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PROLOGUE

After 30 years as a Professor of Clinical Psychology at the University of Waterloo, in
Ontario, Canada, I took early retirement to become Research Director of the Melissa
Institute, in Miami, Florida (www.melissainstitute.org). In this capacity, I have been
involved in consultation and training with clinicians and researchers who deal with
“victimized” children, youth and their families. The following list provides a sampling of
the diverse groups that I have been called upon to work with in the past 10 years. As you
read this list, please put yourself in my shoes and consider how you would help nurture
“resilience” in each of these diverse traumatized populations. What guidelines do you
think the research literature provides that would influence your consultative advice? The

samples include:

1. Children and youth who were directly exposed to violence at Oklahoma City,

Columbine school shooting, and the September, 11 events in New York;

2. Youth who have been incarcerated in the Juvenile Justice system, some 70% of
whom have a history of having been victimized, and they now meet diagnostic

criteria for PTSD and related psychiatric disorders;

3. Minority children raised in high poverty crime-infested areas in Los Angeles,

New Orleans after Hurricane Katrina, and in Miami. For example, an 8 year-old-
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who was playing dolls with her girlfriend. They were playing “bury the dolls.”

During the game she was murdered in a drive-by gang shootout.

4. Children who have been sexually or physically abused, and in about 40% of the

cases, they have also witnessed domestic violence in their homes.

5. Children who have been repeatedly victimized at school as a result of bullying;

6. Native populations, both in the United States and in Canada, where there has been
repeated and massive victimization. For example, among the Inuit youth in
Canada, a male reading instructor sexually abused 86 youth in three communities

over a period of six years (see Meichenbaum, 2005).

7. Children and youth who are in Residential Treatment Centers with a history of
victimization. For example, consider a recent case of a ten year old girl who was
repeatedly sexually abused by her step-father and she was threatened that if she
told anyone, something “terrible” would happen. To get his point across, the step-
father beheaded her pet dog in front of her and told her that if she told anyone this

would happen to her younger brother.

8. Finally, children with no history of victimization, but who live in high-risk areas

for natural disasters and exposure to violence.
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9. To this list one can add the innumerable children who are being victimized. (See

the U.N. Study on Violence Against Children -- www.violencestudy.org)

The challenge is how to provide both preventative and treatment interventions designed
to bolster resilience and build on existing and potential strengths in such diverse
victimized and high-risk groups of children, youth, families and communities. What can
be done at the primary prevention level which focuses on the universal implementation of
intervention for all children? (For example, children who are living in high-risk poverty
environments and high-risk environments due to exposure to repetitive natural disasters
or exposure to ongoing violence). What can be done at the secondary prevention level
that targets children and youth already at risk? (For example, children who are repeatedly
bullied or who are the offspring of dysfunctional and psychiatrically disturbed parents).
What can be done at the tertiary level which provides interventions with selected
populations of children and youth who evidence persistent needs and challenging
behaviors and who require comprehensive wrap-around services? (For example,
incarcerated youth who have a history of neglect and victimization or children and Native

youth who evidence the psychiatric sequelae of sexual and physical abuse)

The answers to these challenging questions should be informed by what the research
literature tells us about the developmental nature of resilience. What are the lessons to be

learned that should guide interventions?
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LESSONS TO BE LEARNED ABOUT RESILIENCE

1.

It is estimated that 25% of American youth experience serious traumatic events by
their 16™ birthday. Children and youth frequently experience different types of
victimization on multiple occasions, rather than being exposed to unique singular
experiences. There is an overlap of different types of victimization experiences
such as living in high-risk crime-saturated poverty areas, witnessing violence at
home, and experiencing neglect and abuse. Most instances of exposure to

violence occurs within a youth’s immediate environment (home, school,
neighborhood) and is most often perpetrated by a family member or acquaintance

(Garbarino et al., 1992).

Lesson: There is a need to reduce and remove exposure to multiple risk factors
and a need to address the cumulative complex impact of multiple victimization

experiences.

Research indicates it is the total number of risk factors present that is more
important than the specificity of risk factors that impact developmental outcomes.
Risk factors often co-occur and pile up over time. For example, Sameroff and his
colleagues (1992) studied the influence of social and family risk factors on the
stability of intelligence from preschool to adolescence. They found that the

pattern of risk was less important than the total amount of risk present in the
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child’s life.

Lesson: There is a need to systematically assess for the cumulative exposure to
adverse childhood experiences (Edwards et al., 2005). Moreover, interventions to

nurture resilience need to target multiple systems.

3. Exposure to chromic traumatic stressors in the developing years can cause
changes that impact memory and cognition. More specifically, violence exposure
can reduce the youth’s ability to focus attention, organize and process information
and contribute to decreased 1Q and reading ability, lower academic performance,
increase days of school absence and decrease rates of high school graduation. The
rates of suspensions and expulsions from school are also associated with the
students’ exposure to community violence (Wong et al., 2007). Moreover, low-
income and ethnic minority youth disproportionately experience higher rates of
violence with the consequent academic sequelae for which they usually do not
receive interventions (Delaney-Black et al., 2002; Grogger, 1997: Hurt et al.,

2001).

As Kataoka et al. (2006) observe:

“Violence exposure before 6" grade is associated with higher

rates of school suspensions and expulsions and lower rates of

attendance. Results of a survey of 2800 6" grade students suggest
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that the traumatic effects of violence appear to account for 50%

of the learning gap experience by students.” (pp 151-152).

Lesson: There is a need to address explicitly the academic needs of victimized
children and work on enhancing their “school connectedness” or feeling of
membership in the school that they attend by the use of mentoring programs
(Dubois & Karcher, 2005). For instance, one can ask at-risk youth the following
questions in order to assess the degree to which they feel they can “connect” with

a supportive adult at their school.

“If you were absent from school, who besides your friends would
notice you were missing and would miss you?” (ldentify a

supportive adult by name.)

“If you had a problem or major concern, who at your school

could you go to for help?”

“Is there a teacher or staff member to whom you would turn to, if

you needed help with a personal problem?”

4. Exposure to recurrent or prolonged trauma, especially if the onset occurs during

early childhood can cause neurobiological changes such as:
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(1) the reduction in the volume and activity levels of major brain structures
such as the corpus callosum and the limbic system;

(i)  impairment of the left hemisphere functioning and negatively affect the
Hypothalamic—Pituitary Axis — HPA;

(ii1))  increased hypersensitivity to cortisol levels;

(iv)  increased sympathetic nervous system activity.

Such bodily changes can result in exaggerated startle responses, PTSD, a
compromised immune system, increased vulnerability to depression and a failure
to develop self-regulatory functions, especially in the development of language,
attentional and memory capabilities (Curtis & Cicchetti, 2003; DeBellis et al.,

1999; DeBellis, 2002; Fletcher, 1996; Streech—Fisher & van der Kolk, 2000).

Lesson: There is a need to provide such children with skills training to
compensate for self-regulatory deficits and provide them with “metacognitive
prosthetic devices” to compensate for the neurobiological deficits that follow
from chronic traumatic experiences. These metacognitive supports may include
the use of advance organizers, memory prompts, self-instructional training and
other forms of cognitive—behavioral interventions that are described on
www.teachsafeschools.org. In addition, there is a need to reduce high-risk
behaviors that can lead to revictimization (e.g., substance abuse and aggressive
behaviors, sensation-seeking behaviors, sexual acting out-behaviors) (Alvord &

Grados, 2005; Grotberg, 2003).
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5. Trauma exposure can have a negative impact on the development of attachment

6.

behaviors. For example, victimized abused teenage girls are more likely to hold in
their feelings and have extreme emotional reactions. They have fewer adaptive
coping strategies and have problems handling strong emotions, particularly anger.
They have limited expectations that others can be of help. They show deficits in
the ability to self-soothe and modulate negative emotions (Berman et al., 1996;

Haggerty et al., 1996 Kendler et al., 2000).

Lesson: Helpers need to make special efforts to develop and monitor a
collaborative therapeutic alliance with traumatized youth and address therapy-

interfering behaviors (Bertolino, 2003; Miller et al., 2007).

As Masten and Reed (2002) observe:

The best documented asset of resilience is a strong bond to a competent
caring adult, which need not be a parent. For children who do not have
such an adult involved in their lives, it is the first order of business.

Children also need opportunities to experience success at all ages.

Not all children and youth who are exposed to traumatic events develop
behavioral and mental health problems. In fact, resilience appears to be the
general rule of adaptation. This conclusion holds whether the children who are

studied have experienced premature birth, physical illness and surgery,
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maltreatment (abuse/ neglect), poverty exposure to marital discord and domestic
violence, to trauma of war and natural disasters, or are the offspring of mentally
ill, alcoholic, or criminally-involved parents. (DeAngelis, 2007; Masten, 2001;
2004; Masten & Gewirtz, 2006). As Bernard (1995) observes, 1/2 to 2/3 of
children living in such extreme circumstances grow up and “overcome the odds,”

and go on to achieve successful and adjusted lives.

Lesson: There is a need to incorporate into interventions designed to bolster
resilience the attributes and the circumstance that contribute to the capabilities to
cope effectively in the face of adversities and difficulties. The Search Institute

(www.Search-Institute.org) has enumerated some forty developmental assets that

are the building blocks of positive youth development. Interventions should
nurture these assets that include:

a) commitment to learning and a motivation to do well in school and the
accompanying activities of feeling connected to school, participating in
school activities, completing homework, reading for pleasure;

b) positive values and a prosocial attitude of being empathic, understanding,
honest, and responsible, and practicing self-restraint in relation to
substances and sexual activity;

c) social competence as reflected in the ability to resolve conflicts

peacefully, resist negative peer pressure and make friends;
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d) positive identity which includes assets such as having high self-esteem, a

sense of purpose in life, and plans for the future.

Resilience is not a trait that a youth is born with or automatically keeps once it is
achieved. Resilience is a complex interactive process that entails characteristics of

the child, the family, extrafamilial relationships and school/community factors.

7. When considering the features of so-called resilient children, it is important to
keep in mind that children may be resilient in one domain of their lives, but not in
other areas (e.g., academic, social, self-regulating behaviors). 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 changes. (p. 4)
Resilience should be viewed as being “fluid over time.” The relative importance
of risk and protective factors change at various phases of life. A child who may
be 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. Protective
efforts at bolstering resilience should be sensitive to these developmentally

vulnerable periods.



Meichenbaum 12

8. Protective factors differ across gender, race and cultures. For instance, girls tend
to bolster their resilience 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 longitudinal research by Werner and Smith (1992) who found that
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, self-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 of life.

Lesson: The factors that influence resilience differ for males and females and
interventions need to be gender-sensitive. (For examples of such programs see
www.melissainstitute.org). Another source of variability to be considered in
resilience-based interventions is the cultural background. For instance, Kataoka
and her colleagues (2006) provide a description of how a culturally-sensitive
faith-based community intervention can be used to bolster resilience of children
who have been exposed to neighborhood violence. They combined an evidence-
based intervention (Cognitive-Behavioral Intervention for Trauma in Schools —

CBITYS) with spirituality, as reflected in the use of religious coping strategies of
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prayer, religious relaxation imagery and local faith-based healers. As one mother

commented,
“My boy was afraid from the day he was terrorized. He wouldn’t go
outside. I remember at night he would pray and ask Jesus to give him
comfort.” (Kataoka et al., 2006)

It is important to note, however, that faith and spirituality, operate as a stronger

protective factor in some cultures than in others.

9. There are multiple pathways to resilience. Resilient children and youth possess
multiple skills in varying degrees that help them cope with adversities. These
response skills can be strengthened, as well as learned. Among other skills
resilient individuals make wise choices and they take advantage of opportunities
(e.g., continuing their education, learning new skills, joining the military,
choosing healthy life partners, and breaking away from deviant peers.) (Werner &

Smith, 2001).

Lesson: It is important for mental health care providers to build upon the specific
positive behaviors and coping techniques that individuals already use to deal with
suffering and disability and capitalize on and nurture their innate self-healing
capacities. Health care providers can aid survivors in enhancing their coping skills
by pointing out techniques already in place that they have utilized in the recovery

process.
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10.

In order to help survivors, health care providers can encourage and recommend
altruistic behaviors, independent activities, and the use of spirituality. By helping
others, survivors in effect, are helping themselves. By encouraging independent
activities such as school work or work in general, this enhances the recovery
process. By means of using spirituality, survivors can reclaim values and foster

meaning and hope (Kataoka et al., 2006; Mollica, 2006).

For example, at a recent clinical consultation a youth who had a remarkable
history of victimization was encouraged and challenged to use his talent and
interest in poetry as a form of healing and as a way to transform his life. There is
a need to help victimized youth use their “islands of competence” to foster a sense

of accomplishment.

Most victimized children and youth do not receive services and very few are
treated with evidence-based interventions. For example, only 25% of children
with emotional and behavioral problems in the U.S. receive specific mental health

services.

The hopeful news is that there are now several evidence-based interventions that
have been employed successfully with traumatized children. Schools are the best
settings to identify at-risk children and to provide mental health interventions
(Alvard & Grados, 2005; Battistich et al., 1996; Cohen et al., 2006; Cowen, 2000;

Doll & Lyon, 1998; Eber et al., 1996; Ennett et al., 2000; Huang et al., 2005;
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Jennings et al., 2000; Rutter et al., 1979; Tobler & Stratton, 1997; Stein et al.,

2003; Weisz et al., 2005; Wong et al., 2007).

In conclusion, the research literature on resilience in children has yielded
important lessons or guidelines to follow when implementing preventative and
treatment interventions. But it will take more than research to bolster the
resilience of victimized children. It will take political leadership and public
commitment to bolster children’s resilience. Consider the words of a youth in
New Orleans, as reported in a pictorial essay of the Children of the Storm by
Jason DeParle (N.Y. Times, August 27, 2006). The youth was asked if there was
anything else he wants people to hear:

“My house was flooded and burglarized, my father, a National

Guardsman, is in the Middle East and someone killed my dog.

We deserve better!”
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