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Human beings have wide range of ability to adapt to the adverse life situations. Some
individuals, despite being faced with the most pernicious of adversities, manage to avoid
collapse and maintain healthy adjustment. Resilience, from the Latin resilire (to recoil or leap
back), is a construct related to positive adaptation in the context of stress or adversity. In the
physical sciences, resilience refers to the capacity to withstand strain without breaking, or to
recover to original form, like a spring or rubber band. In human science it refers to the positive
adaptation or the ability to maintain or regain mental health, despite experiencing adversity [1].
Resilience is an inference based construct on report of better handling and outcome on
experiencing a comparable level of adversity in some individuals compared to others. Those
negative or adverse experiences may have strengthening or “steeling” effect in response to
forthcoming hardships [2]. Evidently, whether one understands resilience as a developmental
outcome, set of competencies, or coping strategies, there is still much overlap between these
attributes.

Definition of resilience
It is individuals’ response to the given stress or adversities [3] and their ability to bounce back
from hardship and trauma [4]. As per the comprehensive definition by Windle, it is the process
of negotiating, managing and adapting to significant sources of stress or trauma, in which the
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assets and resources within the individual, their life and environment facilitate this capacity for
adaptation and ‘bouncing back’ in the face of adversity [5].

Resilience in context to childhood psychopathology
Resilience was once considered as a special characteristic trait in children but gradually the
concept has shifted to a more dynamic process of adaptation. The construct of resilience in
context of childhood and adolescent age group has undergone a major shift from mere absence of
psychopathology to a positive focus on competence and adaptive behaviour [6,7]. Resilience
theory identifies three fundamental building blocks of resilience: secure base, good self-esteem
and competence [8].
Table-1: Protective factors and positive adaptations for childhood psychopathology
Protective factors
Within Individual
 Low emotionality, engaging temperament (affectionate, cuddly)
 Problem-solving skills, planning, executive function, communication
skills
 Self-regulation skills, emotion regulation
 High social skills and self esteem
 Self-efficacy, positive view of the self or identity
 Hope, faith, optimism, positive attitude
 Regular routines and rituals
 Strong moral beliefs and belief life has meaning
 Good school performance and above average intelligence
 Adequate material resources
 Development of personal identity
 Experience of power, control and social integrity
Family & Community
 Caring family, sensitive caregiving (nurturing family members)
 Close relationships, emotional security, belonging (family cohesion)
 Skilled parenting (skilled family management)
 Good emotional health of parents
 Strong attachment to family
 Pro-social behavior in family, school, and community
 Connections with well-functioning communities
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In context of childhood psychopathology resilience is considered as a super ordinate construct of
exposure to risk factors (biological- prenatal and perinatal insults, infections; psychosocialpoverty, maltreatment, trauma, loss of family member, poor relationships etc), protective factors
and positive adaptations in children as detailed in table-1 [9-15].

Factors affecting resilience in children
Temperament
Temperament is found to have a major role in shaping resilience development. As easy-going
temperament has positive effect and affective temperament has negative impact on resilience in
youths [16,17]. Longitudinal study by Werner and Smith found that children who as infants were
smiley, cuddly, and sociable were most likely to overcome the adversities associated with
poverty [18].
Parenting
Numerous studies have highlighted the role of parenting on children’s resilience. Secure
attachment with a consistent caregiver is one of the most robust predictors of resilient
functioning. Parenting quality may perhaps be of top importance in protecting children’s
development against the effects of adversity [19]. Greater resilience is seen among children with
emotional, mental, or behavioral conditions and multiple adverse childhood experiences when
their parents report less parenting stress and more engagement in their child’s lives [20].
Cultural factors
Cultural influences, such as ethnic pride and biculturalism, are potential sources of protection,
whereas clashes between two cultural value systems, are potential sources of vulnerability [21].
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Stress
Following interrelated variables may impart greater resilience to an adolescent facing a stressful
environment: early life programming of the hypothalamic pituitary-adrenal (HPA) axis, stress
inoculation and genetic predisposition [22]. Association of level of early life stress with
resilience is represented as an inverted-U function, as too little or too much early life stress can
lead to later stress-induced dysfunction, while intermediate, moderate levels of stress may
immunize one against later adversity [23,24].
Epigenetic factors
Psychiatric disorders, temperament, and measures of the family environment have genetic
influence. Specific genes are involved in predicting resilient functioning by modifying the effect
of environmental risks on behavioral outcomes. Genes related to the HPA axis, serotonergic
systems owed weak to moderate associations with resilient phenotypes [25,26].
Genetic studies provided many pointers to the likely occurrence of gene with environment (G×E)
interaction with respect to the outcomes of depression and antisocial behavior [3,27]. Functional
polymorphism in the serotonin transporter (5-HTTLPR) gene significantly showed the
association between stressful life events and depression [28]. Polymorphism in the gene
encoding the monoamine oxidase A (MAOA) enzyme moderated the impact of childhood
maltreatment on the development of antisocial behavior [11]. Polymorphism in the gene
encoding catechol-O-methyltransferase (COMT) moderated the association between early
cannabis use and psychosis [29].
Role of family and schools in building resilience
In building resilience focus should be on the values of planning, self-reflection, self efficacy,
successful coping with stress/challenge and active personal agency. These factors can be learnt
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by experiential teaching both at home and at schools, as both the places play vital role in
developing resilience in children. The purpose should be the exposure to manageable risks,
challenges, and responsibilities rather than being protected from them and cope effectively [30].
At home good warm family environment, lesser family conflicts and effective parenting have
shown beneficial results in building resilience. Schools are conducive in the development of
positive mental health, and developing resilience in young people as they provide strong medium
for observational learning as well as access to children and adolescents at critical developmental
stages. At schools focus should be on the values of responsibility, autonomy and having the
opportunity of learning from mistakes [19,31].
It is suggested that the most effective intervention programmes involve ‘multi-faceted
paradigms’ that attempt to reduce modifiable risk, strengthen meaningful assets, and recruit core
developmental processes within the child, family and the broader community.

Measuring resilience
Measuring resilience is as challenging as varied opinions on definition and the difficulties in
identifying its characteristics. Resilience findings, both quantitative and qualitative, emphasize
the importance of mental phenomena—ideas, attributes, self-reflection, and planning. Adequate
clinical assessment should assess these with an interest in those that might have the potential for
overcoming adversity. The Brief Resilience Scale (BRS) seems to be a reliable means of
measuring resilience, such as the ability to recovery from stress, while suggesting ways of coping
with stressors [32]. Other tools are Youth Resiliency: Assessing Developmental Strengths
(YR:ADS) (for age 12-17 years) [33], Resiliency Attitudes and Skills Profile (for age 12-19
years) [34], Resilience Scale for Adolescents (READ) (for age 13-15 years) [35]. Although a
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number of scales have been developed for measuring resilience, they are not widely adopted and
none is preferable over other [36].

Resilience-Focused Interventions
Resilience building interventions are based on reducing or mitigating risk; boosting assets to
promotive factors for child health and development; and nurturing or restoring the adaptive
systems that generate capacity for resilience over the time [37,38]. Resilience focused
interventions are commonly school based and adopt universal frameworks, targeting whole
populations or groups (e.g. curriculum-based lessons, capacity-building strategies). Programs
have been designed to improve/enhance resilience by strengthening protective factors thereby
positively influencing mental health in children and adolescents. A meta-analysis has also shown
benefit of these resilience focused interventions [39]. Werner-Seidler et al. implemented
interventions targeting both levels of prevention in the school setting, and suggested a steppedcare approach whereby universal interventions are first implemented, with targeted interventions
later to students with increased risk of mental health problems [40].
The comprehensive systematic review found the effectiveness of school-based resilience-focused
interventions varies by mental health problem outcome, age group, and length of follow-up [41].
Resilience-focused interventions were overall found to be effective in reducing depressive and
anxiety symptoms, internalizing problems, externalizing problems, and general psychological
distress.
Technological advances with app-based programs, devices, social media and virtual reality have
provided several innovative strategies for building skills and resilience, monitoring their
competence and connecting with social support groups and professional networks [15]
Advancement in molecular genetics and neuroimaging have made it feasible to conduct research
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on pathways of building resilience from a multilevel perspective of studying personality,
neuroendocrine, and genetic contributors to resilient brain [42].
Together with parents and teachers, health professionals involved in child care can play a central
role in nurturing the healthy development and building resilience across the life course [15]. An
interprofessional framework is needed to mitigate risk and promote resilience in children along
with effective preparation, practice, collaboration and coordination across systems, with strategic
consideration of appropriate timely interventions [15].
Population-based interventions include social policies and support for parents of infants, early
childhood intervention programs and school-based interventions [43]. Particularly relevant is the
scaling up and evaluation of effective participatory community-based programs to support early
child development [44]. A whole community approach is one in which the critical domains of
resilience, family, school environment and community are integrated in the mission of fostering
resilience through collaborative partnership and engagement [45].
Research gap and priority
Resilience research in mental health conditions lacks unified methodology and poor concept
definition. Major gap in the field is the lack of coordination between human and animal studies.
We are just beginning to identify resilience factors and still more neurobiological mechanisms
conferring resilience are being identified. There is an urgent need for more systematic
evaluations of programs where teaching children problem-solving skills, enhancing their
communication skills and self esteem, and providing positive role models for them that enables
vulnerable children to become competent, confident, and caring individuals, despite the odds.
Attention also needs to be paid to the child’s ongoing relationships; successful coping
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encompassing the social, as well as the psychological, dimension with a cross-cultural
perspective [46].
Long-term studies should be conducted to understand the process of developing resilience with
complex interplay of adversities and strengths and for mapping the linkages between resilience
as a psychosocial phenomenon as well as biological process [47]. There is vital need to promote
the “effective tools” for developing resilience (e.g., positive attitude, active coping, effective
emotion regulation, social integration etc.) at the level of public education and community
intervention programs.
To conclude, resilience is a dynamic developmental process encompassing the attainment of
positive adaptation within the context of stress or adversity. Studies on resilience have unleashed
a fundamentally novel way of understanding an individual’s responses to adverse life events.
Such findings may valuably inform future school-based interventions targeting child and
adolescent mental health problems.
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