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WAYS TO BOLSTER RESILIENCE IN CHILDREN
In the aftermath of both natural disasters (e.g., hurricanes, tornadoes, earthquakes), and
man-made trauma (e.g., terrorist attacks), educators are confronted with the challenging
question of how to help their students and families cope and recover from stressful
events. There are lessons to be learned from those children and families who evidence
“resilience” in the face of stressful events.
To introduce this topic, consider the following question:
“Are there any children in your school who, when you first heard of
their backgrounds, you had a great deal of concern about them? Now
when you see them in the hall, you have a sense of pride that they are
part of your school. These children may cause you to wonder, ‘How can
that be?’”
This question has been posed to educators by one of the founders of the research on
resilience in children, Norman Garmezy. It reflects the increasing interest in how children
who grow up in challenging circumstances and who have experienced traumatic events
“make it” against the odds.
The objectives of this section of the TeachSafeSchools website (TSS) are to identify the
features that nurture resilience and to encourage educators to build these features into
their school programs.
In order to accomplish this task, we will examine the following questions:
1. What do we mean by the concept of resilience?
2. How many students in the U.S. are exposed to “high risk” environments
where the issue of resilience is critical?
3. What are the physical and emotional consequences of children who are
exposed to multiple risk factors?
4. What does research tell us educators need to take into consideration before
they try to intervene and attempt to bolster students’ resilience?
5. What are the characteristics of resilient children?
6. What specifically can educators do to foster resilience in children and youth?
7. Where can I obtain more information about ways to bolster resilience in
students?
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a) Website Links
b) References
After each section, we will consider the IMPLICATIONS FOR EDUCATORS
We begin with a brief consideration of the definitions offered about resilience.

DEFINITIONS OF RESILIENCE
(See Luthar et al., 2000; Masten & Reed, 2002; Rutter, 1999)
Resilience refers to a class of phenomena characterized by good outcomes in spite of
serious threats to adaptation or development. Resilience has been characterized as the
ability to:
 “bounce back and cope effectively in the face of difficulties”
 “bend, but not break under extreme stress”
 “rebound from adversities”
 “handle setbacks, persevere and adapt even when things go awry”
 “maintain equilibrium following highly aversive events”
Resilience is tied to the ability to learn to live with ongoing fear and uncertainty, namely,
the ability to show positive adaptation in spite of significant life adversities and the
ability to adapt to difficult and challenging life experiences. As Ernest Hemingway once
wrote, “The world breaks everyone and afterwards many are strong at the broken
places”.
In short, resilience turns victims into survivors and allows survivors to thrive. Resilient
individuals can get distressed, but they are able to manage the negative behavioral
outcomes in the face of risks without becoming debilitated. Such resilience should be
viewed as a relational concept conveying connectedness to family, schools, and
community. One can speak of resilient families, schools and communities as well as
resilient individuals.
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IMPLICATIONS FOR EDUCATORS
Teachers can translate this information about resilience into examples to which young
students can relate. The teacher can talk to the class about resilience and use a ball to
demonstrate:
The ability to handle stress and respond positively to difficult events is
called “resilience”. Children can build their own resilience, much like
building muscles, by practicing special “bounce back” strategies.
Teachers can ask students for examples of something they do well. “How did they get to
be so good?” The website, apahelpcenter.org has multiple examples of ways children
can practice resilience. These include:
 have a friend and be a friend
 take charge of your behavior
 set new goals and make a plan to reach them
(Goal – Plan – Do – Check)
 look at the bright side
 have hope
 believe in yourself and in others
 ask for help if you need it
The following illustrative data on trauma exposure highlights the need for educators
to add a fourth “R” standing for “resilience” to the traditional reading, writing, and
arithmetic training.
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ILLUSTRATIVE EVIDENCE OF THE STRESSORS TO WHICH
CHILDREN IN THE U.S. ARE EXPOSED
(See Fraser, 2004; Huang et al., 2005; Jaycox, 2004; Osofsky, 1997;
Schorr, 1998; Smith and Carlson, 1997)
The following illustrative FACT SHEET underscores the need to bolster resilience in
high-risk children. Between 20% and 50% of American children are victims of violence
within their families, at school, or in their communities. Such victimization experiences
contribute to impaired school functioning, decreased IQ and reading ability, lower grade
point average, more days of school absence and decreased rates of high school
graduation. Trauma exposure is related to behavioral problems, particularly aggressive
and delinquent behavior, and emotional problems including Post Traumatic Stress
Disorder, anxiety and depression disorders. The following FACT SHEET provides more
details.
Children Who Suffer From Behavioral and Mental Disorders
 One in five children and youth have a diagnosable mental disorder, and 1 in 10
have a serious emotional or behavioral disorder that is severe enough to cause
substantial impairment at home, at school or in the community.
 Nationally, children with emotional and behavioral disorders in special education
classes have the highest school dropout rate (50%).
 Mental health problems are associated with lower academic achievement, greater
family distress and conflict as well as poorer social functioning in childhood that
can extend into adulthood. Most forms of adult psychiatric disorders first appear
in childhood and adolescence.
 Only 25% of children with emotional and behavioral disorders receive specialty
mental health services.
 There is increasing evidence that school mental health programs improve
educational outcomes by decreasing absences, decreasing discipline referrals and
improving test scores.
Children Who Are Maltreated
 U.S. Department of Health and Human Services (2003) reports 3 million referrals
were made to child protective service agencies in the U.S. regarding the welfare
of approximately 5 million children. Approximately 1 million were found to be
victims of maltreatment (physical and sexual abuse and/or neglect). In 84 % of the
cases, the perpetrators were the parent or parents. On any given day, about
542,000 children are living in foster care in the U.S. These foster children are at
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risk for unintended pregnancy, educational underachievement and dropout,
substance abuse, psychiatric problems, unemployment and incarceration.
 It is estimated that 20 million children live in households with an addicted
caregiver and of these, approximately 675,000 children are suspected of being
abused. Children of alcoholics have more psychological problems than children of
non-substance dependent parents. These problems include increased somatic
complaints, anxiety and depression, conduct disorders, alcohol use, lower
academic achievement and lower verbal ability. Moreover, the parents of these
children are reluctant to allow their children to engage in any type of mental
health treatment.
Children Who Witness Domestic Violence
 Every year, 3.3 million children witness assaults against their mothers. For
example, in California, it is estimated that 10% - 20% of all family homicides are
witnessed by children.
 40% of men who abuse their female partner also abuse their children.
Children as Victims of Crime
 Children are more prone than adults to be subject of victimization. For example,
the rates of assault, rape and robbery against those 12 to 19 years of age are two to
three times higher than for the adult population as a whole.
 30% of children living in medium to high crime neighborhoods have witnessed a
shooting, 35% have seen a stabbing and 24% have seen someone murdered.
 “Virtually all” of the inner city ethnic minority children who live in the South
Central Los Angeles area witness a homicide by age 5. In New Orleans, 90% of
fifth grade children witness violence. Fifty percent are victims of some form of
violence, and forty percent have seen a dead body.
Children Living in Poverty
 25% of children (some 15 million students) in the U.S. live below the poverty
line.
 Poverty is a source of ongoing stress and a threat that leads to malnutrition, social
deprivation and educational disadvantage. Poverty is associated with an array of
problems including low birthweight, infant mortality, contagious diseases, and
childhood injury and death. Poor children are at risk for developmental delays in
intellectual and school achievement. Sapolsky (2005) has reviewed the literature
that indicates in Westernized societies, socioeconomic status (SES) is associated
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with varied physical and psychiatric disorders as a result of exposure to chronic
stressors.
 Children living in poverty are at greater risk than other children for
a) nutrition-related diseases, chronic illnesses and other infections leading to
more frequent school absences
b) delayed language development
c) poor school performance
d) leaving school before completing high school (Doherty, 1997)
 The poverty level of the family is correlated with the level of the child achieving
academically. Consider the following illustrative findings:
a) Students from minority families who live in poverty are 3 times more likely
than their Caucasian counterparts to be placed in a class for the educably
delayed and 3 times more likely to be suspended and expelled.
b) The overall academic proficiency level of an average 17 year old attending
school in a poor urban setting is equivalent to that of a typical 13 year old
who attends school in an affluent school area.
c) Students from families with income below the poverty level are nearly twice
as likely to be held back a grade.
d) The school dropout rate in the U.S. is highly correlated with grade retention.
On average, two children in every classroom of 30 students are retained.
e) The school dropout rate for African American students in the U.S. is 39%;
for Mexican American students the dropout rate is 40%.
These statistics take on specific urgency when we consider that 15% of American
students are African American and 11% are Hispanic. If present birthrates continue, by
the year 2020, minority students will constitute 45% of school-age students in the U.S.,
up from the current level of 30%.
While any one of these negative factors (such as living in poverty, experiencing abuse
and neglect, witnessing violence, or being a victim of violence) constitute high risk for
maladaptive adjustment, research indicates that it is the total number of risk factors
present that is more important than the specificity of the risk factors in influencing
developmental outcomes. Risk factors often co-occur and pile up over-time. In addition,
different risk factors often predict similar outcomes.
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Consider that currently, 25% to 35% of students enter school with factors that are
considered to place them at risk of failing socially and academically. Such risk factors
include poverty, developmental delays, poor physical and mental health, exposure to
biological and psychological trauma, family indifference, neighborhood violence,
parents’ drug and alcohol abuse and family and parental distress and dysfunction. These
findings were highlighted by Arnold Sameroff and his colleagues (1993) who studied the
impact of ten high risk factors on the intellectual development of 4 year olds. Those
children who had 8 or 9 of the ten risk factors were 30 IQ points below those children
who had no high risk factors in their background. The risk factors included the presence
of mental illness in the parent, the level of maternal anxiety, parental interactional style
and attitudes, occupational level in the household, maternal level of education,
disadvantaged minority status, level of family support, degree of stressful life events and
family size.
The cumulative impact of these multiple stressors on children was further illustrated by
the research of Valerie Edwards and her colleagues at the University of Texas (2005).
They developed an interview/questionnaire that assesses the child’s exposure to negative
Adverse Childhood Experiences (ACE). (See Table of ACE categories). They found that
the higher the scores on the ACE, the greater the likelihood of poorer developmental
outcomes, as evident in both psychosocial and physiological indices.
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TABLE 1
ADVERSE CHILDHOOD EXPERIENCES
ACE QUESTIONS AND RESPONSE CATEGORIES*
ACE Category
Physical Abuse:
Did a parent or other
adult in the household;

Question(s)

Response
Options

Criterion for
Category

Push, grab, shove or slap you?
Hit you so hard that you had marks or
were injured?

Never, once or
twice, sometimes,
often, very often.

Often and/or
Sometimes

Swear at, insult, or put you down?
Act in a way that made you afraid you
would be physically hurt?
Threaten to hit you or throw something
at you but didn’t?

Never, once or
twice, sometimes,
often, very often.

Often
Often

Touch or fondle you in a sexual way?
Have you touch his/her body in a sexual
way?
Attempt intercourse (oral, vaginal, or
anal) with you?
Have intercourse (oral vaginal, or anal)
with you?

Yes/No

Yes to any
question

Push, grab, slap or throw something at
your mother or stepmother?
Kick, bite, hit her with a fist or
something hard?
Repeatedly hit her over at least a few
minutes?
Threaten or hurt her with a knife or gin?

Never, once or
twice, sometimes,
often, very often.

Often
and/or
Sometimes

Household Mental
Illness:
Was/did someone in
your household:

Depressed or mentally ill?
Attempt suicide?

Yes/No

Yes

Household Substance
Abuse:
Was someone in your
household:

A problem drinker or alcoholic?
A person who used street drugs?

Yes/No

Yes

Did a household member ever go to
prison?

Yes/No

Yes

Were your parents ever divorced or
separated?

Yes/No

Yes

Psychological Abuse:
Did a parent or other
adult in the household;

Sexual Abuse:
Did an adult 5 years
older than you:

Witnessing Maternal
Battering:
Did your father or
stepfather or mother’s
boyfriend ever:

Often

Once or twice
Once or twice

Household Criminal
Activity:

Parental Divorce or
Separation:

*Edwards, V. J., Anda, R. F., Dube, S. R., Dong, M., Chapman, D. P., & Felitti, V. J. (2005). The wide-ranging health outcomes of
adverse childhood experiences. In K. A. Kendall-Tackett and S. M. Giacomoni (Eds.), Child victimization. Kingston, NJ: Civic Research
Institute.
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NEUROBIOLOGICAL CONSEQUENCES OF CHILDREN BEING
EXPOSED TO VICTIMIZATION EXPERIENCES:
DEVELOPMENTAL TRAUMATOLOGY
 Without getting too technical, it is important for educators to appreciate that
children’s exposure to traumatic events can alter the early development of
children’s brains in terms of both structure and function. This can compromise the
children’s cognitive and emotional development and corporations. For those
interested in more details see references by De Bellis 2001, 2002; De Bellis et al.
2005; Lipschitz et al. 1998; Ornitz & Pynoos, 1989; Perry, 1994, 1997; Pynoos et
al., 1995; Yehuda, 1999; Van der Kolk, 1997; Vasterling & Brewin, 2005; Weiss
et al., 1999.
 The earlier the age of onset of trauma such as abuse, the longer the duration of the
abuse, and the greater the severity of PTSD and related symptoms, the greater the
neuropsychological consequences (e.g., smaller brain volumes, reduced size of
the connective tissues between the right and left size of the brain or the corpus
callosum), and the greater the stress symptoms present. There is some suggestive
evidence of more adverse brain development or maturation in maltreated boys
than in abused girls (De Bellis et al., 2005).
 Physical abuse and neglect, but not sexual abuse have been associated with the
reduction in the volume and activity levels of major structures of the brain,
including the corpus callosum (midsagittal area of connective fibers between the
left and right hemispheres) and the limbic (emotional regulation) system,
including the amygdala and hippocampus.
 Trauma has been found to affect the HPA Axis (Hypothalamic Pituitary Axis adrenal axis) contributing to its hypersensitivity to cortisol and can contribute to
an increased vulnerability to depression. The elevated stress response in
traumatized children (increased levels of catecholamines and cortisol levels) can
affect brain development.
 Trauma exposure can contribute to increased sympathetic nervous system activity
which is especially evident under conditions of stress (e.g., increased heart rate
and increased blood pressure). This may be manifested as exaggerated startle
responses.
 Among children who have been abused, there is a greater likelihood of cerebral
lateralization differences or asynchrony. For example, abused children are seven
times more likely to show evidence of left hemisphere deficits. This can
contribute to the failure to develop self-regulatory functions, especially language
and memory abilities. Self-regulatory processes are internalizing organizing
functions that filter, coordinate and temporally organize experience. Self-
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regulation includes attentional controls, strategic planning, initation and
regulation of goal-directed behaviors, self and social monitoring, abstract
reasoning, emotional regulation and interpersonal functioning. Trauma has the
most impact when its onset occurs during early childhood and is recurrent or
prolonged. Research suggests that there is impaired left hemisphere
functioning in traumatized children.
 Trauma exposure results in elevated levels of circulating catecholamines and in
abused boys it also results in elevated growth hormone.
 Trauma exposure can have a negative impact on the development of attachment
behavior. For example, abused teenage girls are more likely to hide their feelings
and have extreme emotional reactions. They have fewer adaptive coping
strategies which result in problems handling strong emotions, particularly anger.
Moreover, they have limited expectations that others can be of help. They show
deficits in the ability to self-soothe and modulate negative emotions. They show
evidence of problems with behavioral impulsivity, affective lability, and
aggression and substance abuse. For example, Kendall et al. (2000) found that in a
twin study, the twin who had been exposed to childhood sexual abuse had
consistently an elevated risk for drug and alcohol abuse and bulimia, when
compared to the unexposed co-twin. Sexual abuse also contributes to increased
susceptibility to sexually transmitted disease and can compromise the immune
system.
 Adverse childhood experiences such as abuse and neglect also increase the risk
for adult PTSD and nonpsychiatric illnesses.
 In order to compensate for the deficits that arise from multiple victimization
experiences and to bolster resilience, special efforts are needed to bolster the
abused and neglected children’s and youths’ self-regulatory systems and to
provide them with “cognitive and emotional prosthetic devices” that can help in
their development (e.g., metacognitive supports of planning, monitoring,
language, memory, as well as social supports).

Meichenbaum

12

IMPLICATIONS FOR EDUCATORS
What should educators take away from these findings?
1. Children who are exposed to multiple extreme stressors are likely to: show
deficits in neurocognitive development including intellectual impairment, have
verbal deficiencies, show evidence of poor school performance and have lower
reading ability. They are more likely to show deficits in attention and abstract
reasoning/executive functions, and experience short-term memory deficits.
2. Maltreated children require assistance and prosthetic devices in the same way that
children who are confined to wheelchairs need prosthetic devices such as ramps
or bathroom supports. Maltreated children need such metacognitive prosthetics
as:
a) shorter instructions and accompanying reminders
b) teachers who will regularly assess the children’s comprehension of the
instructions
c) removal of distractors
d) structured tasks and more ongoing feedback;
e) practice in self-regulation activities (goal-setting, planning, self-monitoring,
self-rewarding). Teachers need to explicitly teach students Goal – Plan – Do –
Check routines;
f) practice in improving vocabulary and reading comprehension (See
teachsafeschools.org, “How to read stories to children so they improve
comprehension.”)
g) opportunities to develop attachment relationships with supportive others
(work on school connectedness and finding adult mentors) (See
teachsafeschools.org, “Mentoring.”)
h) extensive efforts to provide and engage their parents.
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RESEARCH FACTS ABOUT RESILIENCE
Before we consider how some children and families survive, and perhaps even thrive, in
spite of adversities, it is useful to consider some of the major research findings in the
area. These findings can inform ongoing efforts to bolster resilience in high-risk children.
 Resilience appears to be the general rule of adaptation. This conclusion holds
whether the children who are studied are the offspring of mentally ill, alcoholic,
criminally-involved parents and/or of minority status or have experienced
premature birth, physical illness and surgery, maltreatment (abuse/neglect),
exposure to marital discord and domestic violence, poverty, and exposure to
massive (community level) trauma of war and natural disasters.
 Research has indicated that 1/2 to 2/3 of children living in such extreme
circumstances grow up and “overcome the odds.” They go on to achieve
successful and adjusted lives (Bernard, 1995). Several longitudinal studies have
tracked high-risk children from birth to adulthood (e.g., Werner & Smith, 1989;
1992; also see http://www.kaimb.org/slides/resilience for a summary of these
longitudinal findings).
For example, Emmy Werner and Ruth Smith (2001) studied children who were
born on the Hawaiian island of Kauai, most of whom were descendants of
Southeast Asians. One of three children were born with the “odds against them”.
They were vulnerable due to socioeconomic and family factors (poverty,
maltreatment, parental substance abuse and mental illness). In spite of these highrisk factors one child in every three developed into “confident, accomplished and
connected adults.”
 Children may be resilient in one domain in their lives, but not in others (e.g.,
academic, social, self-regulatory behaviors.) For example, children who appear
resilient in one domain such as social competence may have difficulties in other
domains. As Zimmerman and Arunkumar (1994) observe:
“Resilience is not a universal construct that applies to all life
domains. Children may be resilient to specific risk factors,
but quite vulnerable to others. Resilience is a
multidimensional phenomenon that is context-specific and
involves developmental change.” (p. 4)
 Resilience should be viewed as being “fluid over time.” The relative importance
of risk and protective factors is likely to change at various phases of life. A child
who is resilient at one developmental phase may not be necessarily resilient at the
next developmental phase. Developmental transition points at school and at
puberty are particularly sensitive times for the impact of traumas.
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 There is no single means of maintaining equilibrium following highly aversive
events, but rather there are multiple pathways to resilience.
 The factors that contribute to resilience may vary depending upon the nature of
the adversity. For example, in children who have been exposed to sexual abuse
having an external attribution style (blaming others or circumstances) may be a
protective factor, but this style has not proven as effective for individuals with
physical abuse or neglect.
 Moreover, protective factors may differ across gender, race and cultures. For
instance, girls tend to become resilient by building strong, caring relationships,
while boys are more likely to build resilience by learning how to use active
problem-solving (Bernard, 1995). Further evidence that resilience may yield
gender differences comes from the research of Werner and Smith (1992). In their
longitudinal study of high risk children they found scholastic competence at age
10 was more strongly associated with successful transition to adult responsibilities
for men than for women. On the other hand, factors such as high self-esteem,
efficacy and a sense of personal control were more predictive of successful
adaptation among the women than men. In the stress domain, males were more
vulnerable to separation and loss of caregivers in the first decade of life, while
girls were more vulnerable to family discord and loss in the second decade. Thus,
the factors that influence resilience may differ for males and females.
This research highlights the need to view resiliency as a developmental construct
and the value of studying it longitudinally. “Resilience is not a trait that a youth
is born with or automatically keeps once it is achieved. Resilience is a complex
interactive process.” (Zimmerman & Arunkumar, 1994).
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IMPLICATIONS FOR EDUCATORS
What should educators take away from these findings?
1. Interventions to nurture resilience need to target multiple systems since research
indicates that the total number of risk factors present is more important than the
specificity of the risk factors in influencing developmental outcomes. The
multiplicity of risk factors indicates that interventions must address many
different levels.
2. The earlier the intervention the greater the likelihood of successful outcomes.
3. Interventions to nurture resilience need to occur on an ongoing basis. There is not
a one-time intervention.
4. Such interventions have to be sensitive to developmental, gender and cultural
issues. Boys and girls develop differently and have different needs. (See
teachsafeschools.org, “Gender Differences on the Development of Aggressive
Behavior.”)
5. There is a need for resilience-based interventions to include parents and
communities.
With these findings and observations in mind, let us consider the characteristics of
resilient children and youth, families, schools, and communities.
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CHARACTERISTICS OF RESILIENT CHILDREN AND YOUTH
“The resilient child is one who ‘works well, plays well,
loves well and expects well’.” (Bernard, 1997)
 Temperament factors – easy-going disposition, not easily upset; good selfregulation of emotional arousal and impulses and attentional controls
These critically important temperament features may have genetic roots. KimCohen and colleagues (2004) studied resilience among identical (monozygotic)
and fraternal (dizygotic) twins who experienced socioeconomic deprivation. They
found that MZ twins were more alike showing evidence of resilience (fewer
conduct disorder problems than expected given SES stressors) than in DZ twins (r
=.72 MZ vs. .26 DZ twins). Genetic influences explained 71% of variance in
resilience. (See Moffit, 2005 for an excellent discussion of the geneenvironment interplay in contributing to resilience.)
 Problem-solving skills – a higher IQ, abstract thinking, reflectivity, flexibility,
and the ability to try alternatives indicate adaptability to stress
 Social competence – emotional responsiveness, flexibility, empathy and caring,
communication skills, a sense of humor (including being able to laugh at
themselves) and behaviors that increase their ability to get along with others
Resilient children show a general appealingness and attentiveness toward others
and an ability to elicit positive reciprocal responses from others. They are able to
monitor their own and others’ emotions. They demonstrate bicultural competence
–the ability to negotiate the cultural divide.
 Autonomy – self-awareness, sense of identity, ability to act independently, and
ability to exert control over the external environment, self-efficacy and an internal
locus of control and increased sense of self-worth and mastery
 A sense of purpose and a future orientation – healthy expectations, goaldirectedness, future-orientation planning, goal-attaining skills, success orientation,
achievement motivation, educational aspirations and persistence; hold religious
beliefs that are supported by significant others and that convey a sense of meaning
in life (spirituality)
 A sense of optimism – maintain a hopeful outlook and employ active problemfocused coping strategies (avoid seeing crises as an insurmountable problems)
 Academic and social successes - less risk of developing behavioral disorders
Resilient children demonstrate academic competencies, especially reading
comprehension and math skills. They have talents that are valued by self and
society.
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PROTECTIVE FACTORS FOR FOSTERING RESILIENCE IN
CHILDREN AND YOUTH
(Martin & Coatsworth, 1998; Masten & Reed, 2000; Meltzer et al., 2005)
Within the Family
 a close sustained relationship with at least one caring prosocial and supportive
adult who is a positive role model.
The best documented asset of resilience is a strong bond
to a competent and caring adult, which need not be a
parent. For children who do not have such an adult
involved in their life, it is the first order of business …
Children also need opportunities to experience success at
all ages (Masten & Reed, 2002).
 close affective relationship with at least one parent or caregiver – perception of
availability and responsiveness of caregivers; strong support systems
 authoritative parents who are high on warmth and support, but who also provide
structure (set firm limits and state clear rules), monitor their child’s behavior and
peer contacts, and convey high expectations in multiple domains
 positive family climate with low family discord between parents and between
parents and children
 organized home environment (role of rituals, ceremonies, shared dinner times and
mutual responsibilities, cohesive and supportive)
 a secure emotional base whereby the child feels a sense of belonging and security;
access to consistent, warm care givers; a set of supportive caring parents who
provide a secure and stable harmonious family environment and that is not
overcrowded (small family size)
 parents are involved in their child’s education. Both parents and teachers should
convey high, but realistic expectations to their children.
 socioeconomic advantages
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Within Other Relationships: Extrafamilial Factors
 close supportive relationship with prosocial and supportive adult models (role of
mentors); bond to prosocial adults outside of the family
 connections to prosocial and rule-abiding peers who have authoritative parents
 support from “kith and kin,” access to wider supports such as extended family
members and friends
Within the Schools and the Community
 a positive “inviting” school climate where there are explicit social norms
concerning violence, respect and tolerance
 “school connectedness” is the belief by students that adults in their school care
about them as students and their learning. School connectedness is related to
academic, behavioral and social success in school. A protective factor is
attendance in effective schools and being “bonded” to school; for instance, ask
students the following question to assess school-bondedness:
If you were absent from school, who else, besides your
friends would notice that you were missing and would
miss you?
 ties to prosocial organizations, including school clubs, scouts, participation in
extracurricular activities
 neighborhoods with high “collective efficacy,” social cohesion and social capital
resources
 high levels of public safety
 good emergency social services (e.g., 911 or crisis services, nursery school
services)
 good public health and health care availability
 opportunities to learn and develop talents
 supports derived from cultural and religious traditions
 have extended families who nurture a sense of meaning and identity (connected to
larger community by having religious, cultural, community ties)
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Within other Relationship
 close supportive relationships (See teachsafeschools.org on how to establish a
Mentoring Program)
 civic engagement -- Engage with others (classmates, family and community
members) in empowering activities such as helping others. For instance, a survey
of some 1800 school principals by the National Youth Leadership Council found
that schools that use “service learning” (some 28% of all school principals
surveyed) show evidence of a wide range of benefits for the students, school and
community) (See http://www.nylc.org)
For example, a study by the Search Institute asked 10,000 young adolescents the
following question:
Think about the helpful things you have done in the last month –
for which you did not get paid, but which you did because you
wanted to be kind to someone else.
Three quarters of the adolescents spent less than two hours helping others in the
previous month; this includes a third of young people in the study who said they
had done nothing at all. Only a quarter were involved three or more hours during
the previous month. As Brendto et al. (1998, p. 39) observe: “Volunteer work is
not a major force in the development of responsibility in contemporary youth.”
IMPLICATIONS FOR EDUCATORS
1. Schools need to help students nurture “strengths” (find “buried treasures,”
develop “pockets of competence” and develop “school connectedness”).
2. Introduce and evaluate a school safety program and introduce a bullying
prevention program. (See Link to Bullying)
3. Introduce an adult mentoring program. (See Link to Mentoring Program)
4. Nurture prosocial volunteer activities and prosocial peer contacts.
5. Have an active out-reach program for parent involvement. (See Link for Parent
Involvement)

Meichenbaum

20

WHAT CAN BE DONE TO FOSTER RESILIENCE IN CHILDREN
IN THE IMMEDIATE AFTERMATH OF A TRAUMATIC
EXPERIENCE?
Sometimes educators are called upon to bolster students’ and families’ resilience in the
immediate aftermath of a traumatic event. There are several recent references that
provide useful guidelines as well as helpful websites. In particular, see the website of The
National Child Stress Network www.nctsn.org and the link in the website to Aftermath of
Trauma – Add link). See references by Cohen et al., 2006; Watson, et. al., 2000; Webb,
2006.
Specifically, educators and parents can nurture children’s resilience following the
aftermath of a disaster by following these guidelines. (LINK to Gurwitch on TSS)
Following exposure to traumatic events, help children to:
(1)

ensure safety of all involved and keep parents informed;

(2)

minimize exposure;

(3)

resume normal roles and follow predictable routines, thus maintaining a sense
of predictability, safety, control and connections;

(4)

minimize and reduce exposure to upsetting media coverage, and process news
events with supportive caring adults who can act as models of positive coping;

(5)

engage in "healthy” behaviors (eating, sleeping, and prosocial activities)

(6)

engage in active coping efforts and to not engage in avoidant coping activities
such as behavioral disengagement (giving up), dissociating, blaming behavior of
self or others, angry ruminative behaviors and substance abuse;

(7)

engage in sharing and helping activities with supportive others;

(8)

have parents who are open to talking with their children about the crisis in
reassuring ways without pressuring their children to talk (Parents can use
occasional “direct questions” about how their child is doing. Resilient children
collaborate in formulating a family safety plan for any possible future crises,
and they practice these plans with their parents);

(9)

identify and access social supports (people to turn to in the future);

(10) use faith-based procedures along with familial and community rituals to
memorialize and grieve as a way to find meaning.
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For a description of an evidence-based intervention for children who have been
exposed to violence see Lise Jaycox (2004) Cognitive behavioral intervention for
trauma in school (CBITS). Also, see Stein et al. (2003), Cohen et al. (2006), Weisz et
al. (2005).
The CBITS consists of:
a) child group and individual program (ten group sessions and one to three
individual sessions);
b) a parent education program (two sessions);
c) a teacher education program (one session).
The CBITS is intended for youth, ages 11-15. In inner city schools, it is
estimated that upwards of 20% of students would benefit from the CBITS.
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WAYS TO FOSTER RESILIENCE IN CHILDREN AND YOUTH
How Can Social Institutions (Schools, Public Health Departments, Governments,
Churches, Families) Nurture Resiliency?
“We now have the knowledge about how to prepare children for school success, yet
we have not applied this knowledge to the full benefit of most disadvantaged
children.” (Ramey & Ramey, 1992, p.13)
 Since many high-risk children are born to unwed teenage mothers, there is a need
to ensure good prenatal care and then provide proper immunization and ongoing
medical check ups.
 Throughout the child’s development, remove or reduce risk factors (unsafe
stressors, exposure to family and urban violence).
 Provide quality infancy care such as nutritional programs, home nurse visiting
programs and infant stimulation programs. For instance, children who are
deprived of touch and opportunities to play develop brains which are 20% - 30%
smaller than normal for their age. (Nash, 1997)
 Nurture secure attachment relationships between newborns and caretakers which
contribute to emotional, social, cognitive and language development.
 The need for combining high quality day care with attentive parenting was
highlighted by the findings of a longitudinal study on the impact of early child
care. The results of the recent National Institute of Child Health and Development
(NICHD) longitudinal study of the impact of early child care on child
development from birth to 54 months underscore the positive benefits of
responsive and stimulating care that can influence cognitive, language, socialemotional and peer outcomes. (NICHD Network, 2006). More specifically, they
found that:
1) the vast majority of the nation’s children are in child care outside of the
home and most child care is not of high quality; and needs to be improved
2) the quality of the parenting matters much more than does the nature of the
child care in predicting child outcomes
3) more advantaged families tend to place their children in higher quality
care for more hours per week and for a longer period, and provide more
positive parenting contributing to more positive cognitive, language and
social-emotional development
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4) less advantaged families tend to have less sensitive parenting skills and
tend to have more maternal depression which impacts on parent-child
interactions
5) child care out of the home was related to both stronger cognitive skills and
also to more behavior problems (according to teacher ratings with the
implication that the amount of time children spend in child care should be
reduced)
In terms of nurturing resilience the implications of this research indicates the need
to:
a) nurture and train parents to provide warm, sensitive, responsive
stimulating interactions
b) introduce home visiting programs that reduce risk factors and
nurture growth-facilitating parenting practices (See Breakey &
Pratt, 1991; Olds& Kitzman, 1993; Sweet & Applebaum, 2004)
c) train and improve child care workers competencies (e.g., see
Shure’s 2000. Raising a thinking child program) and offer half-day
early education to 2 to 4 year old in order to nurture school
readiness skills)
d) introduce policies that reduce the amount of time children spend in
child care (e.g., provide parental leaves, support parenting see
Alakeson, 2004, Halpern, 2005).
 Counteract the negative effects of poverty and disruptive family behaviors such as
marital discord, instability, violence, especially for boys who are most vulnerable
to these negative influences.
 Bolster school readiness skills that include the ability to name letters, the capacity
to formulate component sounds within a word, the ability to understand
similarities and differences, the ability to remember and recite back pieces of
information. By the time children enter school they must be able to follow rules
on how and when to talk and where to move (Doherty, 1997).
 Of all the readiness skills, the use of language (e.g., size of vocabulary) is most
critical. Clapp (1998) observes that children who fail to develop appropriate
speech and language in the first years of life are up to six times more likely to
experience reading problems in school than those children who show adequate
development. The size of a child’s vocabulary and IQ are strongly related to that
of their parents (Hart & Risley, 1995). They go on to highlight the critical role of
these early developmental skills in providing the following sobering observation:
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“The differences in children by age 4 in amounts of cumulative
experiences are so great that even the best of intervention programs
could hope only to keep welfare children from falling further behind
children in working class families.” (Hart & Risley, 1995, pp. 199-200).
For further documentation of the impact of social class on development (see Link
on vocabulary development.)t – Add Link
 Parents and early childhood educators need to promote children’s language
development and bonding by reading to them from birth and teaching young
children multiple ways to communicate nonverbally (e.g., use of sign language,
art, music, dance and rhythm, Boyer, 1988). (See teachsafeschools.org on how to
read to children so they improve their vocabulary.)

PUBLIC SCHOOL YEARS
 School readiness at age six predicts a child’s ability to benefit from academic
instruction in the early years of elementary school (See
http://www.voices4children.org/factsheet/readiness.htm)
 As early as grade 3, children who end up dropping out of school are often
exhibiting academic problems and low academic achievement (Doherty, 1997).
 Provide good integrative schools with higher SES students – increase the
likelihood of academic success and provide graduated mastery experiences. (See
Meichenbaum & Biemiller, (1998) How to Nurture Independent Learners)
 Create a motivational climate that fosters “learning for learning’s sake” and
reduces student competitiveness. Successes should be measured by improvement.
 Increase parents’ involvement in their children’s education.
 Improve the quality of attachment relationships. Provide caring and supportive
relationships with students.
 Bolster students’ connectedness to school. Set up smaller schools since school
size is associated with the dropout rate.
 Promote competencies, coping skills and general life skills. The need to help
youth build assets was underscored in research by the Search Institute which has
identified some 40 behavioral assets that youth should demonstrate. They
identified 20 external and 20 internal behavioral assets. The external assets
included positive experiences young people receive from the world around them
that empower, set boundaries, convey clear expectations about acceptable
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behaviors and nurture constructive use of time.
The internal assets include social competencies, positive values and identities
and commitment to learning. Young people need to experience support, be valued
and have opportunities to contribute to others (civic activities), and thus feel
empowered.
 A Search Institute survey of 200,000 6th to 12th graders found that some 56% of
young people experienced 20 or fewer of the 40 internal and external assets These
findings highlight the need to help youth build such behavioral assets (Benson,
Galbraith & Espeland, 1998).
 Use peer-teaching methods. Nurture contact with prosocial peers, and positive
adult role models. Help students find social supports. (See Dubois & Karcher,
2005 and www.TeachSafeSchools.org for guidance on how to implement
mentoring programs.)
 Schools should avoid increasing children’s exposure to risk (e.g., schools should
limit the use of suspension programs, not implement Zero Tolerance policies, nor
segregate most troubled students). (See www.TeachSafeSchools.org for a
discussion of alternatives to suspensions, expulsions and Zero Tolerance
programs).
 Programs that are broad-based and that promote overall social competencies at an
early age across settings offer the best hope of averting youth violence. (Zigler et.
al., 1992)
 A review of violence prevention programs in the schools (Howard, Flora &
Griffin, 1999) concluded that elementary school interventions and programs
focusing on the broader school environment were more successful in reducing
violent-related behaviors than single modality focused approaches.
 Respect and nurture cultural identities by helping children develop links to one or
more aspects of their community.
HIGH SCHOOL YEARS
 Help students place themselves in “healthy situations” or “ecological niches” that
foster resilience with prosocial peers and authoritative mentors.
 Help youths identify a “strength” or “buried treasure” that will be a “ticket out of
the ghetto or high-risk environment” and help them find a “guardian angel” who
can make a difference by providing needed supports.
 Provide youth with opportunity to help others in the community
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 Help youth develop a sense of their people’s history and what they did to survive.
Honor the past.
 Provide youth with “second chance opportunities” by helping them separate from
deviant peer groups; engage in athletic, artistic, community activities that provide
contact with a prosocial adult mentors and peers; participate in military service,
develop a romantic relationship with prosocial partner and participate in religious
and cultural activities.
 Help students develop a career orientation and job-related interview skills and
work habits.
 Nurture altruistic behaviors.

CAN RESILIENCE BE LEARNED?
The answer is a resounding YES. There are a number of programs designed to develop,
nurture and teach resilience skills. For example, the American Psychological Association
has developed a training program called the Road to Resilience (www.apahelpcenter.org
or call 800-964-2000) which trains students to develop resilience or “strengthen the
mental muscle that everyone has,” using “bounce back” strategies. As noted, these may
include: Have a friend and be a friend / Take charge of your behavior / Set new goals and
make a plan to reach them / Look on the bright side / Believe in yourself. The following
list provides examples of other resilience nurturing programs. See the list of References
and Website Links for illustrative resources and teaching manuals.
LESSONS FOR EDUCATORS
There is hope that children who come from high-risk environments can learn “to beat the
odds” with proper help. Educators should actively work to:
1. reduce risk factors
2. screen early to identify high-risk children and intervene
3. promote social and academic competencies
4. actively promote school connectedness and family involvement
5. provide a safe and inviting school environment for all students

6. convey high expectations and hope that can nurture resilience in all students
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TABLE 2 provides examples of evidence-based intervention programs that have been
found to bolster students’ resilience.

TABLE 2
EXAMPLES OF SPECIFIC PROGRAMS DESIGNED TO REDUCE
RISK FACTORS AND BOLSTER RESILIENCE
(See Cohen, 1998; Durlak, 1997; Tolan & Dodge, 2005; Weisz et al., 2005)
Prevention programs that promote strengths of children, parents and schools lead to
multiple positive outcomes over time. This includes reduced mental health problems,
substance abuse and high risk sexual behavior (Weisz et al., 2005, p. 634)
Visiting Nurse Program

Olds et al., 1998

Perry Preschool Project

Schweinhardt, 2000

Headstart preschool programs

Durlak, 1997

Family support services

Yoshikawa, 1995

Parent-child interaction therapy

Eyberg et al., 2001

Prevent negative consequences of
divorce in parents and children

Lee et al., 1994

Wrap around services

Eber et al., 1996; Kamradt, 2000

Child abuse prevention programs

Davis & Gidycz, 2000

Promoting school connectedness

McNeeley et al., 2002

School mental health programs

Jennings et al., 2000

Positive behavior support

Horner & Carr, 1997; Sugai et al., 2001

Drug abuse prevention programs and
prevention of school dropouts

Tobler & Stratton, 1997

Creating a caring community

Battistich et al., 1996
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