to get respect is to come on
strong” or “If I don’t fight for what I want, no one
will listen to me.” Regardless of whether the ado-
lescent is relying on the passive or aggressive
interaction style, our goal is to help the adoles-
cent evaluate how well the strategy is working
and to challenge the beliefs that may be fueling
counterproductive behaviors. In addition, we
make it explicitly clear that speaking up and ask-
ing for help is a valuable coping strategy that is
helpful when dealing with adversities and
traumas.

After the adolescents have challenged the
beliefs that fuel their nonassertive behaviors, we
teach them a four-step approach to assertive-
ness. This skill is particularly challenging for
adolescents—especially those feeling hope-
less—so we include assertiveness practice in
many of the sessions. We have found that many
adolescents are initially reluctant to practice
assertiveness but that with practice they find
assertiveness to be one of the most useful and
potent skills they have learned in the program.
Given their initial reluctance, it is important to
continue to identify their beliefs about trying
the skill and to help them use the basic cognitive

skills of the program to challenge any pessimis-
tic beliefs.

We also teach decision-making and creative
problem-solving as part of the PRP skills. Both
skills work to increase students’ self-efficacy,
optimism, impulse control, and empathy. As with
assertiveness and “one step at a time,” our goal is
to first identify those beliefs that might be push-
ing the adolescent toward counterproductive and
nonresilient decisions or solutions. Once students
are able to evaluate the accuracy and usefulness
of these beliefs, we then provide them with
decision-making and problem-solving models. In
both decision-making and creative problem-
solving, we emphasize the importance of slowing
the process to make sure that they are not respond-
ing impulsively. We guide them in identifying
their goals, gathering thorough information about
the situation, and then work with them to gener-
ate a series of possible routes to achieve the goal.
We also help them consider the plusses and
minuses associated with each potential decision,
both from a time perspective (short term versus
long term) and a self—other perspective (How will
this affect me? How will this affect the other peo-
ple in the situation?). By focusing on how their
decisions and solution strategies can affect oth-
ers, we help them build empathy for the other
people involved in the situation. As the students
start to see real-world differences in their ability
to handle difficult, complex situations, we hear
them share stories about increased confidence,
greater hope for the future, and a sense of feeling
more in control of their actions.

Penn Resiliency Program Findings

In our initial studies of PRP, we evaluated it as a
depression prevention program among students
who reported higher-than-average symptoms of
depression, family conflicts, or both. Students
who participated in the intervention were com-
pared with a matched control group. Our find-
ings indicated that the intervention improved
explanatory styles and that this effect lasted
3 years following the intervention. The inter-
vention group also reported lower levels of
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depressive symptoms through 2 years of follow-
up, and the group members were less likely than
were controls to report moderate to severe levels
of depressive symptoms (Gillham & Reivich,
1999; Gillham et al., 1995). Yu and Seligman
(2002) replicated these findings through
6 months of follow-up with a sample of Chinese
school children. Roberts et al. (2003) attempted
to replicate these findings with 11-13-year-olds
in rural Australia who reported elevated depres-
sive symptoms. In this study, PRP significantly
reduced anxiety symptoms but not depressive
symptoms relative to a standard health curricu-
lum. We are continuing to evaluate PRP as an
intervention for high-risk participants. However,
we have also begun to evaluate PRP as a univer-
sal intervention, an intervention that is offered
to all students regardless of risk level. We
believe that the cognitive and problem-solving
skills covered in PRP are important for increas-
ing resilience more generally and are beneficial
to most children. In support of this, a recent
meta-analytic review of PRP studies has found
significant benefits of PRP when tested with
both  high-risk and universal samples
(Brunwasser et al., 2009). In addition, in some
studies, we have found that PRP prevents
depressive symptoms in children with low levels
of symptoms (as well as in children with high
levels of symptoms) (Gillham et al., 1995),
although findings have not always been consis-
tent. For example, Cardemil et al. (2002) evalu-
ated the PRP as a universal program for
inner-city students. In an inner-city Latino sam-
ple, PRP participants reported significantly
fewer symptoms than did controls following the
intervention. However, in an inner-city African-
American sample, depressive symptoms fell
dramatically in both the intervention and control
groups, and the difference between the groups
was not significant. Pattison and Lynd-Stevenson
(2001) evaluated PRP as a universal interven-
tion with children in rural Australia. They found
that PRP did not significantly reduce depression
or anxiety relative to a control group. However,
this study followed a very small sample, which
may have limited the researchers’ ability to find
effects. Our research group is currently con-

ducting further evaluations of PRP that focus on
ways to boost the intervention’s effectiveness.

Including Parents in Resilience
Training

One of the ways we are enhancing the PRP is by
including parents in the intervention. Depression
in youth can be best prevented by interventions
that include parents. Children of depressed par-
ents are at greatly increased risk for depression
themselves (Downey & Coyne, 1990). The link
between parental and child depression appears to
be due to several factors that tend to co-occur or
result from parental depression but also can occur
in parents who are not depressed. Parents who are
depressed have been found to have fewer positive
interactions with their children (Field, 1984).
Depressed parents are also more likely to display
and model negative interpretive styles and pas-
sive or maladaptive coping skills. When parents
give pessimistic explanations for events in their
own lives, children can adopt these same types of
interpretive patterns when confronting problems
of their own. They might expect that negative
events will be long-lasting and difficult or impos-
sible to overcome. When parents give pessimistic
explanations for child-related events (for exam-
ple, “You failed the test because you’re lazy”™),
children can internalize these explanations and
view and interpret future adversities through a
similar lens. Garber and Flynn (2001) found that
children’s explanatory styles are correlated with
their parents’ explanatory styles, particularly par-
ents’ explanatory styles for child-related events.

The Penn Resiliency Program for Parents
(PRP-P) was designed with two major goals in
mind: (1) to increase the parents’ overall resil-
ience by teaching them the core skills of PRP
(adapted for adults) and (2) to teach parents how
to model the skills effectively in their children
and to coach their children in the skills taught in
PRP. The PRP-P meets for six 90-min sessions,
facilitated at schools by school guidance counsel-
ors, social workers, and psychologists who have
been certified through a 30-h training program
with senior members of our research team.
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The sessions comprise two components. The
first, and central, component focuses on teaching
the parents how to use the skills in their own
lives. Parents discuss adversities ranging from
professional issues to marital issues to specific
challenges confronted by parents with children at
risk for depression. The second component
addresses how to model/coach the skills with
their own children. Our emphasis here is on help-
ing parents observe ‘teachable moments” and
help them become comfortable sharing their own
practicing of the skills in ways that are both
appropriate  and  nonintrusive  for their
adolescents.

The first five sessions of PRP-P are devoted to
the core cognitive resilience skills: ABC (the link
between thoughts and feelings/behaviors); self-
disputing (challenging inaccurate beliefs), put-
ting it in perspective (challenging catastrophic
beliefs), real-time resilience (disputing counter-
productive beliefs in real time), and assertive-
ness. The final session is devoted to reviewing the
skill set, reinforcing ways to effectively promote
the skills in the context of the family, and identi-
fying upcoming stressors and the skills that could
be used to deal with them.

We conducted a small pilot study of the com-
bined parent and adolescent PRP intervention.
Forty-four middle school students and their par-
ents were randomly assigned to the combined
intervention or a control condition. Students who
were assigned to the intervention condition par-
ticipated in the PRP for adolescents; their parents
participated in the PRP for parents. Results indi-
cated that the combined intervention prevented
depression and anxiety symptoms through the
I-year follow-up. Findings were particularly
strong for anxiety; controls were almost five
times more likely than were intervention partici-
pants to report moderate to severe levels of anxi-
ety (Gillham et al., 2006). Although promising,
these findings should be interpreted with caution
since this was a pilot study with a very small
sample. We are currently conducting a large-
scale evaluation of the PRP for parents as an
added component to PRP.

Surprisingly, only a few other programs have
attempted to prevent depression or anxiety by

including parenting components. The results of
other programs have also been positive. Beardslee
et al. (1997) developed an intervention for fami-
lies in which one or both parents suffered from
unipolar or bipolar depression. The major goal of
the intervention was to educate parents about the
effects of depression, to improve family commu-
nication, and to increase children’s understand-
ing of parental depression so that they would be
less likely to blame themselves for parental
symptoms and behaviors. Beardslee et al. found
that the participants in the family intervention
reported improved communication relative to
participants in a lecture intervention condition.
Children in the family intervention reported a
greater understanding of parental depression and
greater global functioning. Children in the family
intervention were less likely than were those in
the lecture intervention to develop depressive dis-
orders, although this difference was not statisti-
cally significant. Dadds et al. (1997) found that a
cognitive—behavioral school-based intervention
that included a parent component was effective in
preventing anxiety in children and adolescents.
Recently, Compas et al. have found that their
cognitive—behavioral family-based prevention
program significantly reduced depression and
anxiety symptoms in children and adolescents
(Compas et al., 2009).

Discussion, Limits, and Future
Directions

Making Interventions More Powerful

Research on the psychological interventions that
treat and prevent depression and anxiety has
identified several promising interventions.
However, intervention success rates are often far
from ideal. Although effective for many partici-
pants, a sizable minority of participants in cogni-
tive—behavioral therapy do not improve
significantly. For example, in a large study on
therapy for depression, 65% of depressed adults
who were treated with cognitive—behavioral ther-
apy showed a full improvement in symptoms, but
35% continued to show fairly high levels of
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depression even after completing the intervention
(Elkin et al., 1989). Similarly, some participants
in prevention programs develop clinical depres-
sion or anxiety, despite efforts in the program to
promote resilience. Future research should focus
on strengthening interventions and making them
effective for more people.

One way to strengthen the effects of interven-
tions is to incorporate other parts of the adoles-
cent’s world as targets of interventions.
Historically, psychological treatments have
focused on the individual child or adolescent.
However, children’s lives are imbedded within
the family, school, peer, and neighborhood sys-
tems (Bronfenbrenner, 1986). Thus, it is impor-
tant to understand how resiliency is built within
family systems and larger communities. In the
PRP intervention, initial findings suggest that
providing an intervention for parents in addition
to the adolescent groups can be an effective way
to increase the effectiveness of the intervention.
In addition, efforts could be made to incorporate
interventions into the larger community through
neighborhood programs or school-wide pro-
grams that work to create more positive relation-
ships and more hope for communities as a whole.

Universal Versus Targeted
Interventions

One of the debates within the prevention litera-
ture concerns the feasibility and effectiveness of
targeted versus universal interventions. Targeted
interventions, like Clarke et al.’s (1995) preven-
tion program and our initial evaluations of PRP
discussed earlier, are provided to at-risk partici-
pants, such as those with elevated levels of symp-
toms. In contrast, universal interventions are
administered broadly to the entire population
regardless of the risks involved. In general, the
effects for the average participant are larger in
targeted interventions than those in universal
interventions. This is because targeted interven-
tion participants are more likely to develop a dis-
order or problem and, thus, there is greater room
for change in each individual. However, universal
interventions that have small effects for the aver-

age participant can have large effects for society
(Offord, 1996).

Over the past decade, we have come to believe
that cognitive—behavioral interventions, like the
PRP, can have important applications as universal
interventions. The shift in our thinking is reflected
in the change to the name of the program, from
the Penn Prevention Program to the PRP. All
children and adolescents encounter challenges
and stressful events in their lives. Most of the
skills covered in PRP and other programs are
useful for responding to these day-to-day chal-
lenges as well as more serious events that chil-
dren encounter. These cognitive—behavioral skills
(e.g., thinking realistically about problems, per-
spective taking, considering a variety of solutions
to a problem, considering consequences when
making decisions) overlap with competences that
are discussed in the resilience literature (e.g.,
Brooks & Goldstein, 2002). Some of these skills
are also taught in problem-solving programs and
interventions designed to reduce or prevent
aggression, substance abuse, and other maladap-
tive behaviors (Caplan et al., 1992). Interventions
that incorporate these skills should be relevant to
most students and could have effects on a variety
of positive and negative outcomes. We believe
that the development and evaluation of such
broad-based interventions will equip children to
respond resiliently to the challenges that they will
no doubt encounter in their future.
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Introduction

The Concept of Self-Control
and ADHD

Self-control has been a pervasive idea in develop-
mental psychology. At a neurocognitive level, the
organism’s control (or lack of it) over its own
responsiveness to stimuli has been regarded as a
central topic in attention/executive function
research and attention deficit (e.g., Taylor, 1995).
Behavioral control is a more complex idea:
clearly, a planned and rule-governed organization
of activity can have many advantages and has
arguably been a crucial acquisition in the evolu-
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tion of man. Emotional control relates to the idea
that it is adaptive to moderate the immediate
affective reaction and to respond in a willed and
deliberate rather than a passionate fashion.

Self-control and its absence are appealing
concepts for explaining a wide variety of psycho-
pathological presentations. Impaired self-control
can be seen as a risk for nearly all the disorders
presenting with unruly or undesirable behavior—
hyperactivity, attention deficit, impulse disorders
such as gambling, bulimia, or kleptomania, sub-
stance abuse, oppositional and conduct disorders,
and the complex tics of Tourette disorder
(Strayhom Jr., 2002a); or it can be seen as a part
of those disorders or the result of them. The abil-
ity to control oneself can be seen as a protective
factor in an even wider range of disorders—either
because one can use self-control to avoid acquir-
ing even greater developmental risks, such as
substance abuse, or because the ability to control
oneself is a necessary condition for the success of
some forms of treatment, such as cognitive ther-
apy (Strayhom Jr., 2002b).

This widespread use of the idea already points
to a difficulty. If the idea is applicable to so many
sorts of problem, perhaps it should not be seen as
an explanatory concept, but rather as a somewhat
nonspecific description. There is a certain circu-
larity in it: if the only evidence needed for poor
behavioral self-control is the presence of undesir-
able behavior, then it cannot also be used to
explain that behavior. It constitutes, in effect, a
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theory about the cause of behavior disorders. In
this case, independent evidence for its presence is
essential. Operational definitions have been hard
to achieve. The difficulty is akin to that inherent
in the closely related idea of the will: if an act is
caused by a volition, what causes the volition?

When considered as a theory of cause, then
impaired self-control must compete with others.
Consider a group of children in a classroom who
are behaving riotously. Some may be doing this
in a planned and wilful fashion; for instance, they
may prefer to impress their peers rather than
please their teacher. This may be regrettable, but
it is not uncontrolled; it is a different organization
rather than a lack of organization. Others may
have no idea that they are infringing serious
expectations; their egotism is so great that they
are following their own inclinations without
regard to the reactions of others. Another child
would, in reflecting on it, realize that his or her
interests would better be served by being less
unruly; but the child either will not or cannot take
the time to reflect and translate the understanding
into action. It is this latter child who could be
described as ‘lacking in self-control” or ‘impul-
sive’ or ‘lacking in inhibition’; but it is not an
operational definition of behavior—rather, it is
based on inferences about the current and other
possible states of mind.

In this chapter, we will focus on the most
clearly operationalized behaviors that can be
seen as evidence for impaired self-regulation:
overactivity and impulsiveness. Within this nar-
row operationalized definition, attention deficit
hyperactivity disorder (ADHD) represents a clas-
sic paradigm. ADHD is characterized by age-
inappropriate  levels  of  inattentiveness,
hyperactivity, and impulsivity, with an onset in
early to middle childhood. We describe the
behaviors as they have emerged from observa-
tional studies and briefly summarize a large lit-
erature on their neurocognitive basis, which has
suggested an altered function of brain structures
involved in self-organization. The outcome stud-
ies will then be reviewed, to the effect that the
resulting behavioral changes are indeed a risk
factor for later psychological adjustment. This
leads to a consideration of the factors that can

promote resilience in the face of this risk, includ-
ing what can be achieved by treatment.

Core Problems in ADHD, DSM-5
and ICD-11 Revisions

In ADHD, symptoms and impairments should be
persistent over time and pervasive across set-
tings. Inattentiveness denotes a reduced length of
time spent on a task or toy; an increase in the
number of orientations away from a centrally
presented task; and more rapid changes between
activities (Dienske et al., 1985; Milich et al.,
1982). Overactivity implies an excess of move-
ments, and this cannot be simply reduced to
impulsiveness or inattentiveness (Porrino et al.,
1983). Impulsivity means acting without reflec-
tion, and it can be conceptualized as over rapid
responsiveness, sensation seeking, excessive
attraction to immediate reward, aversion to wait-
ing, and a failure to plan ahead.

DSM-5 and DSM-5-TR classification of
ADHD (DSM-5, 2013; DSM-5-TR, 2022) con-
tains three presentations: (1) predominantly
inattentive; (2) predominantly hyperactive—
impulsive; and (3) combined. The third presen-
tation is comparable to the European diagnosis
of hyperkinetic disorder specified in ICD-10;
moreover, in ICD-10, the ‘talkative’ symptom is
grouped as impulsivity rather than hyperactiv-
ity. However, ICD-11 has revised and updated
its definitions of the clinical presentation (ICD-
11;,2022); and these now broadly align with the
DSM-5 definitions of ADHD. These include the
three analogous ‘presentations’ (6A05.0-2) as
well as the ‘other specified” (6A05.Y) and the
‘unspecified” (6A05.Z) categories. In other
words, the term hyperkinetic disorder has been
superseded by attention deficit hyperactivity
disorder in the ICD-11 revision (with a broaden
inclusion of the phenotypic spectrum). For
ADHD, there is now greater convergence in
both definition and conceptualization between
the two systems.

The change from ‘subtype’ to ‘presentation’
in DSM-5/DSM-5-TR was influenced by the
research evidence demonstrating temporal insta-
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bility of ‘subtypes.” In particular, that the symp-
toms of behavioral hyperactivity in childhood are
often replaced by ‘mental restlessness’ in adoles-
cence and adulthood, leading to seemingly the
desistence of hyperactivity symptoms, thereby a
transmutation of the ‘combined subtype’ into the
‘inattentive subtype,” but without substantive
changed in the ADHD psychopathologies.
Moreover, DSM-5 introduces a dimensional
approach combined with binary diagnostic cate-
gories. This allows a clinician to code ‘mild,
‘moderate,” and ‘severe’ as a qualifier of the cho-
sen category. Finally, the ‘pervasive’ criterion
has also been revised: now the symptoms need to
be present across more than one setting (i.e.,
Criterion C); but ‘tmpairment’ needs to be pres-
ent only in one setting (i.e., Criterion D). This
change is subtle but important, as it permits more
children to receive a formal ADHD diagnosis,
unlike DMS-IV which was more stringent and
required both pervasiveness and impairment to
be present across more than one setting (Furlong
& Chen, 2020).

In the last 10 years, different approaches of
bifactor confirmatory factor analysis (CFA) mod-
eling have been applied to probe the core latent
structure of ADHD symptoms, underlying the
clinical expression of observable symptoms,
including inattention (IA), hyperactivity (HY),
and impulsivity (IM). Bifactor CFA posits one
general ADHD factor (g-factor) with either two or
three specific factors according to the classifica-
tion system is being used. For instance, two spe-
cific factors (IA and HY/IM) according to DSM-5
characterization; or three specific factors (IA, HY,
IM) according to ICD-10. In a symmetrical bifac-
tor CFA model, all the ADHD symptoms load on
the g-factor, as well as on to their own respective
specific factors. In such models, the g-factor cap-
tures the common variances of all items whereas
the specific factors capture the unique variances of
its respective items unaccounted by the g-factor.
As such, the specific factors are therefore concep-
tually different from the ‘primary factors’ repre-
sented in more conventional first-order factor CFA
models. Published studies of bifactor models have
demonstrated better data fit than first-order CFA
models, suggesting that an overarching ADHD

g-factor drives all aspects of its psychopathology
(rather than driven by discrete separate compo-
nents). More recently, the novel S-1 bifactor CFA
approach has been explored and identified an
improved fit for ADHD data. ‘S-1" means ‘one
less specific factor’. This is an asymmetrical bifac-
tor model where one set of reference indicators
does not load onto its own specific factor. The
g-factor is therefore primarily a reflection of these
reference indicators. Recent studies suggest that
the model which provides the best data fit is one in
which HY/IM symptoms form the reference indi-
cators for the g-factor. This means that the g-factor
of ADHD is best modeled as primarily driven by
the HY/IM indicators (Burns et al.,, 2020;
Junghénel et al., 2020; Gomez et al., 2021, 2023).
As such, emerging data suggest that ADHD is
most likely to be an impulsivity disorder at the
latent structure level. Nevertheless, through cogni-
tive, motor and behavioral impulsivity substrates,
clinical symptoms are expressed as IA, HY, and
IM symptoms at the observable level. As more
advanced modeling techniques become available
in the coming years, alternative and more innova-
tive conceptualizations of ADHD’s latent structure
will most likely emerge, informing future revi-
sions of ADHD taxonomic definitions.

Overall, ADHD is a disabling condition, asso-
ciated with increased risk for learning disabili-
ties, educational failure, impaired social
functioning, relationship problems, employment
difficulties, delinquencies, and multiple psychiat-
ric disorders. These secondary comorbid condi-
tions include oppositional defiance disorder and
conduct disorder in childhood, and then progress
to substance misuse disorder, anxiety disorders,
mood disorders and personality disorders in
adulthood.

Neuropsychological Correlates
of ADHD

In the field of ADHD research, the hypotheses of
deficits in response inhibition and self-control as
the core psychopathology have been gaining
attention. Though the apparent inattentiveness
and distractibility are prominent observed fea-
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tures of ADHD, research of neuropsychological
correlates has consistently failed to detect deficits
in selective attention or attention filter. That is,
the deficit appears not to lie in sensory inputs or
screening out unwanted information, but rather in
response outputs. In other words, ADHD is more
a disorder of inhibition and of maladaptive
response patterns than a disorder of attention.

There are several theoretical accounts of this
change in response organization, and they com-
pete to give the closest representation of the prob-
lems: (1) response inhibition theory (Barkley,
1997); (2) delay aversion theory (Sonuga-Barke
et al., 1992a, b); (3) state regulation theory (Van
der Meere, 2002); (4) working memory deficit
theory (Castellanos & Tannock, 2002); (5)
cognitive-energetic theory (Sergeant, 2000); and
(6) temporality (perception of time) deficits the-
ory. Moreover, a dual pathway model has been
proposed, combining response inhibition theory
with delay aversion theory (Sonuga-Barke,
2003).

The contention of response inhibition theory
is that the core deficit of ADHD resides in
impaired inhibition of unwanted outputs, for
instance, in inhibition of a prepotent response;
withholding an established ongoing response pat-
tern (thus permitting a delay for a decision); and
protecting this period of delay from interference
or disruptions from extraneous events. These give
rise to other secondary impairments in executive
functions involved in self-control.

State regulation theory gives more emphasis
to the contextual factors; the poor performance of
children with ADHD on certain tasks is believed
to reflect a nonoptimal state of energetic pools,
arousal, activation, and effort. By introducing,
for example, reward or a faster event rate, the
states of these ADHD children can be optimized
so their performance can be potentially brought
to the level of control children. This theory offers
an explanation for the observed variability or
inconsistency in response in ADHD subjects; and
also, that the degree of their variability is altered
under different experimental situations of stimuli
presentation, such as improvements under reward
conditions and under a fast rate of stimuli
presentation.

Delay aversion theory proposes that impul-
sive, and therefore uncontrolled, behavior does
not stem from an inability to withhold response,
but from a motivational change: a deep-rooted
dislike for waiting and therefore a reluctance to
delay. The influence of context is even stronger in
this formulation because if the delay characteris-
tics are controlled—if the child has to wait no
matter which choice he or she makes—then it is
possible to set up experimental arrangements in
which children with ADHD do not demonstrate
impulsiveness.

In short, it cannot be assumed from the cogni-
tive studies so far that we are dealing with a defi-
cit of inhibitory control rather than an alteration
in the ways that decisions about inhibition are
made. Either notion could apply. They are not
mutually exclusive; in fact, they could give rise to
each other. A deficit of inhibition can cause chil-
dren to be averse to delay because they have suf-
fered many experiences of failure in delay
situations. Delay aversion will discourage chil-
dren from experiencing situations in which delay
is involved, and can therefore hold them back
from learning the skills of inhibition. Indeed, we
do not see the theories of inhibition and delay
aversion as competing for the sole explanation of
impulsive behavior. Rather, they describe two
possible pathways into impulsiveness, resulting
either in two subgroups of children with ADHD
or in the problems for the same individual. In the
model of volitional control presented by Taylor
(1999), the two theories represent changes at dif-
ferent stages of the formulation of a planned and
intended response—the executive planning and
decision of what to do, the elaboration of the
intent into a plan, the choice of one plan over oth-
ers, and the suppression of competing plans.

All these abnormalities of inhibitory control
could follow directly from genetically determined
changes in the microstructure and metabolism of
the brain. The brain structures that are involved in
the suppression of inappropriate responses (e.g.,
right frontal and striatal areas) are rich in dopa-
mine and dopamine receptors. Their activity
could well be impaired by genetically determined
reductions in the efficiency of synaptic transmis-
sion. It would, however, be too simple to assume
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that this direct route must be the key one; interac-
tions with the psychological environment also
need to be considered. There are strong genetic
influences on hyperactive behavior, but much less
is known about the inheritance of the putative
cognitive abnormalities. Experience may influ-
ence both simple and complex processes, but it is
perhaps easier to see how complex processes can
be modified by learning and motivation. The
decision to inhibit—to withhold a prepotent
response or one known to lead to immediate grat-
ification—must be determined in part by the
organism’s previous history. A child, for exam-
ple, whose experience favors the idea that delayed
reinforcers will never in fact arrive (as might be
the case in the children of some impulsive par-
ents) may well not evolve a style of preferring to
wait. Similarly, the decision to allocate protracted
consideration and analysis to a problem is likely
to be conditioned by the extent to which doing
just that in the past has been rewarded by success
or by the reactions of caregiving adults. In theory,
this opens the way to cognitive and self-
instructional methods of intervening; in practice,
they have not yet proven their clinical value.

Kuntsi et al. (2010) conducted a multivariate
familial factor analysis to examine whether the
apparent multiple neuropsychological impair-
ments share common or separate etiological
pathways. The goal was to examine and identify
common latent familial factors which underlie
the slow and variable reaction times, impaired
response inhibition, and choice impulsivity asso-
ciated with ADHD. The study used an ADHD
and control sibling-pair design. The results of the
final model consisted of two familial factors. The
first larger factor captured the familial influences
on mean reaction time and reaction time variabil-
ity. This factor explained 98%-100% of the
familial influences of these measures. The sec-
ond, smaller factor, captured 62%—-82% of the
familial influences on commission and omission
errors. Choice impulsivity was excluded in the
final model because of poor fit. The findings sug-
gest the existence of two familial pathways to
cognitive impairments in ADHD.

The idea that there are several different neu-
rocognitive routes into dysregulation implies

that it could be useful—both for research and
clinical practice—to distinguish subtypes on this
basis and offer separate approaches to remedia-
tion. Indeed, studies which discriminate those
with ADHD from controls on the basis of com-
bining tests of different processes look very
promising. Solanto et al. (2001) achieved a much
stronger discrimination with a combination of
inhibitory control and delay aversion tests than
with either type of test alone; Gupta, Kar, and
Srinivasan (2010) have achieved better than 90%
correct classification using a set of four tests.
More research is needed to establish the reliabil-
ity and stability of test results, but it looks as
though we may be moving toward more objec-
tive assessment and more prescriptive
education.

Resilience, Outcome Studies,
and Methodological Issues

Taylor, Chadwick, Heptinstall, and Danckaerts
(1996) described a follow-up study of children
with pervasive hyperactivity who were identified
by parent and teacher ratings in a large commu-
nity survey of 7- and 8-year-olds. Nine years
later, at the age of 17, they were reassessed with
parental ratings, as well as a detailed interview
using Parent Account of Childhood Symptoms
(PACS) rating system. Hyperactivity was a risk
factor for later maladjustments, even after allow-
ing for the coexistence of conduct disorder prob-
lems and excluding children who showed the
problems of emotional disorder. Nearly half of
the affected children had developed a psychiatric
diagnosis, and more showed problems such as
persisting hyperactivity, violence and other con-
duct problems, and social and peer problems.
Although hyperactivity presents as a chronic and
debilitating disorder, a minority of the children
interestingly seemed to escape complications and
grew out of the disorder, so that their young adult
outcome was not severely compromised. In other
words, resilience in the presence of pervasive
hyperactivity does indeed exist. Yet resilience
among children with ADHD has not been a major
focus of research.
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In the field of resilience, a number of studies
have been conducted on children exposed to early
adversities and deprivations. The researchers
examined predictors of good adjustments in later
life as indicators of resilience.

Furthermore, empirical studies sometimes can
yield counterintuitive findings, that is, results
opposite to what one may logically predict. This
subject is discussed in a review article by
Hechtman (1991) and Chap. 6.

In ADHD psychological treatment, in relation
to resilience, a new trend has emerged, challeng-
ing the conventional conceptualization of resil-
ience based on the deficit or weakness-based
model (Brooks & Goldstein, 2001). In the deficit
or weakness-based model, a disorder is con-
ceived to embody symptoms, abnormalities, defi-
cits, and weaknesses; resilience is conceptualized
as factors that reduce symptoms and thereby
improve outcome. As an alternative, a strength-
based model has been proposed. This model
places emphasis on the development of skills,
strengths, and ‘islands of competence,’ in spite of
the disorder (Brooks & Goldstein). In essence,
the new approach demarcates ‘abilities’ from
‘disabilities’; and it advocates the development
of ‘abilities’ and the ‘talents’ associated with the
condition. In contrast to the traditional paradigm,
the new paradigm also postulates that ‘strengths’
can minimize the negative impacts of ‘symp-
toms’ in promoting resilience. One such strength-
based approach (in spite of disabilities) is
Recovery, and recently there have been prelimi-
nary studies exploring the principles of recovery
in individuals with ADHD.

Personal Recovery and ‘Recovernance’

for Resilient Individuals with ADHD
Personal Recovery is well-established concept in
the adult psychiatry literature (Bird et al., 2014);
and is also referred to as Social Recovery or
Personal Recovery (hereafter ‘Recovery’) as dis-
tinctive from symptom recovery or reduction. It
denotes ‘... a deeply personal, unique process of
changing one’s attitudes, values, feelings, goals,
skills and/or roles. It is a way of living a satisfy-
ing, hopeful, and contributing life even with limi-
tations caused by illness. Recovery involves the

development of new meaning and purpose in
one’s life as one grows beyond the catastrophic
effects of mental illness’ (Anthony, 1993).
Symptom reduction, by itself, does not equate to
positive well-being or personal fulfillment, anal-
ogous to the absence of depression not being
equivalent to the presence of happiness.

Published models of Recovery have been
based mainly on the experiences of adults with
severe mental illnesses — particularly schizophre-
nia and psychosis (Slade, 2009)—focusing on
regaining function despite symptoms (Leamy
et al, 2011). The acronym ‘CHIME’—for
Connectedness, Hope, Identity, Meaning and
Empowerment (Leamy et al., 2011; Slade,
2009)—has been coined to capture the key pro-
cesses in Recovery. Connectedness denotes inter-
personal relationships and social supports; hope
refers to aspirations for the future realized
through efforts based on personal values; identity
involves overcoming stigma and building a posi-
tive sense of self; meaning refers to the finding of
meaning and purpose in the experience of having
a mental illness, and of finding new social roles
and making positive contributions to self and oth-
ers; and empowerment entails finding personal
strengths, taking personal responsibility, and
gaining control over adversities (Leamy et al.,
2011; Slade, 2009).

The applicability of CHIME to adolescents
and youths with ADHD has been explored in two
recent studies (Edward et al., 2021; Chen
et al., 2022). These two recent studies have
revealed novel elements in recovery beyond
CHIME, underscoring the need for a novel lexi-
con for clients with ADHD in order to map more
accurately the recovery pathways (predicated on
a strength-based foundation) specific for young
people and their families.

Edward et al. (2021) evaluated the lived expe-
riences of parents who have children with ADHD
where children have been resilient despite having
ADHD. The ‘resilient’ recruitment criteria were
operationalized as engaging in education/occu-
pation, not involved in crime or substance misuse
and not having recently been hospitalized for
mental health issues all in the preceding the study
period. This qualitative study examined the fac-
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tors identified by the parents as facilitating, pro-
moting and enabling their offspring to lead an
engaged, meaningful and productive life, despite
experiencing and dealing with the challenges of
ADHD. In this study, nine primary themes were
identified, and represented by the acronym
THRIVESSS. The themes are ‘(1) parental Time
investment, (2) parents Having a plan; (3) parents
establishing Routine and structure within the
home; (4) fostering the child’s positive Identity,
(5) parents having Valued social supports; (6)
parents Educating themselves about the condi-
tion, then educating the child early to self-
management strategies, followed by parents
collaborating with school staff; (7) parents and
the child establishing a level of personal Self-
awareness; (8) with increasing maturity the child
attaining a degree of Self-acceptance; and (9)
Symptom control’ (Edward et al., 2021). Notably,
according to the parents, the child’s Recovery
journey takes place within a wider social system,
which includes parent, family, peer, school, and
wider societal factors. Importantly, parents play a
pivotal role in scaffolding the processes by which
the affected child engages with these agents.

In practice, at least one parent, often the
mother, has to make personal sacrifices (i.e., giv-
ing up full time employment and career develop-
ment to be at home). Doing so enables the parent
to devote extra time and attention for child-
rearing—by acting as a coach, chaperone, advo-
cate, ‘teacher’ and ‘police’—well above and
beyond that needed for an unaffected sibling. In
most cases, a mother without ADHD herself is
most effective.

For parents and carers with ADHD them-
selves, it is critical that the adults themselves are
diagnosed and medicated. This permits good
executive functioning in significant adults to pro-
vide appropriate parenting, as well as better cop-
ing with daily hassles, resolving conflicts among
siblings and enables the parents to communicate
with school and teachers more effectively while
under full emotional control. Otherwise, a dys-
regulated adult cannot fulfill these roles however
well-meaning and well-intended.

The extra Time referred above is used to
establish and maintain a structured daily routine

within the home. Having a plan is therefore criti-
cal. In practice, this means (1) devising in
advance and (2) flexibly applying planned strate-
gies to deal with challenges. As such, the parent
becomes ready to respond effectively and consis-
tently; and is not caught off guard and does not
react without forethought. The plan however
needs to be flexible and adaptable, as a child with
ADHD will not respond well to a fixed plan, and
may oppose erratically to the same set of strat-
egy; therefore, the plan cannot be rigidly applied.
Routine and structure anchor daily living,
serving to provide control over the child’s chaotic
and erratic behaviors, which are driven by inat-
tentive and hyperactive/impulsive symptoms.
Unstructured environments are major triggers for
negative behaviors. In practice, this means par-
ents need to constantly set limits around the
child’s and the family’s daily functioning, and
teach self-control skills (such as self-regulation
of emotions, coping with frustrations and reduc-
ing opportunities for temper outbursts or negative
squabbles with siblings). These measures reduce
negative exchanges and lessen the amount of
parental criticism; and in doing so, can improve a
child’s self-esteem and foster a positive identity.
A positive self-Identity is the fourth key
theme, central to fostering the child’s healthy
sense of self. A child with ADHD often feels crit-
icized and labeled as ‘naughty’ with character
flaws, and develops a negative self-image as a
result of constant exposure to the negative mes-
sages. In practice, three aspects critical to foster-
ing self-identity were identified in the study
(Edwards et al., 2021): personal stigma, peer
groups, and role models. First, the diagnostic
label of ADHD embodies negative connotations,
leading to prejudgment, stigmatization and ostra-
cization. Second, parents who invest time in
teaching social skills and organizing social gath-
erings with peers to promote peer interactions
and acceptance can enhance the child’s self-
confidence and positive identity, as a person liked
and valued by peers. Third, parents can facilitate
a child developing a positive connection with a
positive role model (such as an adolescent or
adult with ADHD within the community) who
leads a productive life despite having ADHD.
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Both peer groups and role models provide valu-
able social supports for the affected child.

In contrast, Valued social supports is about
parental social relationships which support their
parenting; and these include barriers and enablers.
Enablers include a teacher who supports a parent
in caring for a child with ADHD, or providing
emotional and practical support. Engaging with a
coach specialized in ADHD, or joining a self-
help organization for parents and children with
ADHD has been pivotally important for some
parents. The converse is true that a patronizing
and critical teacher can undermine a parent. For
some parents, the Recovery process can also
involve educating professionals and teachers who
are uninformed about ADHD, in order to convert
them into positive agents to promote their child’s
Recovery.

Educating and collaborating is about parents
searching for information about ADHD after
receiving an ADHD diagnosis, and about their
subsequent roles evolving into ADHD experts
and becoming an educator or advocate for their
child.

Parents often traverse a journey themselves,
starting with little or no knowledge about ADHD,
and then become self-educated and then, for
some, develop into well-informed experts. Once
the parents know about ADHD, they can educate
their child about ADHD, and educate other key
adults in the child’s life about ADHD. Overall, it
is about psychoeducation; but the parents do,
however, have to take an active role in acquiring
health literacy. Once armed with knowledge, the
parents can educate teachers and school staff
about ADHD and the best ways to handle their
children with ADHD. At times, the tasks involve
advocating the provision of extra resources (such
as a classroom assistant) to help their child to
function better at school. Often, these motivated
parents become tenacious advocates with school;
and also play active roles in helping other parents
who have children with special needs.

Self-awareness is about developing a level of
knowledge of self (in terms of thinking, percep-
tion, emotions, and autonomic reactions) for both
the parents and child with regard to living with
ADHD. Parents can become more attuned to

their child’s needs; and they also help their child
to become more self-aware of their emotions and
how to regulate them, rather just reacting impul-
sively without forethought. It is also about the
parents becoming self-aware of their own indi-
vidual strengths, rather than just autonomic trig-
gers, and vulnerabilities. Parents with ADHD
themselves have impairments which can hamper
their own self-awareness and parenting capacity.
Some parents disclose feelings of hatred toward
their child with ADHD—especially when they
lack knowledge about ADHD and self-awareness.
The aforementioned resilient factors are critical
in preventing parental rejection of their child
with ADHD, who can be draining and unreward-
ing to rear. Over time, self-awareness can foster
self-acceptance in both child and parent alike.

Self-acceptance is the eighth theme, focusing
on parental desires to reduce their child’s self-
incrimination and despair. Self-forgiveness
encompasses related themes on self-love and
self-compassion (for both parent/child), which
are the foundation of fostering a child’s self-
esteem. In practice, self-acceptance is the balanc-
ing of optimism with realism. It starts when an
affected child reaches a stage when he/she can
form realistic and appropriate expectations and
aspirations for themselves beyond the limitations
of ADHD and the different life trajectory flowing
from having gain mastery over ADHD. Self-
awareness and self-compassion are the corner-
stones for self-acceptance. All these challenges
are made much easier when there is good symp-
tom control.

Symptom control includes medication optimi-
zation and coping with stigma. Treatment optimi-
zation often involves a ‘trial and error’ journey
before the best kind and dosage of medication
can be found.

Once established, continuous adjustments of
medication may be needed for some cases,
especially when the child enters puberty and has
a growth spurt. Yet for some, receiving an ADHD
diagnosis and needing to take medication can be
stigmatizing, especially when a child needs to go
to the teacher or school nurse to take the medica-
tion in the middle of the day at school. However,
when these problems are well managed, the
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symptom reduction can lessen the disease burden
and facilitate Recovery and resilience.

In summary, the study by Edward and col-
leagues (2020) has identified complex factors in
parental investment and contribution in order to
promote resilience in children with ADHD.
These factors can be broadly summarized as the
aforementioned nine key themes, captured by
THRIVESSS. And they represent key enablers
(i.e., practical steps) which can be taken by the
parents.

Notably, Recovery is not a linear process with
an end point; in practice, it is an ongoing and
relentless process, which needs to be repeated in
an iterative manner, akin to that of ‘Sisyphus
labor’—which echoes the findings from another
recent study on the Recovery journey from the
perspectives of adolescents and youths with
ADHD (Chen et al., 2022). Chen et al. (2022)
coined the term Recovernance to represent a spe-
cific kind of Recovery—as a portmanteau by
merging ‘Recovery’ and ‘Maintenance,” and it
denotes the ongoing adjustment required to main-
tain optimization without an obvious end point.

Chen et al. (2022) interviewed adolescents
and youths (aged 15-31 years), who had experi-
enced success in their lives as indicated by
employment or school attendance, and an absence
of acute mental health episodes or chronic alco-
hol or drug use. The findings indicate that recov-
ery of the participants with ADHD is an ongoing,
iterative and unending process which can be at
times exhausting, demoralizing and frustrating.
Overall, the Recovernance journey tracks an
overall upward spiral, but with antegrade and ret-
rograde steps and missteps. The process results in
greater self-knowledge, life skills and mastery of
the challenges of ADHD. As such, the progress is
leveraged on internal and external resilience fac-
tors mitigating the constant threat of setback.

Six specific internal and external resilience
factors were identified in their study. Internal
resilience factors are within the person (about
developing positive skills and attributes), whereas
external resilience factors are located in the envi-
ronments, such as family, friends, therapists, and
a supportive school or workplace. The internal
factors include (1) finding different ways of man-

aging life with ADHD, (2) discovering and rec-
ognizing one’s own strengths and abilities (and
differentiating them from one’s weaknesses and
disabilities), and (3) developing a future-
orientated outlook. In contrast, external resil-
ience factors include (1) striving for and attaining
achievements in educational and occupational
domains, (2) successful engagement with treat-
ment and therapy to reduce symptoms and
improve function, and (3) forming positive and
supportive social relationships.

Managing life with ADHD cast ‘receiving an
ADHD diagnosis’ as an enabler, empowering the
individual through acquiring helpful knowledge
about ADHD and explaining day-to-day chal-
lenges. In other words, accurately labeling ‘the
problem’ as ‘ADHD’ (i.e., a medical condition)
provide a starting point for constructive solu-
tions. More specifically, structural and organi-
zational strategies to assist with the completion
of tasks (e.g., separating school assignments into
smaller, more manageable parts) become practi-
cally useful. These lead to tangible achievements
providing the experience of success and produc-
tivity in the real world. Finding recreational
fulfillment such as, engaging in activities of per-
sonal interests, engaging in creative pursuits such
as music, physical activities (e.g., gym work-
outs), and joining youth organizations (e.g.,
cadets) all can provide opportunities for self-
directiveness, accomplishments as well as for
socializing. For some, affiliating with religious,
spiritual, or faith-based identities or beliefs
(including church membership, attendance or
religious services) allows self-transcendent
development. Over time, by experiencing
achievements and successes in the real world, the
participants build up self-assurance and self-
confidence, which develop and broaden into self-
compassion. Recognizing one’s strengths and
abilities means differentiating these from one’s
weaknesses or disabilities. Some participants uti-
lize their ability to hyperfocus for productivity
to their advantage, facilitating uninterrupted
workflow with intense concentration; and some
apply lateral thinking (‘thinking outside the
box’) to arrive at creative, unique and inventive
solutions, which elude non-ADHD colleagues,
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and these participants can learn to utilize their
abilities consciously and deliberately to their
advantage.

Developing a future-ocused outlook provides
a meaningful and goal-directed orientation for
life—which drives self-directive thinking,
agency, and competence. In practice, these trans-
late into different projects/goals for each individ-
ual, such as living independently, establishing
financial stability, traveling or living abroad. This
outlook was accompanied by strong motivation
for achievement characterized by determina-
tion, persistence, and a fighting spirit. Our par-
ticipants made effortful plans, took practical
steps, and overcame obstacles to develop life
skills and the necessary independence to
achieve these; and in doing so, they developed
greater  self-reliance and  self-sufficiency.
Nevertheless, all these accomplishments could
not take place within a vacuum, but only within
positive, supportive and enabling environments.

Attaining achievements in education or/and
occupation provides a tangible and powerful con-
firmation of success. To get academic achieve-
ments in some cases, it may be particularly
helpful if a school or university allows accom-
modations for special needs, such as additional
time for completing tests and exams. Facilitating
such accommodation can be critically important.
Similarly, engaging with employment and
career development provides opportunities for
occupational accomplishments and skill build-
ing. It also offers experience in attaining accom-
plishments in the real world, thereby boosting
morale and self-confidence.

Successful engagement with treatment and
therapy can reduce symptoms and improve func-
tioning. Successful pharmacological manage-
ment can optimize symptom control, thereby
improving concentration, organization and work
productivity. In some cases, engagement with an
ADHD coach can help someone to achieve life
skills to manage ADHD-related challenges—
above and beyond what can be achieved by medi-
cations alone. Treatments of functional
impairments and comorbid conditions (such as
depression, anxiety) may need specialist profes-

sional help, such as from an ADHD-coach, psy-
chologist or psychiatrist.

For some, past law infractions arose from
their uncontrolled impulsivity before diagnosis
and treatment; whereas, for others, substance
use was a way of coping with stress. Such high-
risk behaviors can become a major hindrance to
resilience and recovery. These behaviors need to
be acknowledged and addressed openly and
directly through professional treatment and ther-
apy, as avoidance can worsen the problem and
impede recovery.

Forming positive and supportive social rela-
tionships plays an important role in providing
social support for individuals with ADHD. Social
networks change over time and developmental
stages. Familial, peer, and romantic relation-
ships each can provide enriching connections
and companionship. The importance of human—
animal bonds (such as affection from household
pets) is special for some. Closer and more confid-
ing relationships with peers or extended family
members allow individuals to disclose their
ADHD diagnosis to others. Acceptance by oth-
ers is associated with both empowerment and
reassurance.

If ‘Recovernance’ were to be compared with
‘CHIME, two important and striking differences
emerge. The first is the emphasis on ‘self-
awareness’; the second is about gaining mastery
of specific challenges.

Self-awareness of the symptoms and impair-
ments caused by ADHD for the resilient individ-
uals—this is the essence of the Sun Tzu dictum of
‘know thy enemy and know thyself’; this appears
to be a prerequisite step to resilience. Self-
awareness and self-knowledge also serve as anti-
dotes to the double-curse arising from the
combination of ‘incompetence’ and ‘clueless-
ness,” also known as the Dunning—Krueger effect
(Kruger & Dunning, 1999; Dunning, 2011),
which describes the cognitive bias causing ‘the
ignorance of one’s own ignorance.” Incompetent
performers of a given task are unaware of their
incompetence and overestimate their own abili-
ties; as a result, they are ‘doubly cursed’—both
incompetent and ignorant of their incompetence,
thereby curtailing opportunities and motivation
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for improvement. Charles Darwin observed in
the nineteenth century that ‘Ignorance more fre-
quently begets confidence than does knowledge,
nevertheless the phenomenon was only empiri-
cally tested and reported by Dunning and Krueger
in the late twentieth century (Kruger & Dunning,
1999). Taking practical steps to counter this
effect forms a cornerstone in Recovernance for
the studied participants with ADHD.

The second is about gaining mastery of spe-
cific challenges within the person and within the
environments related to ADHD, underscoring the
importance of overcoming both internal and
external limitations. In particular, mastery
involves learning skills and optimizing symptom
control. For this reason, ADHD specific coaching
can be very valuable, notably, in the active self-
management of ADHD-related deficits in the
lived experience of the study participants.
Another desirable finding was seeing the devel-
opment of compensatory skills (in effect, each as
a ‘prothesis’) as ‘enablers.” Finally, becoming
savvy and discriminating in managing others will
help to minimize stigmatization and discrimina-
tion from the wrong people while maximize sup-
port from the right people across the home,
social, friendship, and work domains. Though
resilience is partly temperamental and related to
inherited endowments the major part is neverthe-
less effortful, more related to acquiring skills,
compensatory strategies, and securing external
support networks—all of these are purposefully
acquired and accumulated through an individu-
al’s efforts over time.

In the rest of this review, we shall therefore
examine the available published evidence on (1)
the natural history of the condition and its impli-
cation on resilience; (2) predictors of resilience
and predictors of adverse outcomes in ADHD;
(3) predictors of treatment response; (4) whether
an emphasis on strengths in the absence of symp-
tom reduction is likely to promote resilience in
children with ADHD; (5) DSH, suicidality in
ADHD and their prevention; and (6) resilience
factors and resilience-based intervention in
ADHD.

Before this main review, we would like to
draw attention to some methodological issues in

evaluating published evidence in this field.
Research evidence on ADHD broadly derives
from two groups: those conducted on subjects
with hyperactivity (on a dimensional scale) and
those with ADHD or a comparable diagnosis (by
a categorical definition). The latter category com-
prises children who have been diagnosed to have
a clinical disorder (i.e., ADHD) by clinicians or
by researchers using validated diagnostic instru-
ments. These subjects are usually ascertained
through specialist clinics. On the other hand,
study subjects with hyperactivity are often
derived from community samples and classified
according to the level of activity (plus or minus
inattentiveness). These perceived hyperactive
subjects represent the extreme end of a continu-
ous dimension but may not necessarily have the
clinical disorder of ADHD.

Research on ADHD children is often subject
to referral bias, that is, children who are referred
to doctors may have more severe symptoms or
comorbid conditions that are troublesome to
adults, such as aggression and conduct problems,
which are more common among boys.
Furthermore, results from these studies are heav-
ily influenced by whether the control or compari-
son groups have been well chosen and
representatively selected. A comparison group
can be overmatched, leading to underdetection of
differences, and undermatching can lead to detec-
tion of false differences.

On the other hand, research on hyperactivity,
the extreme end of the dimensional spectrum, is
usually conducted on community samples. They
are less subject to selection bias. But the qualities
of the data gathered often lack details and preci-
sion. Often they are confined to rating scale mea-
sures, recording behaviors over a short time
frame, and completed by parents or teachers who
are not trained to distinguish normality from dis-
order. The information gathered is therefore
vulnerable to measurement errors, rater bias, and
information bias, leading to misclassification of
subjects. Furthermore in the analysis, the cut-off
between ‘normality’ and ‘abnormality’ can be
arbitrarily defined, for example, with a cut-off
threshold made at the top 5%, 10%, 20%, or 25%.
Thus, a child can be designated as a ‘case’ for a
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range of reasons: he or she has been overrated by
an overstrict parent, going through a bad phase at
the time of data collection, or having an activity
at the upper end of normality but below the lower
boundary of a disorder. Birth cohorts are some-
times too small to contain adequate numbers of
children who meet the criteria for the presence of
disorder and thus lack statistical power to iden-
tify the true effects of a disorder. As such, the
inferred relevance of the findings of these studies
to ADHD needs to be taken with caution.

Natural Outcomes of Hyperactivity
and ADHD

Evidence from Community Samples
of Subjects with Hyperactivity

The natural course of the undiagnosed and
untreated disorder can be inferred from longitu-
dinal studies of epidemiologically ascertained
community samples, that is, subjects drawn
from large-scale surveys of unreferred individu-
als such as birth cohorts. These longitudinal epi-
demiological studies are difficult and expensive
to carry out, and have generally been reported
from cohort studies that were designed for other
purposes. The classification of hyperactivity
may be derived from proxy measures, which
often lack precision and specificity for ADHD.
The key studies are derived from five major
cohorts: Dunedin, Christchurch, Isle of Wight,
East London (Taylor et al., 1996), and
Cambridge.

Fergusson, Lynskey, and Horwood (1997)
have analyzed the Christchurch birth cohort with
parent and teacher rating scales ascertained at
different time points of development. They found
no significant association between hyperactive/
inattentive behavior and later offending, once
coexisting conduct problems were adjusted in the
analysis. The former only appeared as a risk
because of its prior association with conduct dis-
order, which, they suggested, was the true risk.
However, the negative consequence of hyperac-
tivity was not trivial, for it did predict educational
underachievement. Furthermore, a very strong

correlation exists between the two conditions.
Moffitt (1990) analyzed the Dunedin birth cohort
and came to different conclusions. Even when
early aggressive behavior (at age 5) was statisti-
cally controlled, hyperactive behavior predicted
antisocial behaviors in adolescence.

This finding was confirmed by the Cambridge
cohort, which Farrington reanalyzed to evaluate
the effect of childhood inattention/hyperactivity
on later criminal outcome (Farrington et al.,
1990). Four hundred and eleven males were
derived from a working-class area in London and
followed up at age 8, 10, 14, 16, 18, 21, and 25.
He found that inattention/hyperactivity predicted
later criminality, and this was partly independent
of conduct problems, especially for early convic-
tion and multiple offending before age 25. His
analysis indicated that hyperactivity and conduct
problems were discrete, but overlapping, predic-
tors for delinquency.

Only a few studies have been able to base their
conclusions about natural history on cases of dis-
order. Schachar, Rutter, and Smith (1981) reana-
lyzed the Isle of Wight longitudinal
epidemiological study and concluded that hyper-
activity, if it was pervasive across situations and
informants, strongly predicted the persistence of
psychological deviance between the ages of 9
and 14. However, the initial stratification of cases
had been studied for other types of disorders, so
their cases of hyperactivity were particularly
likely to show comorbid disorder. It is therefore
possible that their prediction resulted, not from
hyperactivity being a specific risk, but from its
being a marker to increased severity of psycho-
logical disturbance.

The East London cohort delineated a diagnos-
tic syndrome in an urban community sample by a
two-stage process of screening followed by
detailed assessment of high-risk and a proportion
of low-risk subjects. This brings the advantages
of having precise clinical details on subjects
derived from a sample unaffected by clinic refer-
ral bias. Taylor et al. (1996) found that initial
hyperactivity predicted later conduct problems,
violence, and also covert antisocial behaviors,
even after allowing for baseline coexisting con-
duct symptoms.
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On balance, the evidence from community
samples indicates that hyperactivity is associated
with later maladjustments, ranging from poor
academic achievement to antisocial behaviors,
violence, and overt and covert conduct problems.
We can now turn to the findings from individuals
diagnosis of ADHD or its equivalents, and exam-
ine their outcomes.

Evidence from Diagnosed ADHD
Samples

On syndromal persistence, a meta-analysis
(Faraone et al., 2006) combined the findings of
published longitudinal studies and estimated an
approximate persistent rate of 15%. When the
adult phenotype included ‘ADHD in partial
remissions’ (i.e., symptomatic cases below the
threshold for childhood syndrome), the persis-
tence rate increased to 65%, indicating that about
two-thirds of childhood cases continue to show
significant symptoms and impairment in adult-
hood, despite a smaller proportion fulfilling the
strict diagnostic definition.

A consistent finding across follow-up studies
of children with ADHD is that they continue to
have persistent problems with restlessness, over-
activity, impulsive behavior, and inattention.
Much of the published data on natural history of
the disorder was derived from six major cohort
samples (with representative authors in parenthe-
ses): New York (Gittelman & Mannuzza),
Montreal (Weiss, Hechtman, & Milroy),
Wisconsin (Barkley, 1997; Fischer et al., 2002),
California (Lambert), East London (Taylor et al.,
1996), and Sweden (Rasmussen & Gillberg,
2000). Other clinic cohorts with a shorter follow-
up period included Harvard (Biederman et al.,
2000), Pittsburgh (Molina & Pelham Jr., 2003),
Portland (Satterfield et al., 1994), and Iowa
(Loney et al., 1981). The East London and
Swedish cohorts are unique in that the diagnosed
cohorts were ascertained through epidemiologi-
cal samples by screening. The other cohorts were
clinic patients and thus subjected to selection
bias.

In the New York cohort, Gittelman et al. pro-
spectively followed 101 hyperactive males in
adolescence and adulthood and compared them
with matched normal controls. They found that
the majority (68 out of 101) of the subjects still
suffered from ADHD in early adolescence; 27%
had conduct problems, and 20% had multiple
convictions (Gittelman et al., 1985; Mannuzza
et al., 1989). Gittelman et al. identified the con-
tinuing presence of hyperactivity, not the base-
line hyperactivity at early childhood, as the best
prediction for later risk of conduct problems and
delinquency in adolescence, suggesting that
chronic persistence of hyperactive symptoms is
the key risk factor for adverse outcomes
(Gittelman et al., 1985). In adulthood, only 4%
still fulfilled the criteria for ADHD diagnosis, but
more of the hyperactive subjects had antisocial
personality disorders and nonalcohol drug use
(Mannuzza et al., 1998). Their low rate of persis-
tence of diagnosis may be due to the artifacts of
diagnostic threshold for adult condition or high
attrition rate. It is well known that those who
refused or were lost at follow-up tend to have
more problems. A follow-up study was carried
out when the subjects reached 18 years of age
(Mannuzza et al., 2004); the authors found that
low levels of CD-type problems are not innocu-
ous, because they predict later CD among chil-
dren with ADHD but without a comorbid CD
diagnosis at baseline. When the subjects reached
39 years of age, Mannuzza, Klein, and Moulton
(2008) found that even in the absence of comor-
bid conduct disorder in childhood, ADHD
increased the risk of developing antisocial and
substance use disorders (SUDs) in adolescence,
which, in turn, increases the risk for criminal
behavior in adulthood.

In the Montreal cohort, Weiss, Minde, Werry,
Douglas, and Neneth (1971) compared 91 clinic-
referred hyperactive subjects with a control group
matched for age, sex, IQ, and social class. At the
5-year follow-up, they found that the hyperactive
adolescents had lower self-esteem and more
academic problems. Most continued to be dis-
tractible, impulsive, and emotionally immature,
although less hyperactive. In addition, 25% of the
hyperactive subjects had delinquent behaviors.



188

W. Chen and E. Taylor

Similar results were found by Akeman, Dykman,
and Peters (1977); the hyperactive subjects had
more oppositional or delinquent behavior and
lower self-esteem when compared with a group
of normal controls and other comparison group
with learning difficulties. Satterfield et al. (1994)
found a five times higher rate of arrest among the
hyperactive subjects compared with matched
controls in committing a felony (burglary, theft,
or assault with a weapon). At a 10-12-year fol-
low-up of the Montreal cohort, at approximately
age 19, Weiss, Hechtman, Perlman, Hopkins, and
Werner (1979) found them to have less educa-
tion, have had more car accidents, and to have
made more geographical moves when compared
with normal matched controls. Hyperactive sub-
jects had less friends, completed fewer years of
education, failed more grades, and received lower
marks. They also had more court referrals, had
tried nonmedical drugs more often, and had more
personality trait problems, most frequently of
‘impulsive’ and ‘immature-dependent’ types.
They were more impulsive on cognitive style
tests. During face-to-face research interviews,
they reported more feelings of restlessness and
exhibited more signs of restlessness. At the
15-year follow-up when the same cohort was in
their early 20s (Weiss et al., 1985), they found
66% of hyperactive subjects still had at least one
disabling symptom of ADHD and 23% suffered
from an antisocial personality disorder. There
had also been more suicide attempts in the hyper-
active group.

According to Hechtman, Weiss, Perlman, and
Tuck (1981), there are three categories of out-
come. The first group had a fairly normal out-
come. The second group consist of those with
persistent attentional, social, emotional, and
impulse problems; and as adults, they continued
to have difficulties with work, interpersonal rela-
tionships, low self-esteem, impulsive behavior,
irritability, anxiety, and emotional lability. The
majority of young adults fell into this group. The
third group included those with more serious
psychiatric complications, including heavy
dependence on drugs or alcohol, severe depres-
sion with suicidal problems, and antisocial per-
sonality pathologies. Their last finding published

some 20 years ago has recently been replicated in
other studies. One recent follow-up study
extended the analysis further to identify predic-
tors of antisocial personality disorder. Fischer
et al. (2002) conducted a self-report survey on
psychiatric and personality disorders in a follow-
up study on the Wisconsin ADHD cohort (then in
their early 20s) and examined a number of pre-
dictors for psychiatric morbidity. About 21% of
hyperactive probands qualified for antisocial per-
sonality disorder (ASPD), a fivefold increase
compared with the control group. Their findings
were in keeping with previous studies at
New York (27% vs 8% of controls), Montreal
(23% vs 2.3%), and Sweden (18% vs 2.1%).
They all suggest hyperactivity in childhood pre-
disposes a person to ASPD in adulthood. Fischer’s
study, however, has extended the finding further
by demonstrating that this elevated risk for ASPD
is substantially influenced by severity of child-
hood conduct problems (odds ratio [OR];
OR =4.54 with 95% confidence interval of 1.44—
14.31), as well as teenage conduct problems
(OR = 1.56 with 95% confidence interval of
1.20-2.02), even after controlling for the severity
of childhood symptoms as covariants. Their find-
ings provided support to Lynam’s (1996) view
that coexisting hyperactivity and conduct prob-
lems in the same child constitute a greater risk for
antisocial outcomes in adulthood than when
either problem occurs alone. Another interesting
finding was that histrionic and passive-aggressive
personality disorders were also significantly
overrepresented among their subjects (12% and
18%, respectively); and these disorders were not
a function of childhood conduct problems.
However, elevated borderline personality disor-
der (14%) was associated with teenage conduct
disorder (OR = 1.32 with 95% confidence inter-
val of 1.05-1.66). Major depression was signifi-
cantly greater in the hyperactive than control
group, especially in the presence of ASPD
(OR = 3.59) and borderline PD (OR = 5.56). In
this study, they found no evidence of increase in
substance abuse.

Research has been inconsistent with regards to
increased risk for substance abuse. Some found a
greater prevalence of alcohol or drug use in
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New York (16% vs. 3% by age 18) (Gittelman
et al., 1985), 12% vs. 4% at age 24 (Mannuzza
etal., 1998), and 16% vs. 4% at age 26 (Mannuzza
et al., 1993). In the Swedish sample, only alcohol
misuse disorders occurred more often (24% vs.
4%) (Rasmussen & Gillberg, 2000). In the
Montreal sample, significant differences were
found for ‘use of narcotics in last 5 years’ (14%
vs. 4%), ‘use of nonmedical drug’ (74% vs.
55%), and ‘sold nonmedical drug’ (18% vs. 5%);
while no significant difference was found for ‘use
of hash, speed, and barbiturates’ (Weiss et al.,
1979). In Fischer et al.’s (2002) study, the rate of
‘any drug disorder’ among hyperactive subjects
was 43%, which is high compared with controls
of other studies. But in their study, this rate was
not significantly different from their normal con-
trol (31%). The authors believed that this was due
to an elevated rate of substance use in their con-
trol group, perhaps reflecting a secular trend in
more prevalent substance misuse in the US popu-
lation, leading to no increase in relative risk
(Fischer et al., 2002). It is likely that the risks in
development of substance abuse among hyperac-
tive subjects is influenced by both exposure to
and availability of illegal drugs, which in turn are
related to the time, country, and urban or nonur-
ban settings in which they live. Hence, preva-
lence of substance abuse as an outcome is more
variable across studies.

Molina and Pelham (2003) evaluated the cor-
relates and predictors of substance use in a fol-
low-up study of 142 children with ADHD into
adolescence (13-18 years old) comparing with
100 same-aged non-ADHD controls. They
found associations between hyperactive sub-
jects with higher levels of alcohol, tobacco, and
illegal drug use. They identified three correlates:
first, severity of childhood inattention symp-
toms predicted later multiple substance use;
second, childhood oppositional defiant disorder/
conduct disorder symptoms predicted later ille-
gal drug use; and third, persistence of ADHD
and adolescent conduct problems correlated
with elevated substance use behaviors. Their
findings suggested that elevated risks of subse-
quent drug use were mediated via both opposi-

tional/conduct problems and
inattentive symptoms.

Lynskey and Hall (2001) suggested that the
key mediator for substance abuse in ADHD is the
presence of conduct problems. In other words, in
the absence of conduct disorder, ADHD is not
associated with an increased risk of substance
use problems in males. Biederman, Wilens, Mick,
Faraone, and Spencer (1998b), however, found
ADHD to be associated with substance abuse
independent of comorbid conditions. In their
study of a clinic-referred ADHD adult sample,
they found twofold increased risk for psychoac-
tive substance use disorder (PSUD) and an
increased likelihood of progressing from alcohol
use disorder to a drug use disorder (hazard
ratio = 3.8) for ADHD subjects. The authors sug-
gested that individuals who used drugs for psy-
chopathological reason (i.e., ADHD symptoms
and pathologies) were more likely to progress to
dependence and abuse after exposure and were
less likely to abstain than those who used drugs
for social or recreational reasons. In another
study on adults with ADHD, the researchers
found a slower remission rate, longer duration of
PSUD, and slower recovery in their hyperactive
subjects compared with nonhyperactive users
(Wilens et al., 1998). Flory, Milich, Lynam,
Leukefeld, and Clayton (2003) reported that
ADHD and conduct disorder (CD) symptoms
interacted to predict marijuana dependence
symptoms as well as hard drug use and depen-
dence symptoms. They concluded that individu-
als with comorbid ADHD and CD are at a greater
risk for substance abuse than either condition
occurring alone.

Overall, studies suggested three different
paths leading to substance abuse: conduct prob-
lems, core pathology of ADHD, and unique inter-
action between comorbid ADHD and conduct
problems. As persistent ADHD is highly corre-
lated with CD, family history of ADHD, and psy-
chosocial adversity, these findings suggest that
the subgroup exposed to both a high dose of
ADHD genetic loading and a high dose of
environment insults are most likely to be at risk
and thus least resilient.

severity of
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Summary

Several themes emerge from the reviewed longi-
tudinal studies. First, ADHD is not a benign con-
dition, it is a chronic illness with significant
psychological, social, and emotional morbidity.
Second, for the majority of cases, significant or
residual ADHD symptoms will persist and result
in serious academic, social, and emotional prob-
lems in adolescence and in adulthood, even in the
absence of more severe complications. Third,
certain patterns are more indicative of a malig-
nant course: persistence of symptoms over time,
the presence of conduct problems and aggres-
sion, and the emergence of substance abuse and
personality difficulties in adolescence and early
adult life. The coexistence of conduct problems
with ADHD appears to represent the strongest
risk factor for severe maladjustments in later life.
The implications of these findings are that (1)
adequate control of ADHD symptoms (i.e.,
reducing persistence of symptoms) and (2) con-
trolling aggression and factors leading to conduct
problems can improve resilience.

Predictors of Resilience and Adverse
Outcome in ADHD

In a review paper, Hechtman (1991) examined a
range of factors associated with resilience among
at-risk children (though not ADHD subjects), and
related these factors to ADHD in a single case
report. Factors reviewed included child charac-
teristics (health, temperament, 1Q, autonomy,
psychological parameters) and family character-
istics (socioeconomic status, emotional warmth
and support, family size, and characteristics of
the wider community). Research on at-risk chil-
dren (though not ADHD subjects) shows that
resilient children are healthier. They have fewer
health problems in utero, perinatally, and in
infancy. Their temperaments are more likely to
be active, adaptable, and socially responsive,
eliciting a more positive response from their
caretakers and environment. They are more able
to find solace and satisfaction. They also have
more reflective vs. impulsive cognitive styles and

more able to control their feelings appropriately.
Children with higher IQs fare better in difficult
circumstances, much as those with more
advanced self-help abilities and more problem
solving capacities and language development and
communication skills. Resilient children had a
greater sense of autonomy, internal locus of con-
trol, and more positive self-esteem. They have
better ego strengths and coping skills. They can
ask help of others and are generally more opti-
mistic about themselves and their futures, along
with showing better capacities for empathy, good
peer relationship, and sense of humor. Protective
family characteristics include closer supervision,
higher social status, and a warm, cohesive, and
supportive family atmosphere, where emotional
expression, open communication, and indepen-
dence are encouraged. Parental mental health and
physical health are associated with the presence
or absence of such a positive environment.
Positive factors in the network of extended fam-
ily, friends, school, and church can provide sup-
port that is lacking at home and can also confer
protection. In this case study of an ADHD sub-
ject, Hechtman reported the subject to have a
high IQ, a good sense of humor, and charm. His
family was middle class, stable, loving, and sup-
portive. There were significant figures in his life
who believed in him. He thrived and coped well
in his early adulthood, despite significant impair-
ments and setbacks experienced at higher educa-
tion and at work related to persistent symptoms
of hyperactivity, restlessness, impulsivities, and
inappropriate talkativeness. This was a single
case report with evident methodological limita-
tions. It nevertheless suggests that similar resil-
ient predictors for at-risk children can be applied
to ADHD subjects. There is a paucity of ADHD
research that systematically examines whether
this wide range of predictors for resilience for at-
risk children also applies to ADHD subjects.
Nevertheless, our review of published evidence
suggests that child, family, and environmental
factors can influence resilience in ADHD.
Favorable child-predictive factors include (1)
lack of perinatal complications, (2) higher base-
line IQ, academic, emotional, and social func-
tioning, (3) childhood temperament, frustration



10 Resilience and Self-Control Impairment

191

tolerance and emotional stability, (4) desisting
symptom trajectory or symptom reduction as
response to treatment, (5) lower baseline symp-
toms, and (6) lack of baseline aggressive and
conduct disorder symptoms, all predicting better
subsequent adjustments. Favorable family and
environmental factors include (1) lower family
conflict, (2) lower parental negative expressed
emotions, (3) higher socioeconomic status, (4)
emotional health of family members and emo-
tional climate of the home and child-rearing
practices, (5) parental supervision and control,
and (6) nonurban dwelling, which appear to mod-
ify the risk of exposure to drugs, deviant peers,
and criminal activities. Weiss et al. (1971) found
that children with initial high 1Qs and lower ini-
tial scores of hyperactivity and distractibility
fared better academically in adolescence.
Furthermore, a quarter of hyperactive adoles-
cents with significant antisocial behavior had
higher initial ratings of aggressive behaviors.
This finding was also replicated by Loney et al.
(1981) who demonstrated that initial aggression
predicted later aggression and antisocial behavior
in adolescence.

Loney’s sample was derived from 124 chil-
dren (ages 2—12) with the diagnosis of hyperki-
netic/minimal brain dysfunction syndrome who
had been referred to an Iowa child psychiatry
clinic. In their follow-up at age 12—18, they mea-
sured three broad domains of outcomes: (1)
symptoms at outcome, (2) delinquent behaviors,
and (3) academic achievement. They carried out
multiple regressions, expressing effect size of the
predictors as ‘squared multiple correlation,’
which can be transformed to represent a percent-
age that accounts for the total variation of the out-
come measure.

For the symptoms outcome domain, they
examined three separate variables: (1) adolescent
hyperactivity and inattention, (2) aggression, and
(3) negative effects at follow-up. For adolescent
hyperactivity scores (rated by the mother), they
found three predictors to account for about 20%
of the outcome measure: (1) parental socioeco-
nomic status, (2) baseline aggression, and (3) a
history of perinatal complications. Interestingly,
baseline hyperactivity scores did not predict later

hyperactive symptoms. Inattention was predicted
by age of onset (effect size—5%). Adolescent
negative effects were weakly predicted by
response to medication and parental control
(combined effect size—9%). For delinquency
outcome domain, they examined aggression/
offenses and illegal drug use. ‘Offenses against
property’ were predicted by urban dwelling, size
of family, and baseline aggression (combined
effect size—37%). ‘Offenses against person’ was
predicted by parental control, the presence of
neurological signs, and aggression at baseline
(combined effect size—36%). ‘Involvement with
illegal drugs’ was predicted by baseline aggres-
sion, age of referral, urban dwelling, and response
to drug treatment (negative) (combined effect
size—40%). For academic achievement domain,
they examined reading, arithmetic, and spelling
abilities. Reading scores were predicted by past
reading and response to drug treatment (com-
bined effect size—63%). Arithmetic skills were
predicted by past academic ability, response to
treatment, family size (negative direction), mater-
nal hostility, reading abilities, and perinatal com-
plications (combined effect size—69%). Spelling
was predicted by past academic ability, maternal
control, hyperactivity, and family size (combined
effect size—79%).

To put the results another way, their findings
suggest that response to treatment (symptom
reduction) promotes resilience in lowering the
risk of later drug use and improving later aca-
demic achievement. Parent control confers resil-
ience by increasing academic skills and reducing
negative effect. However, perinatal complications
predicted aggression, persistence of hyperactiv-
ity, and lower arithmetic skills. Urban dwelling
increases the risk of drug use and offenses against
property. Large family size increases the risk of
offenses against property and lowered later aca-
demic achievement. Thus, lack of the latter fac-
tors would increase resilience, in a similar way
that the absence of conduct and aggressive prob-
lems at baseline would improve outcome.

A prospective study of 123 hyperactive chil-
dren also examined similar predictive factors
(Fischer et al., 1993). For positive predictors they
found that childhood cognitive and academic
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competence predicted adolescent academic
skills; and parental personal competence pre-
dicted social competence in adolescence. For
negative predictors they found that family stress
at baseline predicted conduct problems; and the
combined effects of paternal antisocial tenden-
cies and the severity of childhood impulsivity—
hyperactivity predicted later oppositional defiant
behaviors. Child defiance, but not hyperactivity,
predicted later arrests. Overall, the study sug-
gested that no single predictor cut across all
domains.

In the Montreal cohort at 10- to 12-year fol-
low-up (Weiss et al., 1979), hyperactive subjects
(around age 20) were asked what had helped
them most during their childhood. The most
common response was a positive relationship
with a significant adult; for instance, one parent
(nearly always the mother) who believed in their
final success or a teacher who seemed to turn the
tide of failure. Another response was discovering
that they had some special talents. When asked
what made things worse, the most common
responses were family fights (usually concerning
the hyperactive subject), feeling different (infe-
rior, ‘dumb’), and being criticized. Significantly
more hyperactives than controls rated their child-
hood as unhappy. However, the authors did not
report whether these factors were correlated with
outcomes in their study.

In a later publication by the same group,
Hechtman, Weiss, Perlman, and Amsel (1984)
examined a range of childhood predictors of out-
come in early adulthood. The outcome measures
studied include: (1) emotional adjustment, (2)
academic performance, (3) police involvement,
(4) car accidents, and (5) substance and alcohol
misuse. The authors identified baseline personal
characteristics such as 1Q, aggressiveness, emo-
tional stability, and low frustration tolerance, and
family characteristics, such as socioeconomic
class, child-rearing practices, home emotional
atmosphere, and parental mental health, to be
significant predictors of successful adult
outcome.

Within family measures, the specific effect of
parental negative expressed emotions influencing
the development of antisocial behaviors in hyper-

active children has been studied by Rutter et al.
(1997). Negative expressed emotions denote
parental criticism, disapproval, negative attribu-
tions, as well as rejecting and hostile attitudes
toward the child. They are coded independently
of emotional warmth. Emotional over involve-
ment (EOI) was originally conceptualized as a
component of ‘expressed emotion’ in the
Camberwell Family Interview for adults. As
dependency is age appropriate for children, the
validity of this construct in childhood-related
measurement is questionable. EOI has thus not
been included in most childhood studies of
expressed emotions.

Rutter et al. (1997) conducted a longitudinal
follow-up study on pervasively hyperactive sub-
jects ascertained in a community epidemiological
sample and examined the effect of expressed
emotions on disruptive behaviors. Hyperactive
children who were exposed to a high level of
negative expressed emotions from parents exhib-
ited more antisocial and disruptive behaviors at
follow-up compared with the hyperactive coun-
terparts exposed to a low level. The pathogenic
effect of negative child—parent relationship
applied also to nonhyperactive subjects in the
same study, though the effect was less marked,
that is, the rates of antisocial and disruptive
behaviors were also raised in the nonhyperactive
children exposed to a high level of negative
expressed emotion; but the overall rates were
lower than in the hyperactive counterparts. The
findings suggest a possible causal relationship
between expressed emotions and antisocial/dis-
ruptive behaviors.

The impact of emotional dysregulation on
adjustments has recently received attention.
Barkley and Fischer (2010) published a study,
which followed up 135 hyperactive children into
adulthood and measured their Emotional
Impulsiveness (EI) symptoms. Of the hyperactive
children now adults, 55 were classified as having
persistent ADHD (ADHD-P); and 80 as having
nonpersistent ADHD (ADHD-NP). They were
also compared with a community sample of 75
subjects followed-up concurrently. They found
significantly more EI symptoms in ADHD-P sub-
jects, than their nonpersistent and community
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control counterparts. EI was measured with seven
items: (1) find it difficult to tolerate waiting—
impatient; (2) quick to get angry or become
upset; (3) easily frustrated; (4) overreact emo-
tionally; (5) easily excited by activities going on
around me; (6) lose my temper; (7) am touchy or
easily annoyed by others. EI was found to con-
tribute uniquely to major impairments in multiple
domains—occupational, educational, criminal,
driving, financial, and social relationship—after
adjusting for the confounding effects of inatten-
tion and hyperactivity/impulsivity symptoms.
The authors concluded that ‘EI is as much a com-
ponent of ADHD as are its two traditional dimen-
sions and is associated with impairments beyond
those contributed by the two traditional
dimensions.’

Wilmshurst, Peele, and Wilmshurst (2011)
found that subjects with a diagnosis of ADHD
who nevertheless became college students repre-
sented an especially resilient group. This group
reported significantly higher paternal support and
greater support from friends than non-ADHD
college students. The authors suggested that col-
lege students with ADHD should form a focus of
research, as they had achieved success against the
odds.

Mikami and Hinshaw (2003) found a complex
relationship between protective factors and adap-
tive behaviors in girls with and without ADHD.
Peer rejection was related to higher levels of
aggressive behavior and depressed/anxious
behavior, confirming peer problems as a risk fac-
tor. For all girls, popularity with adults predicted
lower levels of aggression while goal-directed
solitary play predicted lower levels of anxiety/
depression. Popularity with adults was most pro-
tective among the peer-accepted subgroup,
whereas solitary play was most protective among
the peer-rejected subgroup. For ADHD girls (not
controls), engaging in meaningful solitary play
was a stronger predictor of lower levels of anx-
ious/depressed behavior. In the follow-up study,
Mikami and Hinshaw (2006) hypothesized pro-
tective factors to be childhood measures of self-
perceived scholastic competence, engagement in
goal-directed play when alone and popularity
with adults. In adolescents, the authors examined

a range of outcomes, including externalizing and
internalizing symptoms, academic achievement,
eating pathology, and substance use as outcomes.
ADHD and peer rejection predicted an increased
risk for all these outcome measures except for
substance use, which was predicted by ADHD
only. ADHD and peer rejection predicted lower
adolescent academic achievement but not adoles-
cent externalizing and internalizing behavior. As
a buffer, self-perceived scholastic competence in
childhood (with control of academic achieve-
ment) predicted resilient adolescent functioning.
However, the protective effect of meaningful
solitary play was not detected in adolescents.

To investigate biological factors that promote
resilience, Nigg, Nikolas, Friderici, Park, and
Zucker (2007) examined two independent sam-
ples: children were classified as resilient if they
avoided developing ADHD, oppositional defiant
disorder (ODD) or conduct disorder (CD) in the
face of family adversity. The first sample con-
sisted of ADHD cases and controls. The second
replication sample was a prospective cohort of
children from high-risk families with high levels
of alcohol and drug misuse. Adversity was
indexed by low socioeconomic status, parental
psychopathology, marital conflict, and exposure
to stressful events. Resilience was defined as
being below the diagnostic threshold for atten-
tion, oppositional, and conduct problems despite
adversity. Two specific biological protective fac-
tors were examined, given their potential rele-
vance to prefrontal brain development. These
were (1) neuropsychological response inhibition,
as assessed by the Stop task, and (2) a composite
catecholamine genotype risk score. Resilient
children were characterized in both samples as
displaying more effective response inhibition. A
composite high-risk genotype index was devel-
oped by summing the presence of high-risk allele
markers on three genes expressed in prefrontal
cortex: dopamine transporter (SLC6A3), dopa-
mine D4 receptor (DRD4), and noradrenergic
alpha-2 receptor (ADRA2A). Homozygous
insertion genotype was classified as high risk for
DRD4. High-risk SNP (single-nucleotide poly-
morphism) alleles were ‘G’ (A/G or G/G) for
SLC6A3, and ‘T’ (C/T or T/T) for ADRA2A. The
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authors found that a low score in risk genotype
was a reliable resilience indicator against devel-
opment of ADHD and CD—but not ODD—in
the face of psychosocial adversity. Amidst mod-
erate or moderate-to-high adversity, biological
characteristics of the child provided broad pro-
tection, if the child had protective genotypes or
had strong response inhibition or both. Notably,
genotype and response inhibition were uncorre-
lated and did not interact; the authors suggested
these to be two distinct neurobiologically based
protective mechanisms. The catecholamine genes
analyzed are expressed primarily in prefrontal
cortex and involved in executive functions;
whereas response inhibition is associated with
the integrity of basal ganglia and striatum as well
as prefrontal-subcortical network, influenced by
other putative factors. The authors suggest that
moderate to high levels of family adversity,
which disrupt socialization experiences and pre-
frontal cortical functions necessary for adjust-
ment and regulation, could be one route in a
multipathway causal model of ADHD.
Furthermore, stress events alter neural develop-
ment in regions involving hippocampus, amyg-
dala and frontal cortex, important in inhibitory
control. The results provided preliminary evi-
dence for key biological factors linked to pre-
frontal cortex function, which may enable
children to avoid developing ADHD and CD in
the presence of psychosocial adversity.

In summary, studies on predictors of outcomes
in hyperactive subjects suggest that factors in the
child, family, and environment can all influence
later resilience and maladjustments. We now turn
to examine the issues of resilience and develop-
mental trajectories.

Developmental Trajectories and
Resilience: The Effects and Predictors
of Remitting and Persistent Life
Course and Normalization

of Function for Persisters

In a prospective study on a clinic sample of
ADHD subjects, Biederman et al. (1996) exam-
ined the rate of desistence and persistence over

time, and identified the predictors for desistent
and persistent life course of ADHD. Their sam-
ple consisted of Caucasian boys aged 617 with
1Qs over 80 and who had an intact nuclear fam-
ily. At 4-year follow-up, they identified a high
rate of persistence of 85%, with only 15% remit-
ted. The high rate of persistence found was likely
due to the broad definition of persistence they
used (see later). Of the 15% whose ADHD was a
transient disorder, half of the remission occurred
in childhood and the other half in adolescence.
Predictors of persistence included family his-
tory, severity of ADHD, psychosocial adversity,
and comorbidity with conduct, mood, and anxi-
ety disorders. ADHD in the family history influ-
enced persistence: 45% for persisters vs. 33%
for late desisters vs. 10% for early desisters. The
persistent form of ADHD also differed in the
family history (34% vs. 11% vs. 10%). This sug-
gested a stronger effect of familiality and per-
haps a heavier genetic loading in the persisters.
As an indicator of psychosocial adversity, per-
sisters were exposed to a higher level of family
conflict. Subjects’ own characteristics also dif-
fered. Among the persisters, there were more
severe inattentive and hyperactive symptoms and
a greater level of functional impairments at both
baseline and follow-up. Persisters also had more
symptoms of oppositional/defiance disorder and
depression and anxiety problems. Furthermore,
the persisters showed a trend of having a lower
1Q at baseline, but the differences did not reach
statistical significance (109.2 vs. 110.8 vs. 111.7;
P =0.063). The GAF (global assessment func-
tioning) scores were significantly lower for the
persisters at baseline (47 vs. 53 vs. 53;
P =0.0001) and at follow-up (52 vs. 60 vs. 64;
P = 0.0001). Overall, the persisters had higher
exposure to family conflicts, a stronger family
history of ADHD, and were more severely
affected and impaired by ADHD at both baseline
and follow-up. In other words, resilience (better
functioning and escaping impairments at out-
come) was associated with a desisting life
course, which in turn was predicted by lower
symptom levels, better adjustment, lack of fam-
ily history, and lack of family conflict at the
baseline.
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With regards to the definition of persistence,
Biederman et al. (2000) identified a shift in the
patterns of symptoms and impairments with age.
The symptoms of inattention remitted for fewer
subjects than did symptoms of hyperactivity or
impulsivity. To some extent, it seemed the pro-
portion of subjects experiencing remission varied
considerably with the definition used (highest for
syndromatic remission, lowest for functional
remission). This finding was also supported by an
earlier longitudinal follow-up study of 106 boys
with DSM-III-R ADHD (Hart et al., 1995).
Hyperactivity/impulsivity symptoms declined
with increasing age, but inattention symptoms
did not. Inattention declined only from the first to
the second assessment and remained stable there-
after in boys of all ages. The rate of decline in
hyperactivity—impulsivity symptoms was inde-
pendent of the amount and type of treatment
received. Furthermore, they found that boys who
still met the criteria for ADHD at follow-up were
significantly more hyperactive/impulsive and
more likely to exhibit conduct disorder at base-
line than boys who no longer met the criteria at
follow-up. The findings suggest possible hetero-
geneity in the childhood form of ADHD, with
one subtype traversing a symptom-declining tra-
jectory and another a more symptom-persistent
trajectory.

So far we have examined maladjustment in
relation to persistent ADHD trajectory and resil-
ience in relation to desisting trajectory. We now
turn to the interesting question on predictors of
resilience despite persistence of symptoms. That
is, can resilience exist in spite of persistent
ADHD, and if it does, what are they? In a follow-
up study of a clinic sample comprised of 85 boys
with persistent ADHD diagnosed by DSM-III-R
criteria, Biederman, Mick, and Faraone (1998a)
attempted to disentangle syndromic persistence
from functional outcome in ADHD youths. The
subjects were followed prospectively into mid-
adolescence and compared with 68 non-ADHD
boys. Three domains of functioning were
recorded at baseline and follow-up: school,
social, and emotional. At follow-up, the persis-
tent ADHD sample fell into three groups: 20%
functioning poorly in all domains, 30% function-

ing well, and 60% with intermediate outcomes.
They found that impulsivity reduced the likeli-
hood for normalization of functioning (odds ratio
[OR] for normalization of functioning = 0.7 with
95% CI of 0.5-0.9). That is, among those persis-
tent ADHD subjects, those with a high level of
impulsivity had more impaired function.
Likewise, psychiatric comorbidity (OR = 0.3
with 95% CI of 0.1-0.7), exposure to maternal
psychopathology (OR = 0.3 with 95% CI of 0.1—
0.8), and larger number of siblings (OR = 0.5
with 95% CI of 0.3-0.9) all predicted lower
adjustments. Learning difficulties impeded nor-
malization of school functioning (OR =0.15 with
95% CI of 0.05-0.53). The converse was also
true, that is, the absence of these risk factors was
associated with improved functioning despite
persistence of ADHD. Furthermore, improve-
ment in one area of functioning had a snowball
effect, increasing the chance of improvement in
other areas. Good baseline functioning also pre-
dicted normalized functioning at follow-up.
Good emotional functioning at baseline predicted
normalized function of both emotional function-
ing (OR = 5.6 with 95% CI of 2.2-14.6) and
school functioning (OR = 2.4 with 95% CI of
1.01-5.8). Good social functioning at baseline
predicted normalized emotional functioning at
follow-up (OR = 3.1 with 95% CI of 1.05-9.3).
Good school functioning at baseline predicted
normalized school functioning at follow-up
(OR = 3.6 with 95% CI of 1.4-9.1). In short,
good baseline functioning and lack of adverse
predictors confer relative resilience despite per-
sistence of ADHD. This suggests that normaliza-
tion of functioning and syndromic persistence of
ADHD may be partially independent.

Genetic Influence: The Role of Gene
and Environment Interaction

There is only scanty published evidence in the
field of ADHD demonstrating the effect of gene
and environment interaction in moderating resil-
ience. As already mentioned, a study examined
the effect of psychosocial adversity and genetic
risks in developing ADHD, ODD, and CD. A
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composite catecholamine genotype risk score
was used by summing presence of risk across
markers on three genes expressed in prefrontal
cortex: dopamine transporter, dopamine D4
receptor, and noradrenergic alpha-2 receptor. A
low score in risk genotype was reported to be a
reliable resilience indicator against development
of ADHD and CD, but not ODD, in the face of
psychosocial adversity (Nigg et al., 2007). We
anticipate this topic to be an area of interest for
ADHD research. For non-ADHD subjects, two
highly cited publications have demonstrated that
genetic factors can influence resilience following
exposure to childhood abuse and life stress.

Caspi et al. (2002) investigated the role of
genetic contribution to account for why some
children who are maltreated grow up to develop
antisocial behavior, whereas others do not. A
functional polymorphism in the gene encoding
the  neurotransmitter-metabolizing  enzyme
monoamine oxidase A (MAOA) was found to
moderate the effect of maltreatment. Subjects
with a genotype conferring high levels of MAOA
expression (associated with an increased level of
this enzyme in the brain) were less likely to
develop antisocial problems following exposure
to childhood maltreatment. Those with a geno-
type conferring low levels of MAOA expression
had an increased risk of developing antisocial
behaviors. Their findings suggested that the gen-
otype associated with a high level of MAOA
expression can also confer resilience following
exposure to childhood abuse. They also provided
early evidence that genotypes can moderate chil-
dren’s sensitivity to environmental insults; and
this finding has been replicated and supported by
further evidence from a meta-analysis (Kim-
Cohen et al., 2006).

In the second study by the same group, Caspi
et al. (2003) investigated why stressful experi-
ences led to depression in some people but not in
others. They used a prospective longitudinal
study of a representative birth cohort and investi-
gated the moderating effects of a functional poly-
morphism in the promoter region of the serotonin
transporter (5-HTT) gene. There are two com-
mon variants of this gene: a short and a long form

(or allele). They found that subjects who are
homozygous or heterozygous (with one or two
copies respectively) of the short allele of the
5-HTT promoter polymorphism exhibited more
depressive symptoms, diagnosable depression,
and suicidality following exposure to stressful
life events than individuals homozygous for the
long allele. This study again provides another
piece of early evidence that an individual’s
response and resilience to environmental insults
can be moderated by his or her genetic makeup.
In the field of ADHD, there is early evidence
that comorbid ADHD and CD may be an etio-
logically distinct disorder entity as suggested by
analysis of familial history and aggregates
(Faraone et al., 1997; Thaper et al., 2001); and
also that adult ADHD may be a more homoge-
nous condition with stronger familial etiological
risk factors than the childhood form (Biederman
et al., 1995). Within the childhood form, there are
likely to be subtypes of persistent and nonpersis-
tent variants, possibly mediated by different
genetic and environmental influences. A transient
course of ADHD is associated with better prog-
nosis; in contrast, both persistent ADHD and the
comorbid form of ADHD/CD are associated with
greater maladjustment. If genetic factors are
proven to be associated with these varying sub-
types of clinical phenotypes, genetic makeup will
also influence resilience and vulnerability in the
presence of ADHD. We anticipate that genetic
research and gene—environment interaction
research in the near future may provide interest-
ing insights into the biological and environmental
substrates that confer long-term resilience.

Resilience, Treatments, and Lessons
from the MTA

Here, we examine the effects of treatment and
medication in terms of symptom reduction and
‘normalization’ of behaviors. In particular, we
summarize some of the key relevant findings
from the publications from the Multimodal
Treatment of Attention-Deficit Hyperactivity
Disorder (MTA, 1999) study. A reader may refer
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to an overview summary paper on the MTA
(Jensen, Hinshaw et al., 2001b) and one on the
effect of comorbidities in the MTA (Jensen et al.,
2001a).

There are in excess of 200 published studies
reporting the efficacy and effectiveness by stimu-
lant treatment on inattentive and hyperactive
symptoms. More interestingly, there are other
studies examining the effects of stimulants on
symptomatic impulsivity, aggression, and con-
duct problems, as well as on executive function
and the impacts on parental negative expressed
emotions.

In both laboratory and naturalistic settings,
stimulants have been found to be effective in
reducing aggression and impulsivity.
Improvements in social and interpersonal func-
tioning as a result of reduction in aggression and
impulsivity have been confirmed in naturalistic
studies. In other words, the effects of stimulants
are not only confined to attention, they also affect
emotional and social processing and can correct
disruptive, intrusive, and aggressive behaviors,
which often render hyperactive children unpopu-
lar among their peers. In nonhyperactive children
with CD, a study (Klein et al., 1997) reported
improvements in conduct symptoms with stimu-
lant treatment, confirming the effect of stimulants
on nonhyperactive symptoms.

The positive effects of stimulant medication
on social functioning within the family have been
demonstrated. In a double-blinded crossover
treatment study, Schachar, Taylor, Wieselberg,
Thorley, and Rutter (1987) found that the family
function and relationships improved in children
who responded to methylphenidate treatment:
there was a reduction in negative sibling encoun-
ters and a reduction of parental negative expressed
emotions. Treatment response was defined as
50% or greater reduction in hyperactive symp-
toms while on stimulant treatment. Measures of
maternal warmth, criticism, contacts with par-
ents, parental coping, and positive/negative
encounters with siblings were gathered by raters
blinded to the treatment and response status.
Among responders, methylphenidate was signifi-
cantly associated with more expressed maternal

warmth, less criticism, increased contact between
mother and child, and fewer negative encounters
between the child and his siblings.

If symptom control by treatment can improve
social, interpersonal, and cognitive functioning,
then it is important to identify the most effective
form of treatment. The MTA study compared the
effects of different modes of treatment.

ADHD Symptoms

In the MTA, subjects were randomized to four
arms: community care (CC), intensive behavioral
treatment (Beh), state-of-the-art medication man-
agement (Med), and a combination of Beh and
Med (Comb). The key initial finding was that for
core ADHD symptoms, the Comb and Med treat-
ments were more effective than Beh and CC (i.e.,
Comb ~ Med > Beh — CC, with an effect size
[ES] of 0.50-0.60). Ninety percent of children on
Comb and 88% on Med no longer met the full
criteria for ADHD at the study end point. Two
more recent secondary analyses (one using a
composite outcome measure and another using a
categorical outcome measure) identified a signifi-
cant but marginal superiority of Comb over Med
in additional to the initial findings (i.e., Comb >
Beh ~ CC, with ES =0.70; and Comb > Med with
ES =0.28).

The difference between Med and CC was
striking. Interestingly, two-thirds of CC subjects
also took medication. But there were important
differences between the community practice and
study protocol in medication management.
Subjects in the Med arm were given a detailed
initial dose titration over 28 days. This was
followed by monthly review, with adjustment of
dosage, or change of medication if indicated. The
prescribing clinicians also contacted the teachers
before each monthly review. Adjustments of
medication after initial dose titration were com-
mon, and only about 30% of the children
remained on the initial dose established by initial
titration by the end of the 14-month trial period.
This means that about 70% of the children needed
continuing monitoring and dose adjustment to
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obtain the optimal treatment response.
Interestingly, most of the dose adjustment was
toward a higher dosing, especially for those start-
ing on a low and intermediate post-titration dose.
Med subjects were on three times daily dosing,
with a higher average daily dose (average total
daily dose = 32.8 mg) and 12 visits per year; in
contrast, CC subjects were on twice daily dosing,
with a lower average daily dose (average total
daily dose = 18.7 mg) and an average of 2.3 visits
per year. It appears that initial dose titration fol-
lowed by close monitoring and effective dosing
with careful adjustment to maintain response
over time and to avoid side effects will markedly
improve the immediate efficacy of stimulants.

Non-ADHD Symptoms

The study also examined non-ADHD outcome
measures. These measures included parent—child
relationship, teacher-rated social skills, anxiety/
depression symptoms, and oppositional/defiance
symptoms as well as academic achievement and
functioning. Comb had a small but statistical sig-
nificant superiority to Beh for (1) academic func-
tioning, (2) WIAT reading scores, (3) controlling
internalizing, and (4) oppositional/defiance
symptom (with ES range 0.26-0.28). Comb was
also superior to CC in improving parent—child
relationship, additional to the above four mea-
sures. Med was located in between Comb and
CC, not statistically different from either. The
nonsignificant differences should not be regarded
as ‘no difference’ as MTA was designed to have
80% power to detect ES of 0.4 or greater; so any
real difference of a magnitude smaller than this
ES is less likely to be detected.

Moderators

Factors whose presence alters the likelihood of
treatment response are known as moderators.
Moderators identified by the MTA were: (1)
comorbid anxiety disorder and patterns of comor-
bidities, (2) socioeconomic status and educa-
tional background of the parents, and (3)

comorbidity status. These factors were already
present prior to the randomization, so the influ-
ences of moderators on the outcome of the study
are protected by the randomization process. They
should be distinguished from ‘mediators,” which
are factors that occur after the randomization pro-
cess, such as clinic attendance, compliance,
adherence to treatment, and therapeutic alliance
with the therapists; and the latter are thus not pro-
tected by the randomization process.

Children with comorbid anxiety are more
likely to respond to Beh. That is, Beh appeared
more effective than indicated in the primary anal-
yses. First, it diverged from CC, and converged
with Med. Second, Comb treatment was also
more effective, diverging from Med. Differences
in treatment effects were most evident in out-
come measures on (1) parent-reported hyperac-
tivity and inattention, (2) parent—child
relationship, and (3) teacher-rated social skills.
Perhaps children with anxiety symptoms are bio-
logically more sensitive and hence responsive to
conditioning. About 33% of subjects met DSM-
III-R criteria for an anxiety disorder excluding
simple phobias. Moderating effect of anxiety
favors the inclusion of psychosocial treatment for
them. This positive effect was also identifiable in
parent-reported outcome measures on disruptive
behavior, internalizing symptoms, and inatten-
tion (March et al., 2000).

Family socioeconomic status (SES) can be
fractionated into two independent measures:
parental education and parental occupation. The
key departures from the primary finding (Comb ~
Med > Beh ~ CC) due to moderating effect of
SES were for disruptive behavioral, inattentive,
and hyperactive symptoms. For families with a
low SES, Comb was more effective than all three
other treatments (Comb > Med ~ Beh ~ CC) for
oppositional/defiance symptoms only. There is
no additional advantage of Comb for ODD symp-
toms among children from families with higher
occupational status. For the high educational sta-
tus group, Comb is more effective than Med
(Comb > Med > Beh ~ CC) for hyperactive and
inattentive symptoms. One explanation for these
findings is that perhaps ODD symptoms in chil-
dren from advantageous background were more
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biologically determined, whereas in children
from disadvantageous backgrounds the same
symptoms were more attributable to poor parent-
ing. Correcting parenting skills in low SES fami-
lies thus had a more marked effect than the other
group. Second, core ADHD symptoms could be
more recalcitrant to behavioral treatment, requir-
ing parents with higher educational backgrounds
to implement the program more effectively. In
recommending treatment, clinicians should iden-
tify target symptoms and familial characteristics
and offer the optimal intervention plan accord-
ingly (Rieppi et al., 2002).

Finally, the presence of comorbid conditions
also moderates treatment response. Jensen,
Hinshaw, Kraemer, et al. (2001a) found that the
presence of anxiety symptoms (ANX) with
ADHD regardless of CD status increased the
likelihood of response to behavioral treatment.
ANX status confers benefits on ADHD children
regardless of the presence of oppositional defi-
ance/conduct disorder symptoms (ODD/CD). Its
presence exerted ameliorating effects on concur-
rent ODD/CD (i.e., ADHD + ANX + ODD/ CD
vs. ADHD + ODD/CD). As a simple rule for pre-
dicting treatment response, ADHD plus ANX
subjects were likely to respond to any of the three
treatments: behavioral alone, medication alone,
and combination of medication and behavioral
intervention. In other words, all interventions are
likely to be effective for them. In contrast, ADHD
only and ADHD plus ODD/CD subjects usually
responded only to interventions that included
medication. That is, for these two groups, medi-
cation appeared especially indicated, and behav-
ioral intervention alone seemed contraindicated.
However, for the doubly comorbid group with
ADHD plus ANX plus ODD/CD, combination
interventions appeared to offer substantial advan-
tages over other treatments.

In summary, the MTA study identified that
management with state-of-the-art medication
alone is—at least over 14 months—more effec-
tive than conventional medication management
and behavioral management combined. The addi-
tional benefit of combination treatment should be
reserved for special cases, such as children with
double comorbidities (ADHD + ANX + CD/

ODD) and children from low SES background
with severe ODD/CD symptoms. Children with
comorbid anxiety disorder can be given behav-
ioral management as the first line of treatment,
especially if they are from high SES background
and targeted for inattentive and hyperactive
symptoms. Behavioral treatment alone is not as
effective for children with ADHD only and
ADHD+CD (but of course some families will
prefer the option, knowing that adverse effects
are probably less likely in behavioral treatment).
Treatment should be tailored according to the
psychosocial and clinical profiles of a child.
There is no single treatment strategy that would
confer universal benefits for all subtypes of
ADHD.

The 3- and 8-year follow-ups of the MTA sub-
jects have, however, found no superiority of the
intensively medicated group to that receiving
only behavioral approaches or, indeed, to the rou-
tinely treated community control group. The
practical conclusions of this equifinality can be
argued over. Some will say that this calls for
extending intensity of treatment delivery over a
longer time span. Others will consider that equi-
finality is only to be expected, given that random-
ization stopped at the 14-month point. The
self-selection that followed would mean that
families chose whichever therapy was best for
them, and would imply that they mostly chose
wisely. The main implication for this chapter is
that a period, even as long as 14 months, in which
symptoms are intensively controlled is not suffi-
cient to promote resilience.

Resilience, Stimulant Treatment,
and Subsequent Substance Abuse

Data from more than 200 randomized clinical tri-
als have consistently found stimulants an effec-
tive treatment for children and adults with
ADHD. One study reported that childhood treat-
ment with stimulants for ADHD increased the
risk for subsequent cigarette smoking and nico-
tine and cocaine dependence in adulthood
(Lambert & Hartsough, 1998). This study
received much media attention, and public con-
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cerns have been raised whether early exposure to
stimulant medication predisposes to subsequent
substance abuse and dependency.

This study, however, represents the only study
so far reporting such an association. Twelve other
studies have not found evidence that childhood
stimulant treatment for ADHD leads to an
increased risk for substance experimentation,
use, dependence, or abuse by adulthood. Wilens,
Faraone, Biederman, and Gunawardene (2003)
conducted a meta-analysis on six of the larger
published studies, two studies with follow-up in
adolescence and four in young adulthood. The
analysis comprised 674 medicated and 360
unmedicated subjects. The combined estimate of
the odds ratio using random-effect meta-analysis
indicated a 1.9-fold reduction in risk (95% CI
1.1-3.6) for SUD for those exposed to childhood
stimulant treatment compared with those not
exposed. The age effect showed that studies with
follow-up into adolescence showed a greater pro-
tective effect (OR 5.8) than studies with follow-
up to adulthood (OR 1.4). It was possible that the
extended follow-up period to adulthood increased
the likelihood of exposure to drug experimenta-
tion and hence misuse. Alternatively, this might
be due to higher dropout in stimulant treatment in
early adulthood, leading to loss of risk protec-
tion. However, data on duration of exposure to
pharmacotherapy were not available and did not
allow further analysis to test the hypothesis.
Another explanation was that enhanced parental
supervision for youths receiving medication
might have confounded the analysis.

Furthermore, there were major methodologi-
cal problems with the study by Lambert et al.
They found that stimulant treatment increased
the risk of subsequent drug use in young adults.
In particular, they found that exposure to earlier
stimulant treatment was linearly related to nico-
tine and cocaine abuse, with similar trends to
alcohol abuse. There were, however, significant
differences on baseline characteristics between
the medicated and unmedicated subjects, con-
duct disorder was overrepresented in the medi-
cated group. Prospective studies have
consistently identified conduct disorder as a
major risk factor for the development of SUD

among ADHD subjects. Conduct disorder, there-
fore, represents an important confounder in their
analysis, which was likely to give rise to a false
association. Overall, the evidence indicates no
harmful association between childhood expo-
sure to stimulant treatment to ADHD and subse-
quent substance abuse in adolescence and
adulthood. There is evidence from the pooled
estimates derived from meta-analysis to suggest
that effective treatment reduces the risk of subse-
quent substance abuse, and thus confers
resilience.

Preserving Life and Overcoming

the Risks of Deliberate Self-Harm
(DSH) and Suicidality as Prerequisites
of Promoting Resilience

The strong associations between DSH, suicidal-
ity and ADHD are often overlooked in the ADHD
and resilience literature. This topic, in our view,
warrants its own section given its critical impor-
tance—as the preservation of life and reduction
of self-harms are fundamental to developing and
promoting resilience.

Childhood ADHD robustly predicts increased
risk of depression in late adolescence by about
fivefold; and also the risk of suicidal attempts in
adolescence, especially for those also exposed to
maternal depression in childhood (Chronis-
Tuscano et al., 2010). One study on college stu-
dents found that the links between depressed
mood and suicidal ideation/attempts were stron-
ger in students who experienced higher levels of
ADHD symptoms; but not for self-harm and
seeking medical attention. The alarming
implication is that students with greater ADHD
symptoms are at an increased risk of attempting
or completing suicide when experiencing
depressed mood—rather than inflicting nonfatal
self-injuries; and they are also less likely to seek
medical attention (Patros et al., 2013). A Swedish
population study found that individuals with
ADHD had elevated risks of attempting and com-
pleting suicide, with an OR at 3.62 (95% CI,
3.29-3.98) and at 591 (95% CI, 2.45-14.27)
after adjusting for comorbid psychiatric disorders
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(Ljung et al.,, 2014). Apart those evaluating
youths and adults, three studies investigated the
impact of ADHD on suicidality in children and
adolescents. One Australian study examined
18,729  children and adolescents (aged
5-15 years) who were admitted to hospitals due
to assaults, accidental injuries, self-harm and sui-
cide attempts; and found that participants with
ADHD were at a higher risk of being victims of
assaults (OR = 2.77), as well as committing sui-
cide attempts or self-harm acts (OR = 3.76)
(Lam, 2005). An American study examined a
clinical sample and found that adolescent males
who attempted suicide had more mood, alcohol
misuse, ADHD, and conduct problems (Kelly
et al.,, 2004). A longitudinal study evaluated a
large French community sample comprising of
children and adolescents aged 4—18 years (which
was not subjected to referral bias as in clinic or
hospital samples). The study followed up the
sample 8 years later; and the authors found a sig-
nificant link in males between childhood ADHD
symptoms and the subsequent risk of suicide
planning and attempts (OR = 3.25). This associa-
tion was found to be independent of other co-
occurring psychiatric or substance misuse
conditions, though mood and disruptive behav-
ioural problems and cannabis misuse contributed
additional risks. Notably, the association was
confined to more severe and risky suicidal behav-
iors, rather than suicidal ideations (Galéra et al.,
2008). The findings from the juvenile samples
converge with those from the adult literature—
showing a significant association between ADHD
and suicidal behaviors.

A review study examined the risk of ideations
and completed suicide; and reported 1.7- to —3.6-
fold higher risks of identifying adults with ADHD
in the completed-suicide group, while adults with
ADHD expressed more suicidal ideations and
made more attempts, especially in the context of
conduct and substance misuse problems (Impey
& Heun, 2012). Another literature review study
identified an increased risk for ADHD cases to
complete suicide (hazard ratio = 2.91), especially
for young males and when co-occurring with
depression or conduct problems (James et al.,
2004).

Importantly, treatment of ADHD can reduce
the risk of suicidal attempts. A large Taiwanese
population longitudinal cohort study recruited
20,574 adolescents and young adults with
ADHD; and found that ADHD predicted a sui-
cide attempt (hazard ratio = 3.84,95% CI =3.19-
4.62) and repeated suicide attempts (hazard
ratio = 6.52, 95% CI = 4.46-9.53) (Huang et al.,
2018). However, a significant risk reduction in
repeated suicide attempts was found among in
men taking long-term methylphenidate treatment
(hazard ratio = 0.46, 95% CI = 0.22-0.97).
Recently, this protective effect of ADHD medica-
tion has been replicated by the US study, which
examined a very large cohort (N = 3,874,728,
47.8% were female patients) of patients with
ADHD (Chang et al., 2020). ADHD treatment
with medication significantly lowered the odds of
suicide attempts (OR = 0.69 (95%, 0.66-0.73)).
Similar reductions were found across age and
gender subgroups, including patients with ADHD
with pre-existing depression or substance use
disorder. The protective effect was mainly seen
for stimulant medication (OR, 0.72; 95% CI,
0.66—0.77); nonstimulant medication was associ-
ated with statistically nonsignificant risk reduc-
tion in suicide attempts (OR, 0.94; 95% CI,
0.74-1.19).

In 2020, a meta-analysis was conducted to
pool estimates from previous studies by using (1)
population-level analysis and (2) individual-level
analysis. Both strategies yielded similar results,
indexing risk reduction of suicidal attempts asso-
ciated with ADHD medication intervention.
Population-level analysis found a reduction in
relative risk at 0.76 (95% CD at 0.58-1.00;
P =0.049), while the individual level of analysis
showed at 0.69 reduction (95% CI, 0.49-0.97;
P = 0.049) (Liu et al., 2020). This means that
ADHD medication intervention can potentially
reduce the risk of suicidal attempts by about
24%-31%. Again the risk reduction was found
for participants treated with stimulants
(RR = 0.72; 95% CI, 0.53-0.99; P = 0.042 on
population-level analysis and RR = 0.75; 95%
CI, 0.66-0.84; P < 0.001 on within-individual
analysis). Moreover, the protective effect was not
observed in participants taking medication in the
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first 90 days (RR = 0.91; 95% CI, 0.74-1.13;
P =0.416), implicating that the protective effects
were only seen in those taking long-term treat-
ment (Liu et al., 2020).

Girls with ADHD may present with suicidal
self-injury (NSSI) and symptoms similar to bor-
derline personality disorder, dominated by severe
emotional dysregulation symptoms. They are
also more at risk to exposure to assaults and
trauma due to their impulsivity, thrill-seeking,
and sensation-seeking behaviors. Beauchaine,
Hinshaw & Bridge (2019) examined the roles of
impulsivity, ADHD symptoms and trauma in
girls with suicidal behaviors and nonsuicidal
self-injury (NSSI); and found striking associa-
tions and interactions between these risk factors.
The rate of suicide attempts is low in the general
population, but this is elevated in those either
with ADHD or maltreatment exposure in isola-
tion (Beauchaine et al., 2019). Strikingly, those
girls with both ADHD and maltreatment expo-
sure (physical abuse, sexual abuse or neglect)
have a 33% risk of making one or more serious
suicide attempts; and for this group the rate of
NSSI is at 50%.

Therefore, ADHD and maltreatment are inde-
pendent risk factors for NSSI and suicidality for
girls, but they interact to amplify the risk multiple
fold. For this reason, the detection and treatment
for ADHD in girls are critical in addressing and
managing the recurrence risks of self-harm and
suicidality.

For these reasons, a clinical evaluation of sui-
cidal ideations and attempts—within the context
of family history of completed suicide—form an
essential component of ADHD assessment and
management. If present, these problems need to
be treated actively and monitored carefully.
Treatments of co-occurring depression, post-
trauma stress disorder or substance misuses also
need to be undertaken without delay.

ADHD and trauma can co-occur, especially
for youths from high-risk family background.
Their co-occurrence interacts to amplify risks
and challenges. These two conditions are not
mutually exclusive; therefore, neither a neurobio-
logical reductionist approach, nor a psychosocial
reductionist approach, nor a trauma reductionist

approach can provide adequate care for these
complex high risk clients. Some may die from
completed suicide if not detected in time and
managed inappropriately. Successful manage-
ment of all these issues should form key prereq-
uisites of resilience intervention for these
complex cases with ADHD.

Resilience Factors Relevant to ADHD,
and Resilience-Based Intervention
for ADHD

Factors Associated with Resilience

in Youths with ADHD

Resilience is often referred to as ‘positive pat-
terns of adaptation in the context of adversity’
(Masten & Obradovi¢, 2006). Therefore, the con-
cept requires both (1) exposure to adversity and
(2) positive adjustment despite exposure to these
risk and detrimental factors. Risk, by definition,
embodies increased probability of developing
negative outcomes for those exposed (i.e., a
youth with ADHD); however, risk is multifac-
eted, and does not define the exact nature of the
threat or the mechanisms leading to harms,
because risk factors often co-occur, and are con-
founded with other unfavorable parameters
(Dvorsky & Langberg, 2016). As such, the identi-
fied risk factor (i.e. ADHD) may not provide the
causal mechanism leading to an adverse outcome
(i.e., substance misuse). For example, a substance
misuse outcome might arise from comorbid
depression, or impulsivity and thrill-seeking ten-
dencies inherent in the temperament of a child
with ADHD, or because a child is living in poor
socioeconomic neighborhood where drugs are
readily available; and parental ADHD and poor
occupational status were the reason that the fam-
ily is living in such a neighborhood. Evidently,
association is not necessarily causal.

Overall, the risks associated with ADHD can
therefore be partitioned into three different types:
(1) ADHD symptom severity, (2) complications
and impairments arising from ADHD (such as
educational failure, peer rejection, association
with delinquent peers), and (3) other attributes
and psychiatric conditions associated with
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ADHD (such as lower 1Q, the presence of other
psychiatric conditions including oppositional
defiance disorders, conduct disorder, anxiety,
depression, behavioural addiction, and substance
misuse).

Moreover, risk and protective factors can be
inversely linked, whereby the presence of one
signifies the absence of the other, thus they can be
mutually exclusive. For example, low IQ indexes
risk whereas high 1Q is associated with resil-
ience; but the presence of one precludes the other
given they occupy the polar opposites on the
spectrum of the same construct.

Despite the well-documented risks associated
with ADHD, resilience in children with ADHD is
not uncommon as demonstrated by a recent
cross-sectional study of a clinically referred sam-
ple (Chan et al., 2021). About 53%—-59% of the
sample were rated as ‘resilient’ by their parents
and teachers, as captured by the BASC-2/3
Resiliency subscale (Reynolds & Kamphaus,
2004, 2015). Resilient children with ADHD, in
this study, were perceived by their teachers as
having higher 1Qs, as being more likely to have
anxiety, and as less likely to have oppositional
defiance symptoms. However, children with
ADHD may not benefit from having parents of a
higher social economic status when compared
with non-ADHD peers. Anxiety in ADHD
reduces the risks of oppositional defiance and
conduct problems, and this is not surprisingly
associated with teachers’ perception of better
adjustment; however, anxiety can increase the
risk of depression in adolescence and therefore
may, by inference, embody disadvantages,
though not detected by this study.

Other factors associated with positive out-
comes in youths with ADHD have been reviewed
by Dvorsky and Langberg (2016) under the broad
groupings of promotive or protective effects. In
statistical terms, promotive effects are generally
considered to be exerting a direct main effect on
the outcome variable, where protective refers to
the interaction with risks. At a more intuitive
level, promotive factors can be understood as
beneficial to all individuals (both high and low
levels of risk); in contrast, protective factors are
pertinent only to those exposed to high risk and

are responsible for mitigating the effects of risk
exposure and engendering adaptive and favorable
outcomes (Dvorsky & Langberg, 2016).

Resilient factors for ADHD can, furthermore,
be considered at the level of (1) individual, (2)
family, and (3) social-community. At the individ-
ual level, protective effects include goal-directed
solitary play predicting lower depressed/anxious
behaviors in childhood but this factor ceased to
be protective in adolescence ((Mikami &
Hinshaw, 2006). Promotive effects include: self-
perceived competence which can mitigate against
depression (McQuade et al.,, 2011); and self-
perceived scholastic competence predicted less
internalizing and externalizing symptoms and
substance use (Mikami & Hinshaw, 2006).
Moreover, academic enabling skills (e.g., motiva-
tion, study skills, engagement), positive interper-
sonal skills and prosocial behaviors all have
beneficial effects (Dvorsky & Langberg, 2016).

At the family level (Dvorsky & Langberg,
2016), there is strong research evidence for pro-
motive and protective effects from positive par-
enting, parental emotional support, and parental
affection. Family cohesion also improves quality
of life. Notably, a maternal authoritative parent-
ing style is associated with higher status rated by
peers in the child with ADHD, which reflect
greater peer acceptance.

At the social level, the promotive and protec-
tive effects of having friendship, good friendship
quality, and peer acceptance have been demon-
strated by longitudinal data (Dvorsky &
Langberg, 2016). ‘Peer relationships are unique
in the sense that both parties involved in the rela-
tionship are of equal status,” and peer friendship
provides an important context in which children
learn about cooperation, affiliation, affection,
disagreement, negotiation, and resolving con-
flicts (Hoza, 2007). Observational learning,
implicit learning, and attending to social cues are
essential ingredients in forming and maintaining
such friendships, but ADHD symptoms often
cause significant impairments in these areas; and
not surprisingly, about 50%—-80% of ADHD chil-
dren are rejected by peers (Hoza, 2007). Given
that having positive peer relationships is develop-
mentally important, interventions which normal-
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ize or mitigate ADHD-related deficits may
therefore, in theory, endow resilience; and this
avenue of research represents an important area
to explore in the future.

Resilience-Based Intervention

Targeting Specific ADHD-Related

Deficits

In the last decade, there has been an emerging
corpus of literature on specific interventions
designed to promote resilience for both nonclini-
cal and clinical populations (Prince-Embury &
Saklofske, 2014). The clinical groups include
individuals with trauma-exposure, chronic ill-
nesses, intellectual disabilities, neurodevelop-
mental disorders (Prince-Embury & Saklofske,
2014), and ADHD (Senior et al., 2020). Readers
interested in resilience-specific interventions in
the broader context can refer to the book titled
Resilience interventions for youth in diverse pop-
ulations by Prince-Embury and Saklofske (2014)
for more detail.

Of interest, Prince-Embury has proposed a
three-factor model of personal resilience to cap-
ture, simplify and articulate the essence of resil-
ience theories, and translate this for therapeutic
application (Prince-Embury & Saklofske, 2014).
This model comprises three core developmental
systems: (1) Sense of Mastery, (2) Sense of
Relatedness, and (3) Emotional Reactivity. These
systems are posited as key therapeutic targets in
resilience-based  interventions. The inter-
relationship of these factors also plays critical
roles in informing therapies. The model postu-
lates that a child’s experience mediates the rela-
tionship between external protective factors and
positive outcomes, thereby influencing the child’s
subsequent coping and success. This approach
contrasts with more conventional interventions
based on more fixed personality or neuropsycho-
logical attributes. The postulated three factors
can be measured by the Resiliency Scales for
Children and Adolescents (RSCA; Prince-
Embury & Saklofske, 2014). The three-factor
model therefore provides a useful theoretical
basis both for designing interventions as well as
for measuring outcomes. The Behavioral
Assessment System for Children (BASC-2/3)

(Reynolds & Kamphaus, 2004, 2015) is also a
measure which yields a ‘resilience’ subscale,
which has been used in other studies.

In line with the three-factor model, the effec-
tiveness of a resilience based-intervention
program for participants with ADHD has recently
been evaluated (Senior et al., 2020). The authors
postulated that this broader over-arching
approach—one that encompasses teaching skills
to manage ADHD symptoms and emotional dys-
regulation problems as well as to correct social
deficits—can promote relatedness, emotional
regulation, and resilience above and beyond opti-
mization of symptom control. Their program
goes further than conventional skill training
interventions, which in general focus on narrower
and more concrete skills. The key functional
domains targeted by this novel program are social
rejection, emotional dysregulation and daily
functional impairments.

Indeed, over 50% of children with ADHD
were classified as ‘rejected’ and 56% had no
reciprocal friendships, as compared to 32% of
typically developing comparison children (Hoza
et al., 2005). Children with ADHD evoke social
rejection due to their abrupt and impulsive behav-
iors, such as ill-timed interruption, intrusion,
excessive talking, and rule violation during play
(Mikami, 2014). Moreover, due to their inatten-
tion and distractibility during play and conversa-
tion, children with ADHD often miss important
social cues such as facial expressions and nonver-
bal communication patterns (Uekermann et al.,
2010). They annoy their peers by disrupting the
flow of social interactions. As a result, they expe-
rience more difficulties with peers, leading to
fewer friends and more outright rejection than
their typically developing peers (Gardner &
Gerdes, 2015; Hoza et al., 2005). These deficits
do not reliably respond to conventional social
skill training interventions (Senior et al., 2020).

Another key factor is that children with ADHD
tend to over-estimate their social abilities, such as
a positive bias for their deficits (Hoza et al., 2002,
2004). Children with ADHD display negative
behaviors almost immediately after being intro-
duced into a new social situation. They elicit
negative evaluation by a new peer shortly after
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such an introduction; however, children with
ADHD evaluate their own social performance
highly despite their interaction ending in failure
and rejection by the new peers (Hoza et al.,
2000). Children with severe ADHD symptoms
and emotion dysregulation problems tend to
evoke even more negative response from peers
than typically developing children (Thorell et al.,
2017), suggestive of a dose—response relation-
ship. ADHD severity may impair the ability to
read, identify and process facial expressions,
such as annoyance, anger and fear in others
(Williams et al., 2008).

Overall, ADHD can encompass social incom-
petence and cluelessness of one’s own social defi-
cits. This ‘double curse’ phenomenon - as already
mentioned - is coined the Dunning Krueger Effect
(Kruger & Dunning, 1999; Dunning, 2011); and
such double-curse inadvertently forecloses the
opportunities to learn from one’s own mistakes,
resulting in worsening of social difficulties and
peer rejection over the developmental course.
Moreover, chronic peer rejection leads to demor-
alization, social anxiety, and depression, which in
turn can lead to irritability, anger, and aggression.
Such downward spiral can further impair social
relationship, increase loneliness and social isola-
tion (Barkley, 2014). Therefore, correcting social
incompetence and tackling the lack of insights at
the same time are both important.

Improving resilience therefore entails a broad
intervention strategy which can address the multi-
faceted needs of participants with ADHD. Senior
et al. (2020) posited that a comprehensive inter-
vention based on a manualized Resilience Builder
Program (RBP) (Alvord et al., 2011) could target
(1) impulsive and disruptive behaviors, (2) emo-
tion dysregulation, and (3) peer problems. The
resilience skills developed from the intervention,
they argue, would improve behavioral and emo-
tional self-regulation processes. Improvement
may also be seen in proactive thinking orientations
(e.g., self-efficacy in taking initiative), and proso-
cial coping in the face of stressors.

RBP was developed by Alvord, Zucker, &
Grados (Alvord et al., 2011), which is a manualized
group intervention for youths with psychosocial
skill deficits, developing a broad set of transdiag-

nostic social competence and emotion regulation
skills. The program addresses maladaptive thought
patterns, self-awareness deficits, and problem-solv-
ing skills. In doing so, it aims to promote social
competence, supplemented by relaxation skills to
improve control of emotion dysregulation and
impulsivity. Some recent pilot studies evaluated the
effectiveness of the RBP, and provided evidence for
improvement in social skills and peer relationships,
in emotional and behavioral regulation, and in fam-
ily functioning: for participants with ADHD
(Alvord et al., 2014), high functioning autism
(Aduen et al., 2014; Habayeb et al., 2017); and for
anxious children (Watson et al., 2014).

Senior et al. (2020) recently tested whether
RBP group intervention can lead to functional
and symptomatic improvements in participants
with ADHD. Outcome measures were completed
by parents, teachers and child-participants: The
Behavioral Assessment System for Children
(BASC-2); Social Skills Improvement System
Rating Scales and How I Feel, which assessed
child-report of emotional arousal and regulation.
The study recruited 159 children with ADHD
(aged 7-13); and found significant improvements
(using pre- and post-treatment analysis) in symp-
toms, functioning and social improvement scores.
Significant improvements were found for inter-
nalizing and externalizing symptoms, as well as
social skills (as reported by parent, teacher, and
child informants. Both parents and children
reported better self-control and emotion control,
through applying relaxation techniques as well as
cognitive restructuring, and proactive problem
solving. Adaptive skills as captured by BASC-2
Leadership  (parent-report) and BASC-2
Resilience (parent- and teacher-report) also
improved. The findings of this study (Senior
et al., 2020) provide preliminary evidence for the
effectiveness in RBP resilience-based interven-
tion for youths with ADHD.

However, at this point of time, empirical evi-
dence on resilience-based intervention for youths
with ADHD and neurodevelopmental disorders
remain preliminary. Nevertheless, resilience-
targeted interventions for youths with ADHD
will be an important and promising field of inter-
vention research over the coming years.
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Conclusion

This review of available published literature sug-
gests that resilience is related to characteristics of
the child, family, peer, and environment.
Aggression, low frustration tolerance, severity,
and persistence of ADHD symptoms appear to
increase risks of later maladjustment in the child.
Urban dwelling, poor parental control, a high
level of parental expressed emotions, and the
presence of parental psychopathologies also
increase risks. The presence of conduct problems
in conjunction with ADHD represents a particu-
larly strong predictor of adverse outcome, in
terms of subsequent antisocial behaviors, social
and occupational impairments, substance abuse,
antisocial personality disorders, and associated
mood problems. Therefore, the absence or reduc-
tion of these risk factors, in theory, can improve
outcomes.

In contrast, positive endowments such as high
1Q, emotional stability, minimal impairments of
functioning, and favorable family background
with the presence of supportive adults all confer
resilience. Symptom reduction, associated with
either a desisting hyperactive symptom trajectory
or response to treatment, predicts better out-
comes. Behavioral modifications can sometimes
be enough in themselves, in milder cases, without
recourse to medication: when given without med-
ication, they can be helpful particularly for pre-
school children, children with anxiety symptoms,
and children with very resourceful parents. For
more severe cases and older children, they are
nearly always desirable in conjunction with med-
ication, and especially for comorbid children and
those in disadvantaged families. Strengths and
skills development by cognitive methods alone
have not been shown to confer protection against
social impairment. Social skills training however
(together with parent training and the use of
behaviorally oriented recreational camps) has
received support in controlled trials (reviewed by
Fabiano et al., 2009). The use of ‘neurofeedback’
(Arns et al., 2009) represents useful intervention
for some individuals with ADHD. The role of
genetic and environmental contributions to
resilience is likely to represent an area of expand-

ing research interest, and may well generate new
ideas about what the targets of intervention
should be.

The strong associations between NSSI, DSH,
and suicidality can be overlooked. Therefore,
both assessment and treatment of suicidal risks
are critical, as preserving life is fundamental to
resilience.

There are recent studies exploring the appli-
cability of Personal Recovery and resilience-
specific training in youths with ADHD. The
early studies on Personal Recovery have pro-
vided preliminary data on the unique features in
resilient individuals with ADHD and their fam-
ilies, such as qualities captured by the acronym
of ‘THRIVESSS’ (applied to the parents), and
developing self-awareness in ongoing struggles
with ADHD-related challenges (applied to
youths with ADHD themselves) (coined
‘Recovernance’). Moreover, a study on
resilience-targeted training has also provided
promising results which suggest more research
is needed in this area. Research and empirical
findings on resilience in youths with ADHD
remain nascent and preliminary; and will likely
be an area of growth and development in the
forthcoming decades.
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Introduction

The concept of resilience, like all psychological
constructs, must have certain characteristics in
order to be subjected to experimental testing so
as to be effectively applied to benefit our constit-
uency. A primary characteristic is that resilience
must be operationally defined in a way that is
reliable across time, participants, and research-
ers. Once a concept is operationalized in a reli-
able manner, then its validity can be examined.

Author Note We write this chapter in order to provide
essential information about measurement of resilience
and the tools that are currently available for that purpose.
It is important for the reader to recognize that the authors
of this chapter are authors of several of the scales included
here. In order to provide as complete a view as possible of
all the scales currently available for measuring protective
factors, we also included scales developed by other
authors. We have, therefore, limited any evaluative com-
ments about these scales but do provide a factual presenta-
tion of their characteristics. It is our expectation that this
information will provide readers sufficient information to
arrive at their own conclusions regarding the relative
advantages and disadvantages of these tools.

J. L. Robitaille (<)
Aperture Education, Fort Mill, SC, USA
e-mail: JRobitaille@ Apertureed.com

J. A. Naglieri
George Mason University, Fairfax, VA, USA

© Springer Nature Switzerland AG 2023

When we have sufficiently operationalized the
concept of resilience, and there is evidence that it
can be measured in a reliable and valid way, then
application in clinical and educational settings
becomes possible. This is an ideal sequence for
the development of tools for testing new con-
cepts, but it is not how many concepts and tests
used in education and psychology have been
promulgated.

In practice, there is great emphasis on helping
clients and pressure to implement new
approaches even if they have only been mini-
mally tested. If an idea appears logical and
appears to help clients, then it seems reasonable
to believe that the construct possesses validity,
however ill-defined that may be. Unfortunately,
what seems logical and consistent with clinical
experience may not be true. As noted by Garb
(2003, p. 32), “Results from empirical studies
reveal that it can be surprisingly difficult for
mental health professionals to learn from clinical
experience.” This sobering point suggests that
we should weigh empirical findings more heav-
ily than clinical experience, not vice versa.
Science should temper enthusiasm. This is espe-
cially true when a new approach to treatment or
anew concept is introduced.

There is a natural and desirable interplay
between scientific research and applied practice
in psychology because of the very nature of the
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field. We can assume that ultimately the field will
advance because of the mutual respect and col-
laboration of those that emphasize science more
than practice, and practice more than research.
The need for the balanced contribution of science
and practice is well illustrated by the study of
factors related to resilience. Clearly, this area of
study has benefited from the outstanding contri-
butions made by those professionals whose goal
has been to help children and adults survive and
thrive in the face of adversity and by those
researchers who have studied the complex inter-
relationships of variables that may be predictive
of good outcome. All of these individuals, how-
ever, must be able to clearly define their con-
structs and measure them reliably before the
validity of the concept can be assessed. That is
the focus of this chapter: the challenge of reliable
and valid measurement of factors related to
resilience.

Resilience: Measurement Issues

Defining the Concept: What Is
Resilience?

Although resilience has been studied and
described since the 1950s, it has been only in
about the past three decades that some consis-
tency has emerged in the definition of this con-
struct. Most contemporary researchers now agree
that resilience refers to positive outcomes, adap-
tation, or the attainment of developmental mile-
stones or competencies in the face of significant
risk, adversity, or stress. As Masten (2001) points
out, the claim of resilience in an individual
requires two judgments. First, that the individual
has been exposed to significant risk or adversity
and, second, that the individual has attained at
least typical or normal developmental outcomes.

The paradigm for resilience research therefore
consists first of enumerating or measuring the
risks and sources of adversity in individuals’
lives. Two general approaches have been used to
ascertain and measure risk. The major life events
approach focuses on episodic, highly traumatic
events such as the death or divorce of a parent.

Typically, major life events are measured using
checklists that assess a wide range of traumatic
events that have occurred in the individual’s life-
time. Examples include the Sources of Stress
Inventory (Chandler, 1981) or the Life Events
Checklist (Work et al., 1990).

Although major life events are clearly impor-
tant sources of risk and adversity, a reliance on
this approach in isolation has been criticized as
incomplete. To gain a more complete picture of
risk and adversity, a measure of daily hassles is
recommended. Daily hassles denote sources of
risk that have lower acuity, but greater chronicity
when compared to major life events. Examples
for young children might include frequent
changes in caregivers, poor quality childcare, and
inconsistent or overly harsh discipline. The Daily
Hassles Scale (Kanner et al., 1981) is a good
example of this approach.

After having ascertained the risk in an indi-
vidual’s life, developmental outcomes can be
assessed. This may consist of the attainment of
developmental milestones or the accomplishment
of major developmental tasks within normal lim-
its. Positive outcome has also been characterized
as the absence of psychopathology in an at-risk
population. If the individual has attained typical
or superior outcomes in the presence of risk or
adversity, then resilience is inferred (Masten,
2014).

Challenges in Measuring Resilience

Measurement of those variables that allow some
children to cope successfully with adversities in
their lives is not simple. This is especially so
because resilience is assessed on an inferential
basis by an examination of risk and positive
adaptation factors (Luthar & Zelazo, 2003).
Resilience is an outcome, rather than a psycho-
logical construct in and of itself that can be
defined and, perhaps, measured. This has led to
efforts to identify variables that lead to, and
therefore, can be used to predict resilience rather
than measuring it directly. Studies of resilient
individuals have identified a consistent set of
attributes and assets that contribute to resilient
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outcomes (Masten, 2014). These factors that lead
to resilient outcomes are referred to as protective
factors and are defined as characteristics or pro-
cesses that moderate or buffer the negative effects
of stress resulting in more positive behavioral
and psychological outcomes than would have
been expected in their absence (Masten &
Garmezy, 1985). Rather than measuring resil-
ience per se, assessments have instead focused on
measuring these protective factors that predict
resilience.

Further complicating the situation is the fact
that researchers in this field (e.g., Werner, 2005;
Wright & Masten, 2005) have found that risk and
protective factors occur at multiple levels includ-
ing the community (e.g., dangerous neighbor-
hoods/quality after school programs), the family
(e.g., domestic violence/effective parenting), and
characteristics of the child (e.g., difficult temper-
ament/good coping skills). Although resilience is
a function of the complex interaction of these
multiple level protective and risk factors, and
therefore, most likely is a multivariate construct,
most assessments have focused only on the per-
sonal characteristics, often referred to as “within-
child” protective factors. Moreover, this complex
interaction may differ from person to person; that
is, the impact of risk factors and the protection
afforded by specific protective factors may be
very person-specific. As an example, being part
of a faith community is widely regarded as an
important protective factor, yet the impact of a
faith life in moderating risk and adversity differs
from person to person. Given this complexity,
how can these variables be reliably measured?
How can these variables be aggregated to yield a
reliable predictor of resilience?

Measurement of the wide array of variables
used to study resilience in children has been
accomplished using a variety of experimental
methods as well as formal and informal tests,
including both standardized and unstandardized
methods. The list ranges from published behavior
rating and self-concept scales to informal ratings
based on clinical criteria; sociometric ratings to
social skills rating scales; tests of achievement to
yearly grades and IQ test results; parent inter-
views to parenting quality questionnaires; and

positive and negative emotionality, to name just a
few. The field is awash in variables that have been
studied. It appears that measures of most of the
major psychological and educational constructs
have been included in one study or another as
putative protective factors. It leads one to ask the
question: “What has not been included in the
study of protective and risk factors?” Are there
any variables that are unique to this line of
research?

The inclusion of such a wide variety of vari-
ables used to assess the potential for resilience
suggests that researchers have taken a case study
approach to the research question. The typical list
of measures of protective factors reads like a psy-
chological report that includes major areas such
as the child‘s history (physical attributes); status
of the home environment (socioeconomic status,
parents, siblings, etc.); current academic perfor-
mance (class grades, standardized achievement
test scores); intelligence test scores, and behav-
ioral and emotional status (parent and teacher rat-
ing scales, interviews, measures of self-concept,
clinical classifications). The goal of casting such
a broad net has been to determine which of these
many variables are most important. This assess-
ment, however, is complicated by the fact that not
all of these variables share equal psychometric
qualities.

The use of both formal and informal measures
of protective factors offers a means of studying
the field but the disadvantage of leading to incon-
sistencies within and across research investiga-
tions. For example, social status can be assessed
using interviews, unstandardized questionnaires,
and peer nominations but the extent to which
such methods can be reliably reproduced by other
researchers should also be studied. Moreover, the
transition from research setting to practical appli-
cation will require more refined instrumentation
than is currently available to practitioners. While
these methods may assist in the development of
the research base for the study of resilience, well-
developed, reliable, and valid measures are
required if the important theoretical contributions
made thus far can be utilized in applied settings
so that children and other consumers may
benefit.
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In order to advance instrumentation and mea-
surement in the field of resilience, we will pres-
ent some suggestions to researchers and
practitioners. In the sections that follow, we will
discuss some basic measurement issues and illus-
trate their relevance to clinical and educational
practice. Our emphasis is on the application of
concepts of resilience by child-serving profes-
sionals including both teachers and mental health
professionals.

How a Test of Resilience Could
Be Developed

Development of a system for measuring variables
related to resilience is a task that requires impor-
tant and well-established test development proce-
dures to be followed. The many methods and
issues are amply described, for example, by
Crocker and Algina (1986), Nunnally and
Bernstein  (1994), and Thorndike (1982).
Essentially, the typical test development process
involves a series of steps designed to yield a
defensible and usable measure of a construct or
constructs. The process begins with a clear oper-
ational definition of the construct or constructs to
be measured. This means that all variables of
interest must be defined with such clarity that
they can be evaluated via some method, be that a
rating scale, observational method, or perfor-
mance test. In the area of resilience, concepts
such as sociability, negative affectivity, adapt-
ability, or self-referent social cognitions have
been invoked to explain or understand resilience,
and would have to be defined with clarity because
without a clear definition, hopes for reliable and
valid measurement would be difficult at best.
Definitional clarity is the sine qua non for the
development of psychometrically sound assess-
ment measures and approaches. This requirement
is made considerably more difficult because of
the evolving nature of the field of resilience.
After clearly defining the construct or con-
structs to be measured, the next step is the devel-
opment of an initial pool of items to measure
those constructs, followed by pilot testing of the

items. A key consideration at this stage is ade-
quate sampling of the various behaviors related
to the construct under consideration to ensure
adequate breadth of coverage, that is, content
validity. The items also need to be clear, one-
dimensional (i.e., describe only one behavior)
and, to the extent possible, free of cultural bias.
The subsequent pilot tests are designed to evalu-
ate the clarity of the items as well as the general
approach to obtaining scores. At this initial stage,
the ways the items are presented on the page or
online form, size of the fonts, clarity of the direc-
tions, colors used on the form, position of the
items, and so on are considered. Questions like
reliability and validity are not usually examined
at this point because sample size typically pre-
cludes adequate examination of such questions.
The goal of pilot testing is very simple — to
quickly and efficiently determine whether the
form seems to work, whether the users under-
stand what they need to do, and whether develop-
ment is proceeding on the right track.

The next step is to conduct experiments with
larger samples that allow for an examination of
the psychometric qualities of the items and their
correspondence to the constructs of interest. This
phase is repeated until the author has sufficient
confidence that the items and the scales have
been adequately operationalized and the con-
structs adequately sampled. In each of the many
iterations, experimental evidence is used to
answer questions such as:

¢ What is the mean and standard deviation (SD)
of each item?

e Do items designed to measure the same con-
struct correlate with each other?

* Do items designed to measure the same con-
struct correlate with other items designed to
measure that same construct at higher levels
than they correlate with items designed to
measure different constructs?

e What is the internal reliability of those items
organized to measure each construct?

° What effect does elimination of each item
have on the reliability of the scale on which it
is temporarily included?
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e What is the factor structure of the set of items
and how can item elimination be used to clar-
ify the factor structure?

* Does the scale seem to have validity for its
intended uses (defined in a number of differ-
ent ways)?

This phase, sometimes referred to as a “try-
out” stage is repeated until the scale has demon-
strated at least minimally acceptable reliability
and validity to warrant proceeding with standard-
ization. The number of actual data collection
efforts depends on the quality of the original con-
cepts, the quality of the initial pool of items, the
quality of the sampling used to obtain the data
used to examine these questions, and the results
that are found. The goal is to produce a version
that is ready to be subjected to large-scale
national standardization. The idea is that the cost
of standardization is so great that the current sta-
tus of the instrument must be of high enough
quality that the risk of the final assessment failing
to demonstrate adequate reliability and validity is
greatly reduced.

The next to the last step in development of a
measure for use in clinical and educational set-
tings is standardization and data collection to
establish the reliability and validity of the final
measure. This process first requires that a sample
of persons who represent the population with
whom the measure will be used is administered
the measure so that (a) a final group of items and
scales is determined and (b) normative values can
be computed. Typically, this is a nationally repre-
sentative sample. Development of norms is an art
as much as a science and there are several ways in
which this task can be accomplished (see Crocker
& Algina, 1986; Nunnally & Bernstein, 1994;
Thorndike, 1982). The second task at this stage is
collection of data for the purpose of establishing
reliability (internal, test-retest, inter-rater, intra-
rater) and validity (construct, criterion, and con-
tent, for example). Of these two, validity is
clearly the more difficult psychometric quality to
assess.

There are many types of validity and, there-
fore, validity is not established by any single
study. According to the Standards for Educational

and Psychological Testing (AERA, APA, &
NCME, 2014) evidence for validity “integrates
various strands of evidence into a coherent
account of the degree to which existing evidence
and theory support the intended interpretation of
test scores for specific uses” (p. 21). It is impor-
tant to note that it is not the test that is valid (as is
commonly thought) but rather the interpretations
and uses of test scores. In other words, the authors
of the assessment have to demonstrate that the
inferences about the construct (e.g., the strength
of the individual’s protective factors) and the
decisions that are made (e.g., the individual is at
risk) based on the interpretive guidelines pre-
sented in the manual are supported by evidence.
The Standards for Educational and Psychological
Testing provides 25 standards that relate to valid-
ity issues that should be addressed by test devel-
opers. This includes, for example, the need to
provide evidence:

e To support interpretations based on the scores
the instrument yields

e About the internal structure of the test

e About the organization of scales and compos-
ites within a test

e Of the relationship between the scores the
instrument yields and one or more criterion
variables

e For the utility of the measure across a wide
variety of demographic groups or its limita-
tions thereof

e That the measure differentiates between
groups as intended

This list represents some of the issues that
need to be addressed and is not intended to
describe all the issues that should be examined.
In the field of resilience, we believe that there are
some particularly salient validity issues. For
example, can variables related to resilience be
operationalized into some measurable system?
How effective is the measure for differentiating
between children who are at risk and those who
are not? How many variables need to be mea-
sured to maximally predict resilience? Is a com-
bination of variables related to protective factors
in the environment, the family, and the child, the
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best way to predict resilience? Do protective fac-
tors enhance outcomes only for children who are
at significant risk, or all children? Can the exten-
sive lists of child protective factors be reduced to
a few key characteristics that predict which chil-
dren may be resilient? The answers to these ques-
tions will help define the future of this field.
Once development of an instrument is com-
pleted, then the important task of documentation
begins. There is wide variation in the extent to
which test authors document the development,
standardization, reliability, and validity of their
measure. Some test manuals provide little if any
information of the types we have described
above, others provide ample descriptions. We
refer the reader to examples such as the Kaufman
Assessment Battery for Children-Second Edition
(Kaufman & Kaufman, 2004), the Devereux
Student Strengths Assessment (LeBuffe et al.,
2009/2014), and the Cognitive Assessment
System (Naglieri & Das, 1997). We use these
examples because not only do these authors pro-
vide detailed discussion of the various phases of
development, but they provide extensive discus-
sion of how the tests should be used and the
scores the tests yield be interpreted.
Development of a measure does not end with
the writing of the sections in the manual that
describe the development, standardization, and
reliability/validity of the instrument. The authors
have the added responsibility to inform the users
about how the scores can be used to enhance
practice and improve outcomes for the individual
being assessed (AERA, APA,, & NCME, 2014).
This may include how the scores on various
scales should be compared with one another and
with scores from other tests (if appropriate) to
gain a better understanding of the relative
strengths and needs of the individual. Increasingly
important in this era of evidence-based practice is
guidance on the use of scale scores from pretests
and posttests to document growth, change, or
response to treatment in the individual. It is
essential that the authors provide the users with
the values needed for determining significance
when the various scores a measure provides are
compared. The test manuals should provide a
thorough discussion of interpretive methods to

guide the practitioner. This will enable the user to
interpret the scores from an instrument in a man-
ner that is consistent with the intent of the authors
and the reliability and validity evidence that was
accumulated.

The Importance of Psychometric
Characteristics

Why Reliability Matters

Good reliability is essential for all measurements
used for research as well as in applied settings to
ensure accuracy. Reliability is important to the
practitioner because it reflects the amount of
error in the measurement. Recall that any
obtained score is comprised of the true score plus
error (Crocker & Algina, 1986). Because we can
never directly determine the true score, we
describe it on the basis of a range of values within
which the person’s score likely falls with a par-
ticular level of probability. The size of the range
is determined by the reliability of the measure-
ment with higher reliability resulting in smaller
ranges. This is why in practice we say, for exam-
ple, that a child earned an 1Q of 105 (£5); mean-
ing that there is a 90% likelihood that the child’s
true 1Q score falls within the range of 100-110
(105 = 5). The range of scores (called the confi-
dence interval) is computed by first obtaining the
standard error of measurement (SEM) from the
reliability coefficient and the standard deviation
(SD) of the score in the following formula
(Crocker & Algina, 1986):

SEM = SD x \/1 —reliability

The SEM is considered the average standard
deviation (68% of the normal curve is in this
range) of the theoretical distribution of a person’s
scores around the true score. Thus, if we add and
subtract 1 SEM from an obtained score, we can
say that there is a 68% chance (the percentage of
scores contained within =1 SD) that the person’s
true score is contained within that range. Recall
that 68% of cases in a normal distribution fall
within +1 and —1 standard deviation. Second, the
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Fig. 11.1 Relationship between reliability and confidence intervals

SEM is multiplied by a z value of, for example
1.64 or 1.96, to obtain a confidence interval at the
90% or 95% levels, respectively. The resulting
value is added to and subtracted from the obtained
score to yield the confidence interval. For exam-
ple, the 95% confidence range for a test score
with a reliability of 0.95 and an obtained score of
1001is 93 (100-7) to 107 (100 + 7). It is important
to note that the higher the reliability the smaller
the interval of scores that can be expected to
include the child‘s true score. The smaller the
range, the more precise practitioners can be in
their interpretation of the results, resulting in
more accurate decisions regarding the child. The
relationships between reliability and confidence
intervals are provided in Fig. 11.1 for T-scores
(M = 50; SD = 10) and IQ scores (M = 100;
SD = 15).

The SEM is, of course, most important when
individual decisions are made because the larger
the SEM the more likely scores will differ as a
function of low reliability. The lower the reliabil-
ity, the more likely there will be disparity among
scores, for example, on a variety of measures of
protective factors. These inconsistent results can

complicate the interpretation of findings and
make a clear understanding of a child’s strengths
and needs more difficult. Without reliable mea-
sures of strengths and needs, planning effective
support strategies or interventions becomes prob-
lematic and ultimately child outcomes may be
adversely impacted.

Reliability of specific scores also influences
the comparisons among scores. For example, if a
researcher or practitioner is concerned with
determining if a particular protective factor score
received by a child is significantly higher than the
scores received on other protective factor scales
and therefore represents a significant strength for
the child, the ability to make that determination is
directly related to each factor’s reliability coeffi-
cient because the calculation of the SEM is based
on the reliability. In fact, the formula for the dif-
ference between two scores earned by an indi-
vidual is calculated using the SEM of each score.

Difference = Z x/SEM1* + SEM2?

Applying this formula to 1Q test scores and
T-scores as shown in Fig. 11.2, we see that as the
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reliability goes down, the differences needed
when comparing two scores increase dramati-
cally. This means that scores from measures with
reliability of 0.70 from two different teachers
would have to differ by 15 points to be significant
at the 95% level. In other words, test scores with
higher reliability reduce the influence of mea-
surement error on the different scores. Clearly, in
research, educational, and clinical settings, vari-
ables with high reliability are needed.

How Much Reliability Is Needed?

Bracken (1987) provided suggested thresholds for
acceptable levels of test reliability. He suggested
that individual variables should have at least an
internal reliability estimate of 0.80 or greater and
total scales an internal consistency of 0.90 or
greater. These guidelines should be further consid-
ered in light of the decisions being made. For
example, if a score is used for screening purposes
where over identification is preferred to under
identification, a 0.80 reliability standard for a total
score may be acceptable. If, however, important
decisions are to be made, for example, special edu-
cation placement decisions, then a higher (e.g.,
0.95) standard should be deemed more appropriate
(Nunnally & Bernstein, 1994).

In summary, it is advisable that researchers
and practitioners who examine scores from mea-
sures of protective factors look for scales with
internal reliability estimates of 0.80 or higher and
total scores with estimates of 0.90 or greater. If a
rating scale’s score has not been constructed to
meet these requirements, then its inclusion in
research and applied practice should be ques-
tioned. This is particularly important because the
extent to which two variables can reliably corre-
late is influenced by the reliability of each vari-
able. Clinicians are advised not to use measures
that do not meet these standards because there
will be too much error in the measurement to
allow for confidence in the result. This is espe-
cially important because the decisions clinicians
make can have significant impact on the life of a
child. We therefore urge the reader to carefully
examine the reliability findings of any tool they
choose to use.

Why Validity Matters

Validity refers to the extent to which empirical
evidence and theory supports the recommended
uses and interpretations of scores derived from an
assessment. Researchers who study resilience are
faced with the first responsibility of carefully and
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clearly defining the construct they intend to eval-
uate. Given the inferential nature of the study of
resilience, one of the greatest validity questions
concerns which variables are associated with or
predictive of resilience and how is the relevance
of each variable demonstrated. Much of the
research conducted in this area has attempted to
examine these issues to varying degrees. The
field has increasingly focused on identifying
those variables that predict resilience in the face
of adversity.

Validity of a measure of resilience is, there-
fore, more complicated than demonstrating the
validity of an achievement test or measure of
depression, for example. The number of variables
that have been examined is substantial, there is
considerable inconsistency in the psychometric
quality of the variables studied, and the research
on the relative importance of the many variables
is still evolving. This makes for an exciting area
of research but one that practitioners should
approach with appropriate cautions.

Our view is that practitioners have a responsi-
bility to use measures that have been developed
in the manner we have briefly outlined above and
that nonstandardized approaches should be
avoided. We believe that the quality of the deci-
sions made based on any assessment tool is
directly related to the quality of the assessments
themselves. Responsible practitioners should be
aware of the psychometric attributes of any tools
that are used. We will, therefore, discuss the psy-
chometric characteristics of a number of mea-
sures available to practitioners so that the relative
advantages and limitations of the tools can be
understood.

Tools to Measure Variables Related
to Resilience

The assessment of factors related to resilience in
clinical and educational practice is in its early
stages. Although informal, nonstandardized tests
and procedures are valuable as initial approaches
to assessment, they lack the needed research and
development base as well as norms calibrated on
a representative national standardization sample

to make them useful in research and defensible in
practice. To assist educational and clinical pro-
fessionals who would like to incorporate the
assessment of resilience in their professional
practice, we provide a review of tools currently
available for this purpose that meet certain crite-
ria. To be included in this listing, the evaluation
tools must (a) be published so as to be readily
available to practitioners; (b) be a standardized,
norm-referenced tool; (c) have a technical man-
ual or other accessible source of psychometric
information including standardization sample,
reliability, and validity; and (d) be intended for
use with children, defined as birth to 18 years.
The tools that meet these criteria are presented in
alphabetical order.

Ages and Stages Questionnaires:
Social Emotional, Second Edition

Purpose The Ages and Stages Questionnaires:
Social Emotional, Second Edition (ASQ:SE-2;
Squires et al., 2015) was developed for early
identification and remediation of social and emo-
tional deficits in young children. The ASQ:SE-2
was designed for cost-effective large-scale
screening of children aged 1-72 months. Nine
separate questionnaires are provided based on
age-based intervals. The primary purpose of the
ASQ:SE-2 is social and emotional screening to
identify young children at risk for social and
emotional difficulties and identify a need for fur-
ther assessment.

Scale Description Each of the nine ASQ:SE-2
questionnaires is designed for a specific age
range. The number of items differs by form, with
each questionnaire taking about 10—15 minutes
to complete. The ASQ:SE-2 items cover seven
domains: self-regulation, compliance, adaptive
functioning, autonomy, affect, social-communi-
cation, and interaction with people. There is also
a section to identify general concerns and com-
ments. Responses are calibrated using a multiple
point format (often or always, sometimes, or
rarely or never). The rater can also indicate if a
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particular item is of concern. The ASQ:SE-2
yields a total raw score, by adding the item
scores; a high score is problematic. Children who
receive a total score above a recommended cutoff
should be referred for further evaluation. The
ASQ:SE-2 is designed to be completed by a par-
ent or caregiver.

Psychometric Characteristics The ASQ:SE-2
was standardized on a sample of 14,074 children
with demographics reflective of US Census data.
Cronbach’s alpha coefficient was reported to
range from 0.71 to 0.91. The level of agreement
between the total scores over two-time intervals
(1-3 weeks) was reported as 89%. The overall
sensitivity (the ability to accurately identify chil-
dren with social and emotional disabilities) was
reported as 81%, ranging from 78% at 2 months
to 84% at 24 months. The overall specificity (the
ability to correctly identify children without
social and emotional delays) was 83%, ranging
from 76% at 18 months to 98% at 60 months.

Behavioral and Emotional Rating
Scale

Purpose The Behavioral and Emotional Rating
Scale, Second Edition (BERS-2; Epstein, 2004)
measures behavioral and emotional strengths in
children aged 5-19 years using parent, teacher,
and youth self-report rating scales. The BERS-2
is intended to identify protective factors related
to the child and the child’s family, relying on
resilience theory (King et al., 2005). Other pur-
poses outlined in the manual are to identify chil-
dren who lack strengths and who may be in need
of further intervention. BERS-2 scores can also
be used to guide intervention, monitor progress,
and evaluate the effectiveness of instructional
programs (Epstein, 2004).

Scale Description The BERS-2 has 52-57
items, depending on the rating form. The items
are divided into five scales: Interpersonal
Strength, Family Involvement, Intrapersonal

Strength, School Function, and Affective
Strength. There is also a Career Strength scale on
the youth and parent form. The BERS-2 uses a
Likert-type format where the rater is asked to
reflect on the child’s behavior from the last
3 months and answer “not at all like the youth” to
“very much like” the youth. In addition, there are
eight open-ended questions to capture additional
information that may aid follow-up assessments
or interventions (King et al., 2005). The results of
the BERS-2 yield percentile ranks and standard
scores for each scale, with a mean of 10 and stan-
dard deviation of 3. The summation of the five
scales yields the Strength Index. The rater also
receives a summary form that can be used to
compare results with other raters (Epstein, 2004).

Psychometric Characteristics The BERS-2 uti-
lized the same standardization sample from the
original BERS to create the norms for the teacher
form. These norms were based on a sample of
2176 normally developing children and adoles-
cents, and 861 children and adolescents with
emotional/behavioral disorders (King et al,
2005). The parent and youth forms were created
and normed with the new standardization sam-
ples of 927 and 1301 youth, respectively. The
standardization sample closely matched the 2002
US Census data, although slightly under- or over-
representing: females, Hispanics, and certain
family income levels. The authors reported alpha
internal consistency with coefficients ranging
from 0.79 to 0.96. Test-retest reliability studies
yielded correlations of 0.87-0.99 for the Strength
Index. Inter-rater reliability studies indicated cor-
relations of 0.98 for teacher—teacher and 0.54 for
parent—child for the Strength Index. The sub-
scales were slightly less reliable with correlations
of 0.85-0.96 for teacher—teacher, 0.50-0.63 for
parent—child, and 0.20-0.67 for parent—teacher.
Validity was examined by comparing the BERS-2
to the Walker—McConnell Scale of Social
Competence and School Adjustment-Adolescent
Version (Walker & McConnell, 1995), the
Systematic Screening for Behavior Disorders
(SSBD; Walker & Severeson, 1992), the Scale
for Assessing Emotional Disturbance (SAED;
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Epstein & Cullinan, 1998), the Social Skills
Rating System (SSRS; Gresham & Elliot, 1990),
and the Achenbach Teacher Report Form (TRF;
Achenbach, 1991). Correlations are reported in
the form of a table contained in the Examiner’s
manual (Epstein, 2004).

Devereux Early Childhood
Assessment for Preschoolers

Purpose The Devereux Early Childhood
Assessment for Preschoolers, Second Edition
(DECA-P2: LeBuffe & Naglieri, 2012) is a
nationally standardized and norm-referenced
behavior rating scale designed to be used by pre-
school program directors, teachers, preschool
mental health, and early childhood special educa-
tors to evaluate protective factors related to resil-
ience in children aged 3-5 years. One of the main
goals of the DECA-P2 is to help determine if
children have developed adequate skills in three
areas (Initiative, Self-Regulation, and
Attachment/Relationships) that are related to
resilience. Children who receive comparatively
low scores in these three strength-based, within-
child protective factors may be at risk for devel-
oping social and emotional challenges or
disorders. By identifying these at-risk children
early, strategies can be implemented at school
and at home to help develop these protective fac-
tors, increasing the odds that the child will be
able to successfully adapt to current and future
risk and adversity. The rating scale also includes
a brief rating of behavioral concerns.

Scale Description The DECA-P2 uses a behav-
ior rating scale format which evaluates the fre-
quency with which a preschool-aged child
demonstrates specific behaviors over the past
4-week interval. A family member or early care
and education professional completes the 38
items which are scored using a 0 (Never) to 4
(Very Frequently) scale. The DECA-P2 items are
organized into two dimensions: protective factors
and behavioral concerns. The Protective Factors
included are Initiative (9 items), Self-Regulation

(9 items), and Attachment/ Relationships (9
items). A screener for behavioral concerns (11
items) is included to help identify children with
emerging problem behaviors. Items on the
Initiative scale assess the child’s use of indepen-
dent thought and action to meet his or her needs.
The Self-Regulation scale includes items about
the child’s ability to express emotions and man-
age behavior in healthy ways.
Attachment/Relationships items measure the
child’s ability to promote and maintain mutual,
positive connections with other children and sig-
nificant adults. In addition, a Total Protective
Factors composite score is provided. The
Behavioral Concerns items measure a wide vari-
ety of problem or challenging behaviors seen in
some young children. Separate norms are pro-
vided for parent and teacher raters and yield both
percentile ranks and T7-scores. Recommended
descriptive terms are provided to aid in commu-
nication with parents, teachers, and other profes-
sionals. The term “Strength” is used for protective
factor T-scores of 60 or above. “Typical” is used
to describe 7-scores of 41-59 inclusive. “Area of
Need” is used to describe low protective factor
scores of 40 or below.

Psychometric Characteristics The DECA-P2
was standardized on a national sample of 3553
children aged 3-5 years. Internal reliability coef-
ficient for the Total Protective Factors scale was
0.92 for parents and 0.95 for teacher raters. The
median reliability coefficient across the three
protective factor scales was 0.88 for parent raters
and 0.92 for teacher raters. The validity of the
DECA-P2 was studied by comparing children
who varied in their social and emotional health.
Two samples of children were compared: one
group with known emotional/behavioral prob-
lems (N = 125) and another that were considered
typical (N = 126). The results showed that the
children with emotional/behavioral problems
earned lower scores (less desirable) on the mea-
sures of Initiative (effect size (ES) of 0.58), Self-
Regulation (ES=0.99), Attachment/Relationships
(ES =0.69), Total Protective Factors (ES = 0.82),
and higher scores (also less desirable) on the
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measure of Behavioral Concerns (ES = 1.09).
These results and additional reliability and valid-
ity analyses are presented in the DECA-P2
Technical Manual (LeBuffe & Naglieri, 2012).

Devereux Early Childhood
Assessment for Infants and Toddlers

Purpose The Devereux Early Childhood
Assessment for Infants and Toddlers (DECA-I/T;
Mackrain et al., 2007) was created to evaluate
social and emotional skills in infants and tod-
dlers. The DECA-I/T assesses three protective
factors related to resilience:
Attachment/Relationships, Initiative, and Self-
Regulation. The results of this assessment can be
used to identify young children’s social and emo-
tional skills and to help identify children who
may be at risk or need additional assistance. The
DECA-I/T can also be used as an outcome mea-
sure for early childhood programs and be used as
a research tool.

Scale Description The DECA-I/T is a behav-
ior rating scale for children aged 1 month up to
36 months. The Infant form has 33 items com-
prising two protective factor scales: Initiative
(18 items) and Attachment/Relationships (15
items). The Toddler form has 36 items consist-
ing of three protective factors scales:
Attachment/Relationships (18 items), Initiative
(11 items), and Self-Regulation (7 items). The
DECA-I/T asks family members and early care
and education providers to rate the child’s
behavior over the past 4-week interval using a
0 (Never) to 4 (Very Frequently) scale. The
Attachment/Relationship scale assesses if a
mutual, strong, long-lasting relationship has
developed between the infant or toddler and a
significant adult. The Initiative scale deter-
mines the infant or toddler’s ability to use
independent thought or action to meet his or
her needs. The Self-Regulation scale assesses
the toddler’s ability to gain control of and man-
age emotions and sustain focus and attention.
A Total Protective Factors scale is provided, in

addition to T-scores and percentile ranks for
each scale.

Psychometric Characteristics The DECA-I/T
was standardized on a national sample of 2183
infants and toddlers between 4 weeks and 3 years
of age. The internal reliability coefficients for the
Total Protective Factors scale on the Infant form
ranged from 0.90 to 0.94 for parent raters and
0.93 to 0.94 for teacher raters, while these coef-
ficients on the Toddler form were 0.94 for parents
and 0.95 for teachers. The median reliability
coefficient across the Attachment/Relationships
and Initiative scales on the Infant form was 0.87
for parent raters and 0.90 for teacher raters. The
median reliability coefficient across the three
Toddler form scales (Attachment/Relationships,
Initiative, and Self-Regulation) was 0.87 for par-
ent raters and 0.90 for teacher raters. Evidence
for the validity of the DECA-I/T was in part
investigated by a contrasted groups approach,
examining the scale scores for an identified vs.
community sample. Results from both the infant
and toddler forms indicate significant and mean-
ingful differences between the identified and
community samples on all scales (d-ratios range
from 0.75 to 1.52). These results and additional
reliability and validity analyses are presented in
the Technical Manual (Powell et al., 2007).

Devereux Early Childhood
Assessment-Clinical Form

Purpose The Devereux Early Childhood
Assessment-Clinical Form (DECA-C; LeBuffe
& Naglieri, 2003) is designed to assess factors
related to both resilience and emotional/behav-
ioral problems. The DECA-C is intended to be
used as part of a larger assessment of emotional
health and to develop intervention plans that may
be needed. For this reason, the DECA-C is
intended to be used by those professionals (e.g.,
psychologists, counselors, and those with clinical
training) who have the necessary qualifications to
interpret and use this clinical tool as part of child
assessment. The information about both protec-
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tive factors and behavior concerns provides at
least three important advantages to the clinician.
First, a balanced examination of the child from
both positive and concern perspectives is
achieved. Second, the examination of the rela-
tionships between these dimensions leads to a
more complete understanding of how they indi-
vidually and jointly influence the child‘s behav-
ior. Third, the inclusion of both dimensions
provides important information for intervention
planning.

Scale Description The DECA-C uses a behavior
rating scale format to evaluate the frequency with
which a child aged 2-5 years demonstrated spe-
cific behaviors over the past 4-week interval. A
family member or early care and education pro-
fessional completes the items which are scored
using a 0 (Never) to 4 (Very Frequently) scale.
The DECA-C is organized into three scales
related to resilience (Initiative, Self-Control, and
Attachment) and four scales about behavioral
concerns including Attention Problems (7 items
which assess difficulties with focus, distractibil-
ity, impulsivity, and hyperactivity); Aggression
(7 items used to measure hostile and destructive
acts); Emotional Control Problems (8 items
which measure the child’s difficulties in modify-
ing the overt expression of negative emotions);
and Withdrawal/Depression (9 items which
address behaviors related to social isolation and
lack of reciprocal interactions as well as depressed
affect). Like the Total Protective Factors scale,
these four Behavioral Concerns scales are com-
bined into a Total Behavioral Concerns score.

Psychometric Characteristics The DECA-C
was standardized on a national sample of 2017
children aged 2-5 years and normed to yield
T-scores set at a mean of 50 and SD of 10. The
Total Protective Factors scale reliabilities for par-
ents and teachers is 0.93 and the average reliabili-
ties across raters for the separate scales are:
Initiative (0.87), Self-Control (0.88), Attachment
(0.81), and Behavioral Concerns (0.76). The
average Behavioral Concerns scale internal reli-

abilities across parent and teacher raters are as
follows: Withdrawal/Depression (0.73),
Emotional Control Problems (0.83), Attention
Problems (0.83), Aggression (0.82), and the Total
Behavioral Concerns Scale (0.91). Validity of the
DECA-C was examined in a series of research
studies summarized in the Technical Manual. In
summary, the DECA-C effectively differentiated
the groups of children who had known emotion
and behavior problems with a matched compari-
son group of typical preschool children (see
LeBuffe & Naglieri, 2003); children with known
emotional and behavioral problems showed more
signs of behavioral concerns and fewer signs of
strong protective factor scores than the DECA-C
normative sample; and that the children with doc-
umented emotional and behavioral problems in
this study had needs in the Protective Factors and
Behavioral Concerns scales of the DECA-C. The
reliability and validity of the DECA-C was
assessed using several other studies which are
reported in LeBuffe and Naglieri (2003) and in
Chap. 15 in this volume.

Devereu