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Many children are reared in less than ideal family conditions (e.g., poverty, violence, substance abuse, family
dissonance, family or personal illnesses). Situations such as these may inhibit the normal intellectual, social,
and emotional development of children and youth, thus interfering with them reaching their full potential as
adults. Conversely, many children encounter such adversities and fair well in spite of the challenges and may
be considered to be resilient. This paper offers a review of the literature dating back to the 1970s to the present.
In addition, several monumental longitudinal studies dating back to the 1950s are included. The paper reviews
the (a) definition of resilience, (b) origins and recent advances in researching resilience, (c) protective
factors, (d) models of resilience, (e) issues when researching resilience, (f) measures of resilience, and
(g) resilience-based interventions.
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1. Introduction

In this modern, complex society, it has become common to identify
certain children as at-risk of failing to succeed because of the hardships
in their young lives (Rak & Patterson, 1996). Poverty, violence, substance
abuse, family dissonance, and illness represent a few potential vulnera-
bilities. According to Rak and Patterson, researchers are concerned that
at risk children stand only slight chances of attaining their full potential
as adults. Furthermore, there are worries that at risk individuals will be-
come dysfunctional to the point of being incapable of supporting them-
selves or establishing rewarding relationships with others. However,
many children who encounter stress and adversity in life fair well
despite their exposure to severe challenges (Alvord & Grados, 2005;
Brooks, 2006; Masten, 2007, 2011; Masten, Best, & Garmezy, 1991;
Masten & Coatsworth, 1998; Rak & Patterson, 1996;Werner, 1986). Chil-
dren who succeed in spite of adversity have been identified as resilient;
possessing certain strengths and benefiting from protective factors that
help them overcome adverse conditions and thrive.

It is essential to understand what environmental factors place chil-
dren and youth at-risk as well as what protective factors may be nur-
tured to improve and support resilience in children (Alvord & Grados,
2005). This paper offers a review of the literature on resilience begin-
ning in the 1970s to the present. Much of the literature from the
1970s is based on monumental longitudinal studies dating back to the
1950s. The paper begins by reviewing risk factors including biological
and environmental influences. Resilience is defined and the origins
and recent advances of resilience are delineated. Protective factors are
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then discussed, specifically, individual characteristics, family conditions,
environmental supports, and other factors associated with what we
deem as resilience. In addition, we highlight models of resilience, issues
for considerationwhen researching resilience, andmeasures of resilience.
Finally, individual, family, and social environment resilience-based inter-
ventions are examined.

2. Risk factors

In themedical field, the concept of risk has long been common; how-
ever, the acceptance of the concept began to emerge in the 1970s in the
behavioral sciences (Jens & Gordon, 1991). Over the past three decades,
signs of trouble (e.g., rates of divorce, teenage pregnancy, poverty) have
materialized for child development in the United States (Masten &
Coatsworth, 1998) causing much attention to the status of children re-
garding school success, behavior, and physical and mental health.

Children and youth facemultiple risk factors on the path to adulthood
(Brooks, 2006). Risk factors are not black boxes to fit childrenwhere they
can be neatly labeled and safely stored away (Werner, 1986). They are
probability statements, the likelihood of a gamble whose levels of risk
change depending on the time and place. The predictive validity of
early risk indicators varies with (a) the time of assessments, (b) the
developmental systems assessed, and (c) individual variations in the
responses of children to the changing context of their caregiving
environments.

2.1. Biological factors

Congenital defects and low birth weight are primary among bio-
logical factors (Rak & Patterson, 1996). Both are more likely to occur
when low-income mothers neglect to obtain suitable nutrition and
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medical care during pregnancy. Children of drug-addicted mothers
may be born with serious physical and emotional problems that are
environmental in origin.

2.2. Environmental factors

Children born healthy may become at-risk due to (a) poverty, (b)
education level of parents, and (c) family conflict (Brooks, 2006; Luthar,
1991; Masten, 2011; Rak & Patterson, 1996). Negative life experiences
(e.g., maltreatment, violence, abuse, neglect) are predictors of poor life
outcomes (Brooks, 2006; Luthar, 1991; Masten, 2011; Rak & Patterson,
1996). Minority status (Luthar, 1991; Masten, 2011) and racial discrimi-
nation (Brooks, 2006) are also predictive of poor outcomes for children
and youth. For example, children of African and Hispanic descent are
often disproportionately disadvantaged due to living in severely distress-
ed neighborhoods with reduced accessibility to social supports, commu-
nity services, employment opportunities, and high-quality schools.

Risks for general or specific problems in development often co-occur
(Masten, 2001). Accumulation of these risks at one point in time or over
time is inherently related to poor outcomes (Brooks, 2006; Masten,
2001) including substance use (Brooks, 2006; Resnick, 2000), violent
behavior (Fergus & Zimmerman, 2005; Resnick, 2000), poor academic
achievement, school dropout (Brooks, 2006), teenage pregnancy, juve-
nile crime, mental health disorders, and emotional distress (Resnick,
2000). The extent of problems such as these demands solutions pro-
moting positive development in children and youth to address underly-
ing problems (Brooks, 2006). Risk typically implies the potential for
negative outcomes (Rak & Patterson, 1996); fortunately, according to
Resnick (2000), there is evidence in the seminal works of the 1970s
on child and adolescent resilience, that negative outcomes may be
circumvented.

3. Resilience defined

According to Alvord and Grados (2005), numerous definitions of re-
silience require conditions of an identified risk or challenge followed
by some definedmeasure of positive outcome. However, debate remains
concerning what constitutes resilient behavior and how to best measure
successful adaptation to hardship. Resilience is not an one-dimensional,
dichotomous attribute that an individual has or does not have. It has
been suggested that a resilient individual must show positive outcomes
across multiple aspects of life over a period of time (Cicchetti &
Rogosch, 1997). Moreover, resilience indicates the possession of several
skills, in varying degrees, that help a person cope (Alvord & Grados,
2005). The common thread is that people have been able to lead more
successful lives than expected despite being at greater risk than average
for serious problems (Brooks, 2006).

For the scope of this paper, resilience refers to achieving positive out-
comes despite challenging or threatening circumstances (Brooks, 2006;
Masten, 2001; Masten et al., 1991), coping successfully with traumatic
experiences, and avoiding negative paths linked with risks (Garmezy,
Masten, & Tellegen, 1984; Luthar, Cicchetti, & Becker, 2000; Werner,
1992). An essential requirement of resilience is the presence of risk and
protective factors helping to promote positive outcomes or reduce nega-
tive outcomes (Fergus & Zimmerman, 2005). Resilience theory is focused
on strengths as opposed to deficits; rather it focuses on understanding
healthy development and good outcomes in spite of exposure to risks
(Masten, 2001).

According to Masten and Coatsworth (1998), resilience is an infer-
ential and contextual construct necessitating two key kinds of judg-
ments. First, there must be a significant threat to an individual's
development. Secondly, there must be current or past dangers judged
to have the potential to disrupt normal development. In other words,
risk must be discernible. Oftentimes, risks are actually based predic-
tors of adverse outcomes drawn from evidence that this condition is
statistically linked to a higher probability of upcoming bad outcomes
(Kraemer et al., 1997).

Everyone is born with an innate capacity for resilience. Resilient
children work well, play well, love well, and expects well (Bernard,
1993, p. 44). Generally speaking, resilient children have five attributes:
(a) social competence, (b) problem-solving skills, (c) critical conscious-
ness, (d) autonomy (Bernard, 1993, 1995), and (e) sense of purpose
(Bernard, 1995). Social competence includes qualities such as empathy,
caring, flexibility, communication skills, and a sense of humor (Bernard,
1993, 1995). Children who have social competence establish positive
relationships with adults and peers helping them bond with their fam-
ily, school, and community. Problem-solving skills incorporate the abil-
ity to think abstractly giving children the ability to generate alternate
solutions for cognitive and social problems. Planning and resourceful-
ness in seeking help from others are two important problem-solving
skills. Critical consciousness involves having an insightful awareness
of structures of cruelty (e.g., be it from an alcoholic parent) and gener-
ating strategies in overcoming them. Autonomy is a person having a
sense of his or her own identity, capability to act independently, and
ability to exert some control over the environment. Finally, a sense of
purpose, according to Bernard (1995), involves having goals, education-
al aspirations, and a belief in a bright future.

4. Origins of resilience

Historically, the origins of resilience have deep roots in the field of
medicine; however, research on resilience in the behavioral sciences
began to emerge around 1970 (Cicchetti, 2006; Cicchetti & Curtis, 2006;
Masten, 2007, 2011; Masten & Obradovic, 2006). According to Masten
(2011), pioneering scientists contended that critical aspects of human
function and development, crucial for understanding and promoting pre-
vention of, resistance to, or recovery from psychopathology, had been
profoundly neglected. Four decades of resilience research followed as sci-
entists took to the challenge of this phenomenon (Masten, 2007). There
have been three waves of research on resilience in development. The
first wave of research came from scientists wanting to understand and
prevent the development of psychopathology (Masten, 2011; Masten &
Obradovic, 2006). These pioneer researchers acknowledged the impor-
tance of children who seemed to progress well under risky conditions
(Masten &Obradovic, 2006). The secondwave of resilience research con-
centrated on detecting the processes and regulatory systems that
accounted for protective factors associated with resilience (Masten &
Obradovic, 2006). The third wave arose due to a sense of urgency for
the welfare of children growing up with adversities focusing on promot-
ing resilience through prevention, intervention, and policy.

In large part, the science of resilience, according to Masten (2007),
was molded by the visions, collaborations, and influences of pioneering
scientists and their students; embarking on a continued mission to un-
derstand, prevent, and treat mental health problems as well as the con-
sequences of major threats to development (e.g., premature birth,
trauma). Some of the pioneering scientists include (a) Manfred Bleuler,
(b) Lois Murphy, (c) Irving Gottesman, (d) Michael Rutter, (e) Norman
Garmezy, and (f) EmmyWerner. These scientists recognized the signif-
icance of trajectories characterized by surprisingly positive adjustment
or recovery after hardship in the lives of those they studied.

4.1. Manfred Bleuler

According to Watt, Anthony, Wynne, and Rolf (1984), Manfred
Bleuler's longitudinal studies of schizophrenics and their families
began numerous years before other risk research programs. In his mon-
umental volume published in German in 1972 and translated into En-
glish in 1978, Bleuler reported his research methods and findings.
Through his clinical observations, Bleuler found not only expected re-
sults but also remarkable evidence of strength, courage, and health in
the midst of adversity. Bleuler (1984) delineates a paradoxical case
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study of a 14-year old girl, Vreni, who raised her four siblings and cared
for her alcoholic, irresponsible, emotional, mentally, and physically ill
father (p. 540) in the absence of her mother, who was hospitalized
with mental illness. Later, Vreni reported having a happy marriage,
two healthy children, and a contented life.

4.2. Lois Murphy

From the beginning, early thinking on resilience, risk, and vulnera-
bility incorporated neurobiological levels of consideration (Masten,
2007). Lois Murphy conducted a longitudinal study with 32 infants
with an interest in examining the development of the children
(Murphy, 1962; Murphy & Moriatry, 1976). Specifically, Murphy and
colleagues were apprehensive of changes to coping patterns within
the environment contributing to mastery of external pressures. They
also examined patterns of coping with internal stress arising from sen-
sitivities, challenges in vegetative functioning, and other weaknesses.

4.3. Irving Gottesman

Irving Gottesman supported a developmental view onmental illness.
Using studies of twins, biological and foster families of schizophrenics, as
well as his diathesis–stress theory, Gottesman set out to determine the
etiology of schizophrenia (Gottesman, 1974; Gottesman & Shields,
1972). He suggested genetic and psychosocial levels of vulnerability,
risk, and protection, combined over the course of development, effect
pathways of individual phenotypic development toward or away from
disorder. However, according to Masten (2007), these ideas were
ahead of the technology available at the time to test specific hypotheses
at the level of neurobiological, genes, or brain function processes.

4.4. Michael Rutter

Beginning in 1964, Michael Rutter conducted a series of epidemi-
ological studies of educational, psychiatric, and physical disorders in
children called the Isle of Wight Studies (Rutter, 1976, 1979). The
children experienced parental marital conflict, low socioeconomic
status, large family size, parental delinquency, maternal psychiatric
disorder, or placement in government care. Rutter found that a single
stressor did not have a significant impact on the children; however, a
combination of two or more stressors weakened the likelihood of
positive outcomes, and additional stressors increased the influence
of all other existing stressors. Rutter concluded that limiting or elim-
inating stressors significantly increased the probability of positive
outcomes for children.

4.5. Norman Garmezy

About 200 children from urban environments in the United States
were studied by Garmezy et al. (1984). Children sampled had con-
genital heart defects or other physical disabilities. They primarily
used social competence as the dependent variables including aca-
demic success, classroom behavior, and interpersonal competence.
Based on their results, the authors present a three-model approach
to stress resistance: compensatory, challenge, and protective factor
models.

4.6. Emmy Werner

Werner conducted research on resiliency using longitudinalmethods
to study the outcomes of risk factors throughout the years. The Werner
(1971) followed participants from birth to 32 years of age, making the
study particularly valuable. Werner studied 660 children in Kauai,
Hawaii beginning with the children's births in 1955. Of those, more
than 200 were found to experience numerous risks due to perinatal
problems, socioeconomic status, family instability, minimal educational
stimulation, and poor emotional supportwithin the family. Competence
in adult life roleswas examined in a follow-up studied at 32 years of age
(Werner, 1993). Werner's four-decade-long study of high-risk infants
living in poverty has assisted in laying the foundation for what is
known today about resilience (Alvord & Grados, 2005).

The contributions of the aforegoing researchers offer interesting
indications to hot spots for assimilating research across levels of anal-
ysis and also drawbacks to avoid in the enthusiasm of the fourth wave
of resilience research (Masten & Obradovic, 2006).

5. Recent advances

According to Curtis and Cicchetti (2003), theoretical treatments of re-
silience have concentrated almost entirely on psychosocial levels of anal-
ysis to develop explanatory models. The developing research in the area
of resilience incorporates numerous areas (Alvord & Grados, 2005).
Some investigations have included children from various cultures. For
example, Hart, Hofmann, Edelstein, and Keller (1997) set out to replicate
findings in another culture, and Grotberg (1995) launched an interna-
tional resilience project. Other studies (e.g., Curtis & Cicchetti, 2003;
Rutter, 2002) have examined the influences of biological processes.

Rutter and the English and Romanian Adoptees study team (1998)
examined the extent of developmental deficit and catch-up following
adoption after severe global early deprivation of 111 Romanian children
who came to the United Kingdom before the age of two years. At the
time of adoption,most of the children showed significant gross physical
and cognitive delays in development. However, when assessed at age
four, many of the children showed substantial physical and cognitive
catch-up.

Werner and Smith (2001) conducted a follow-up Kauai study
which discovered that individuals, who as adolescents had problems,
were able to change the course of their lives in dramatic ways by
making sensible choices and taking advantage of opportunities. For
example, as adults, some of those studied (a) continued their educa-
tion, (b) learned new skills, (c) joined the military, (d) relocated to
end relationships with peers who were deviant, and (e) chose healthy
life partners.

Longitudinal studies have examined the outcome of individuals with
learning disabilities and attention-deficit/hyperactivity disorder (ADHD)
in order to determine factors that contribute to their resilience (Gerber,
Ginsberg, & Reiff, 1992; Spekman, Goldberg, & Herman, 1992; Werner
& Smith, 2001). Studies found that resilient learning disabled youth
(a) look for personal control over their lives, (b) are willing to seek
out and accept support, (c) set goals, (d) possess a strong will to suc-
ceed, and (e) demonstrate high levels of persistence. Miller (2002)
found that one of the most noticeable differences between resilient
and non-resilient studentswas that thosewhoare resilient demonstrat-
ed an ability to identify success experiences, were able to identify their
strengths, and showed strong self-determination to succeed. In a
long-term prospective follow-up of young adults diagnosed with
ADHD as children, Hechtman (1991) found that the existence of an in-
fluential person in their lives, who believed in them, such as a teacher or
parent, was most significant. Murray (2003) believes efforts are being
implemented to better understand risk and resilience in the high inci-
dent disability categories.

According to Masten (2001), the study of resilience in development
has highlightedmany negative assumptions and deficit-focusedmodels
about children growing upunder adversity. She contends that resilience
is made of ordinary rather than extraordinary processes which offer a
positive outlook on human development and adaptation. Specifically,
all individuals should possess the mechanisms required for positive
outcomes. She believes that if systems are complete, a child should de-
velop appropriately even if challenged. Nonetheless, if a child's basic ad-
aptational systems are compromised, before or following a challenge,
the risk for difficulties in development increases. Additionally, other
studies of resilience (e.g., Garmezy et al., 1984; Rutter, 1979, 1986)
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have identified protective factors in the histories of those appearing to
have safeguarded the negative impact of the identified risks (Rak &
Patterson, 1996).

Primarily, research has focused on at-risk children and youth who
were exposed to significant and severe life adversities such as extreme
poverty or parental mental illnesses (Ong, Bergeman, & Boker, 2009).
By comparison, the study of resilience in adulthood and later life re-
mains largely unstudied. Ong and colleagues found that resilience is a
common phenomenon occurring from the corresponding arrangement
of basic human adaptive processes.

According to Masten (2007), the next wave of research on resilience
has the possibility to bring past theory and data gathered from decades
of past work into the future through blending studies across numerous
levels of analysis.Muchworkwill be necessary to comprehendprotective
influences across cellular and behavioral levels. However, it is essential
for researchers to remember that there are additional systems involved
in resilience beyond the individual and immediate environment.

6. Protective factors

According to Rutter (1979),… any children do not succumb to dep-
rivation, and it is important that we determine why this is so and what
it is that protects them from hazards they face (p. 70). Garmezy et al.
(1984) and Rutter (1986) stressed the crucial need to understand the
impact of life experiences on children. Furthermore, it is essential to un-
derstand why those experiences provoke such a range of responses in
different individuals.

Resilience is inhibited by risk factors and promoted by protective
factors (Alvord & Grados, 2005; Benzies & Mychasiuk, 2009; Fergus &
Zimmerman, 2005; Martinez-Torteya, Bogat, von Eye, & Levendosky,
2009; Masten et al., 1991; Rak & Patterson, 1996;Walsh, 2003). Protec-
tive factors alter responses to adverse events so that potential negative
outcomes can be avoided. On the other hand, risk factors are circum-
stances that increase the probability of poor outcomes. Protective and
risk factors are not stationary units; they change in relation to context
leading to different outcomes (Walsh, 2003). According to Benzies
and Mychasiuk (2009), resilience is optimized when protective factors
are strengthened at all interactive levels of the socio-ecological model
(i.e., individual, family, and community).

6.1. Individual characteristics

The results of numerous longitudinal studies have provided per-
spectives on the critical developmental personality factors that distin-
guish resilient children from those who become overcome by risk
factors (e.g., Garmezy et al., 1984, Murphy & Moriatry, 1976; Rutter,
1985, 1986; Werner, 1984, 2000; Werner & Smith, 1982). According
toWerner (1984), resilient children have temperamental characteristics
that provoke positive responses from family members and strangers.
Murphy and Moriatry (1976) noted that resilient preschool children
had a pronounced autonomy and a strong social orientation. Other char-
acteristics include (a) a close bond with a caregiver during the first year
of life, (b) sociability combined with a strong sense of independence,
(c) an optimistic view of their experiences in life even amongst suf-
fering, and (d) an active engagement in act of required helpfulness
(Werner, 1984). Moreover, a child's intelligence, connections and
attachments (Alvord & Grados, 2005), coping skills, temperament,
health, gender (Benzies & Mychasiuk, 2009), and internal motiva-
tion (Masten, 2001) contribute to resilience.

6.1.1. Self-regulation
Self-regulation is one of the most fundamental protective factors

(Alvord & Grados, 2005; Benzies & Mychasiuk, 2009; Masten &
Coatsworth, 1998). Researchers have identified an easy-going tem-
perament and good self-regulation as being protective factors in resil-
ience (e.g., Buckner, Mezzacappa, & Beardslee, 2003; Eisenberg et al.,
2003; Werner, 1993). Rydell, Berlin, and Bohlin (2003) conducted a
longitudinal study of five year olds and found that low regulation of
positive emotions and exuberance predicted externalizing problem
behavior and low levels of pro-social behavior. On the other hand,
positive emotions and exuberance were associated with high levels
of pro-social behavior.

Resilient individuals are confident in their ability to overcome
hurdles (Werner, 1993). Werner and Smith (2001) found that those
who are resilient make use of opportunities and resources around
them. Hardships are viewed as learning experiences. Resilient people
are able to take positive action in their lives (e.g., seeking mentors,
pursuing educational opportunities, participating in extracurricular
activities). Teaching children to help others is an effective way to en-
courage responsibility, empathy, and self-esteem (Werner, 1993).
6.1.2. Self-concept
Other than individual, family, and community support, research has

shown self-concept to play a role in resilience (e.g., Beardslee &
Podorefsky, 1988; Bolig & Weddle, 1998; Jens & Gordon, 1991;
Marton, Golombek, Stein, & Korenblum, 1988; Rutter, 1986; Werner,
1984, 1986). Marton et al. (1988) found that positive self-esteem was
related to having a sense of self and a sense of significant attachment
figures. Other researchers found that for some at-risk children, stressful
events served to strengthen them against harm and challenge rather
than exacerbate their vulnerability (Bolig & Weddle, 1998; Jens &
Gordon, 1991; Rutter, 1986; Werner, 1986). It seems that victory over
hardship heightens a sense of self-concept rather than challenging the
ability to cope. Werner (1984) found that a central component in the
lives of children who are resilient is having feelings of confidence or
faith that things will work out.
6.2. Family conditions

A noteworthy longitudinal study, beginning in 1959, identified the
authoritative parenting style as being associated with optimal compe-
tence in children and adolescents (Baumrind, 1989). According to
Baumrind (1991), associate authoritative parents have been identified
as being responsive and demanding. Responsive parents are supportive,
warm, and loving while also providing a cognitively stimulating envi-
ronment. Moreover, they are demanding in the sense they are firm, ra-
tional, and consistent, but not overbearing or controlling over their
children. Eisenberg et al. (2003) found that children's social compe-
tence and adjustment is related tomaternal expression of positive emo-
tion. Other family protective factors of resilience include (a) family
structure, (b) intimate-partner relationships, (c) family cohesion,
(d) supportive parent–child interactions, (e) stimulating environ-
ments, (f) social support, and (g) a stable and adequate income
(Benzies & Mychasiuk, 2009).
6.3. Community supports

It has been found that role models outside the family can be poten-
tial buffers for children at-risk (Beardslee & Podorefsky, 1988; Bolig &
Weddle, 1988; Garmezy et al., 1984; Masten, 2001; Werner, 1984,
1986, 2000). Role models outside the family may include teachers,
school counselors, after-school program supervisors, coaches, commu-
nity centerworkers, clergy,mental healthworkers, and goodneighbors.

Environments and social structures are important elements of an ef-
fective community (Alvord & Grados, 2005). Community protective fac-
tors include (a) early prevention and intervention programs, (b) safety in
neighborhoods, (c) relevant support services, (d) recreational facilities
and programs, (e) accessibility to adequate health services, (f) economic
opportunities for families and (g) religious and spiritual organizations
(Alvord & Grados, 2005; Benzies & Mychasiuk, 2009).
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6.4. Other factors

Alvord and Grados (2005) believe that protective factors that suc-
cessfully help children adapt and cope with the difficulties of life must
be viewed in the context of their individual cultures and developmen-
tal stages. The International Resilience Project (Grotberg, 1995)
showed that faith functions as a stronger protective factor in some
cultures than in others. Furthermore, children's developmental and
cognitive levels, as well as internal and biological vulnerabilities,
affect their ability to use different protective factors. Benzies and
Mychasiuk (2009) determined that belief systems as well as in-
creased education, skills, and training increase resilience.

7. Models of resilience

Models of resilience have been identified to explain how individual
and environmental factors function to reduce or offset the adverse effects
of risk factors (Fergus & Zimmerman, 2005; Garmezy et al., 1984; Rutter,
1985; Zimmerman&Arunkumar, 1994). Garmezy et al. (1984) proposed
three models to describe the impact of stress and personal attributes on
the quality of adaptation: (a) compensatorymodel, (b) challengemodel,
and (c) protective factor model. Researchers have defined other types of
protective factor models including the (a) protective–stabilizing model,
(b) protective–reactive model (Luthar et al., 2000), and (c) protective–
protective model (Brook, Whiteman, Gordon & Cohen, 1986, 1989).

7.1. Compensatory model

According to Garmezy et al. (1984), a compensatory factor neutral-
izes exposure to risk. There is no interaction with a risk factor; instead,
it has a direct and independent influence on the outcome (Fergus &
Zimmerman, 2005; Zimmerman & Arunkumar, 1994). For example,
youth living in poverty are more likely to commit violent behavior than
youth not living in poverty, but adults monitoring the behavior may
help balance the negative effects of poverty (Fergus & Zimmerman,
2005). The direct effect of a compensating variablewould predict less de-
linquency, psychopathology, or drug use (Zimmerman & Arunkumar,
1994).

7.2. Challenge model

In the challengemodel, a stressor (i.e., risk) is treated as a possible en-
hancer of competence, given that the amount of stress is not extreme
(Garmezy et al., 1984). According to Zimmerman and Arunkumar
(1994), too little stress is not sufficiently challenging, but high levels
leave the individual helpless resulting in potential maladaptive behavior.
However, moderate levels of stress provide the individual with a chal-
lenge that, when overcome, strengthens competence. Yates, Egelang,
and Sroufe (2003) describe thismodel as an ongoing developmental pro-
cess where children learn to mobilize resources as they are exposed to
hardship. Youth become more prepared to face increasing risk as they
successfully overcome low levels of risk (Fergus & Zimmerman, 2005).
With continued exposure to adversity as youth age andmature, their ca-
pacity to thrive despite risks increases. This type ofmodel requires longi-
tudinal data (Fergus & Zimmerman, 2005; Zimmerman & Arunkumar,
1994).

7.3. Protective factor model

In the protective factor model, also known as the immunity-versus-
vulnerability model, Garmezy et al. (1984) explain that there is a condi-
tional relationship between stress and personal attributes with respect
to adaptation. Personal attributes can dampen or amplify the impact of
stress as a variable. Specifically, protective factors can interact with risk
factors in reducing the probability of a negative outcome. For example,
for youthwith high levels of parental support, the relationship between
poverty and violent behavior is reduced (Fergus & Zimmerman, 2005).

7.4. Protective–stabilizing model

The protective–stabilizing model refers to occurrences when a pro-
tective factor assists in neutralizing the effects of risk (Luthar et al.,
2000). Therefore, when the protective factor is absent, higher levels of
risk are linked with higher levels of a negative outcome. However,
when the protective factor is present, there is no relationship between
the risk and outcome. For example, youth who have inadequate paren-
tal support (risk factor) and do not have an adult mentor (protective
factor) may exhibit delinquent behaviors (outcome); however, youth
with a non-parental adult mentor may not (Fergus & Zimmerman,
2005).

7.5. Protective–reactive model

According to Luthar et al. (2000), although the protective factor
does not completely remove the association between a risk and an
outcome, the correlation can be weakened. In this model, the connec-
tion between the risk and outcome is stronger when the protective
factor is not present. For example, Fergus and Zimmerman (2005) ex-
plain that youth who abuse drugs may be more likely to engage in
sexual risk behavior. However, this relationship may be more dimin-
ished among those exposed to comprehensive sexual education in
their schools than among youth not receiving this education.

7.6. Protective–protective model

In the protective–protective model, Brook et al. (1986, 1989) pro-
pose that a protective factor can increase the effects of another pro-
tective factor in creating an outcome. For example, parental support
may amplify the positive effect of academic proficiency in generating
more positive academic outcomes than for either factor alone (Fergus &
Zimmerman, 2005). Conversely, because resilience requires the pres-
ence of risk, this model may not be considered as a resilience-based
model.

8. Issues when researching resilience

According to Fergus and Zimmerman (2005), there are several is-
sues related to research in resilience causing confusion within the
field and igniting criticism of resilience theory. There are varying def-
initions of resilience and central terminology, which slow the devel-
opment of the field (Luthar et al., 2000). The authors recommend
developing a common language to bring the field to the next level. Al-
though some researchers believe resilience is a trait, resilience is not a
quality of an adolescent that is present in every situation (Fergus &
Zimmerman, 2005). It is, however, defined by the risk, protective fac-
tor, outcome, context, and population. Luthar et al. (2000) recom-
mend always using the term resilience as opposed to resiliency when
referring to the process of competence despite hardship.

Fergus and Zimmerman (2005) highlight the fact that resilience
may be context or content specific; meaning, an adolescent may be
resilient when faced with one type of risk yet overcome by a different
type of risk. Researchers have found that varying assetsmay be correlat-
ed with different risk and outcome combinations (Crosnoe, Erickson, &
Dornbusch, 2002; Gutman, Sameroff, & Eccles, 2002) which makes it
challenging when trying to identify universal protective factors. Fur-
thermore, concern has been raised that asset lists may be construed to
function in the same fashion for all groups, contexts, or outcomes
(Fergus & Zimmerman, 2005).

Cicchetti and Rogosch (2002) found that the process of resilience
may differ for various groups of adolescents. For example, resilience
for youth may differ depending on (a) where they live (i.e., urban,
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suburban, and rural), (b) their socioeconomic status, (c) gender,
(d) immigration status (i.e., immigrant or nonimmigrant), (e) early
and late adolescence (Fergus & Zimmerman, 2005), or (f) parental con-
trol (e.g., democratic decision-making; Gutman et al., 2002; Sameroff,
Gutman, & Peck, 2003). Understanding that the process of resilience is
unique for differing groups of adolescents is important for researchers
and practitioners wanting to make comparisons across various
populations being studied (Fergus & Zimmerman, 2005).

Fergus and Zimmerman (2005) cite several issues with resilience
theory. Resilience requires the presence of a risk factor. Moreover,
challenges facing youth can range from short-term severe stressors
to long-term enduring stressors, or to shocking stressful events. Expe-
riences with the same adversarial event or condition may vary across
adolescents. Additionally, research on resilience is somewhat limited
in that it generally includes single risk or protective factors, whereas,
most youth are exposed to multiple risks and assets and may have
access to multiple resources. A final component that Fergus and
Zimmerman believe is often overlooked in examining explanations
for how resources interact with risk exposures to produce specific
outcomes.

9. Measuring resilience

There are numerous ways of assessing resilience. Checklists, scales,
and interviews have been developed to assess resilience, risk and pro-
tective factors (e.g., Baruth & Carroll, 2002; Vance, Fernandez, & Biber,
1998), or competence in one or more domains (e.g., Ewart, Jorgensen,
Suchday, Chen, & Matthews, 2002). However, Naglieri and LeBuffle
(2005) recommend only using standardized approaches for measuring
resilience.

9.1. Measuring family functioning

The McMaster Family Assessment Device is a questionnaire designed
to evaluate family functioning across seven scales: (a) problem solving,
(b) communication, (c) roles, (d) affective responsiveness, (e) affective
involvement, (f) behavior control, and (g) general functioning (Fredman
& Sherman, 1987; Tedeschi & Kilmer, 2005). This scale offers a global
screen of family functioning. The Family Environment Scale assesses per-
ceptions across relationship, personal growth, and system maintenance
dimensions. The use of these scales can facilitate discussions regarding
the family and its different characteristics of functioning, initiate the
course of change by providing information about family environment,
and inform specific interventions to encourage family development by
recognizing strengths and areas in need of consideration within a given
family (Tedeschi & Kilmer).

9.2. Measures for children

A nationally standardized rating scale designed to evaluate protec-
tive factors related to resilience in children, aged 2 through 5, is the
Devereux Early Childhood Assessment (DECA; Naglieri & LeBuffle, 2005).
The DECA items are organized into two dimensions: protective factors
and behavioral concerns. One of the key goals of the assessment is to as-
sist in determining if children have developed acceptable skills in three
areas (i.e., initiative, self-control, and attachment) which are associated
with resilience. A child may be at-risk if he/she received a compara-
tively low score in these three strength-based, within-child protec-
tive factors. Early identification of children at-risk allows strategies
to be implemented at school and home to help develop these protec-
tive factors whichmay increase the odds that the child will be able to
successfully adapt to risk and adversity in the future.

The DECAwas developed to be used with all children as one part of
a mental health promotion program. On the other hand, the Devereux
Early Childhood Assessment Clinical Form (DECA-C) is a clinical assess-
ment designed to assess factors associated with resilience and the
nature and severity of a preschooler's behavioral, emotional, or social
problems (Naglieri & LeBuffle, 2005). Although derived from the
DECA, the DECA-C is an extension of that rating scale. DECAwas devel-
oped to be used as part of a primary prevention program, whereas,
the DECA-C is intended to be used at the targeted level as part of an
assessment of a child's emotional/behavioral health. Additionally, it
is intended to be used to develop intervention plans to meet a child's
individual needs. Crucial information is gathered when assessing pro-
tective factors and behavioral concerns including (a) an examination
of the child from positive and concern standpoints, (b) an under-
standing of how protective factors impact the child's behavior, and
(c) data for intervention planning.

9.3. Measures for adolescents

Ahern, Kiehl, Sole, and Byers (2006) determined that for adoles-
cents, the most appropriate instrument to study resilience is the Resil-
ience Scale (RS). The RS is a 25-item scale with two factors: (a) personal
competence and (b) acceptance of self and life (Wagnild & Young,
1993) both of which are associated with resilience. Originally, this scale
was tested with adult participants; however, studies have validated
that it is successful with all ages and ethnic groups (e.g., Ahern et al.,
2006; Luthans, Avolio, Avey, & Norman, 2007; Neill & Dias, 2001;
Wagnild, 2009).

9.4. Why assess resilience?

According to Tedeschi and Kilmer (2005), fundamental strategic
changes within clinical functions may define the key action of resilience
assessment. Clinicians continue investigating core functional domains in-
cluding home, school, and friends for children and youth. However, in ad-
dition to recognizing difficulties to be addressed, potential protective
factors must also be identified. These targeted factors may be used to en-
hance existing capabilities, encourage healthy adjustment trajectories,
and nurture resilient adaptation. The shift in assessment strategymay re-
quire a growth in focus. Services, whether they are formal (e.g., mental
health therapy, attachment-oriented therapy) or informal (e.g., Big
Brothers/Big Sisters, faith-based youth groups), must be organized
and well integrated. Luthar and Cicchetti (2000) advise against
resilience-based intervention approaches that are overgeneralized.
As an alternative, a multidimensional approach to intervention is en-
couraged, greatly increasing the likelihood of positive adjustment.
Multiple potential risk and protective factors should be targeted as
opposed to one or two in isolation (Luthar & Cicchetti; Masten &
Coatsworth, 1998).

10. Resilience-based interventions

Without intervention, youth facing significant adversities have a
greater likelihood of encountering problems as they navigate their
developmental paths (Luthar & Cicchetti, 2000). A key idea is that in-
terventions need to focus on developing assets and resources for
those exposed to risk rather than concentrating on risk amelioration
(Fergus & Zimmerman, 2005; Luthar & Cicchetti; Yates et al., 2003).
In the past, practitioners focused on documenting predisposing, en-
abling, and reinforcing factors associated with youth's behavior
targeted for change (Fergus & Zimmerman). Typically, deficits are
highlighted that predispose, enable, and reinforce negative behaviors;
however, a resilience approach emphasizes assets and resources as
the center for change. Interventions cutting across behaviors may be
the most effective due to the multidimensional nature of resilience.
Furthermore, intervention strategies must be tailored to the student's
developmental level (Noam & Hermann, 2002). Individual-level,
family-level, and social environment interventions are highlighted
in Table 1.



Table 1
Interventions.

Individual-level Family-level Social environment

Developed pre-crisis Primary support for youth Supportive peers
Social skills Parent–child attachment Positive teacher influences
Self-efficacy Warmth Opportunities for success
Academic skills Family cohesion Academic achievement
Extracurricular activities Care within family

Close adult relationship
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10.1. Individual-level intervention

According to Olsson, Bond, Burns, Vella-Brodrick, and Sawyer (2003),
intervention at the individual level will focus on developing personal
coping skills and resources before encountering real life adversity. Typi-
cally, coping skills and resources are built into response-to-crisis within
one-on-one treatment. Fergus and Zimmerman (2005) believe internal
assets essential to develop include (a) social skills for connecting to
peers, (b) self-efficacy for health-promoting behavior, (c) academic
skills, and (d) involvement in extracurricular and community activities.
It is equally important to identify what resources should be the target
of the intervention and determine how to convey these resources to
youth (Olsson et al., 2003). Finding assets and resources that have been
found to promote healthy outcomes in an individual's specific popula-
tion is crucial.

The Life Skills Training Program (Botvin & Griffin, 2002) is a
school-based substance abuse and violence prevention program fo-
cusing on enhancing social and personal competence skills. Resource-
ful Adolescent Program (RAP; Shochet, Holland, & Whitefield, 1997) is
an intervention designed to improve adolescents' skills and social re-
sources through (a) supporting participants' strengths, (b) skill build-
ing for controlling stress, (c) developing social support networks, and
(d) conducting interpersonal relationships with others (Shochet et
al., 2001).

10.2. Family-level intervention

The family is a primary social support for youth (Olsson et al., 2003).
Positive parent–child attachment is important as is parental warmth,
encouragement and assistance, cohesion and care within the family,
and a close relationship with a caring adult (Fergus & Zimmerman,
2005; Olsson et al.). Intervention at the family-level may take on a pre-
ventative or crisis-care focus.

There are several family-centered interventions that may help devel-
op and enhance assets and resources. The RAP program includes sessions
for participants' parentswith a focus similar to that of the adolescent ses-
sions (Shochet et al., 2001). The Multidimensional Family Prevention
project assists youth and their parents develop new skills to enhance
communication with each other and in general (Hogue, Liddle, Becker,
& Johnson-Leckrone, 2002). Flint Fathers and Sons is a programdesigned
to strengthen father-son relationships among African American partici-
pants (Caldwell et al., 2004). Other family-focused interventions include
(a) preparing for the drug free years (Spoth, Reyes, Redmond, & Shin,
1999); (b) Iowa strengthening families (Spoth et al., 1999), now revised
and called the Strengthening Families Program: For Parents and Youth
10–14 (Spoth, Randall, Shin, & Redmond, 2005); and Familias Unidas
(Coatsworth, Pantin, & Szapocznik, 2002; Pantin et al., 2003).

10.3. Social environment intervention

Two social environments identified include the school environment
and the broader social environment (Olsson et al., 2003). Children
spend much of their day at school making this setting an important
one in promoting resilience in young people (Noam & Hermann, 2002;
Olsson et al.). Experiences involving supportive peers, positive teacher
influences, and opportunities for success, academic or otherwise, have
been positively linked to resilience in adolescents (Olsson et al.). Respon-
sive Advocacy for Life and Learning in Youth (RALLY) is a research-based
intervention addressing academic success and emotional well-being of
adolescents in schools (Noam & Hermann, 2002). The focus of RALLY is
pulling in services to the classroomand school in order to extendpreven-
tion and intervention into the child's everyday experiences. The broader
social environment such as the neighborhood, region, or county plays a
role in psychosocial development (Olsson et al.). Non-punitive social
structures and supportive communities play an important role in pro-
moting resilience.

11. Conclusion

Assets and resources that assist children and youth overcome ad-
verse effects of risks differ according to the population studied, context,
and outcome (Fergus & Zimmerman, 2005). However, several common
themes appear. Parental factors such as support, monitoring, and com-
munication skills are crucial resources for youth. Although individuals
with self-confidence and social skills are slightly prone to being resilient
irrespective of the risk or outcome, it is essential that resilience-based
intervention approaches give close attention to the unique characteris-
tics of the population of interest. Research on resilience has the poten-
tial to guide the development of effective interventions for diverse
at-risk populations (Luthar & Cicchetti, 2000). Resilience theory offers
researchers and practitioners a conceptual model to understand how
children and youth overcome adversity and how this knowledge can
be used to improve strengths and build positive characteristics of their
lives.
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