
1 3

Eur Child Adolesc Psychiatry (2016) 25:459–466
DOI 10.1007/s00787-016-0851-4

EDITORIAL

Resilience, risk, mental health and well‑being: associations 
and conceptual differences

Frauke Schultze‑Lutter1 · Benno G. Schimmelmann1 · Stefanie J. Schmidt1 

Published online: 22 April 2016 
© Springer-Verlag Berlin Heidelberg 2016

breakdown when confronted by stressors’2 [8, p. 20]. Here, 
resilience equals or is a part of personal protective factors3 
and functions as a condition or promoter of mental health. 
In contrast, mental health has been more recently regarded 
not as a possible consequence but as ‘a fundamental ele-
ment’4 of resilience [9, p. III], or, alternatively, ‘as a state 
of well-being in which every individual … can cope with 
the normal stresses of life’5 [10], the latter making resil-
ience a feature of mental health.

In light of these examples, it is hardly surprising that 
reviews on the concepts of resilience or well-being have 

2 “Resilience. The capacity to cope with adversity and to avoid 
breakdown when confronted by stressors differs tremendously 
among individuals. Not all responses to stress are pathological and 
they may serve as coping mechanisms. Numerous researchers have 
studied healthy mechanisms of defence and coping. Rutter [12] con-
ceived of resilience as a product of environment and constitution that 
is an interactive process. Protective factors can modify a person’s 
responses to an environmental hazard so that the outcome is not 
always detrimental and protective factors may only become detect-
able in the face of a stressor.” [8, p. 20].
3 “Protective factors refer to conditions that improve people’s resist-
ance to risk factors and disorders. They have been defined as those 
factors that modify, ameliorate or alter a person’s response to some 
environmental hazard that predisposes to a maladaptive outcome 
(Rutter [23]). Mostly, individual protective factors are identical to 
features of positive mental health, such as self-esteem, emotional 
resilience, positive thinking, problem-solving and social skills, stress 
management skills and feelings of mastery.” [35, p. 20].
4 “Mental health is a fundamental element of the resilience, health 
assets, capabilities and positive adaptation that enable people both to 
cope with adversity and to reach their full potential and humanity.” 
[9, p. III].
5 “Mental health is defined as a state of well-being in which every 
individual realizes his or her own potential, can cope with the normal 
stresses of life, can work productively and fruitfully, and is able to 
make a contribution to her or his community.” [10].

Resilience and well-being have become commonplace 
terms in a wide range of scientific as well as political men-
tal health contexts and are now rapidly spreading within the 
child and adolescent psychiatric literature. For example, 
PubMed lists 751 articles published in European Child & 
Adolescent Psychiatry including either term, and after a 
slow steady increase between 1993 and 2014, the number 
of occurrences recently jumped from 63 in 2014 to 116 
in 2015 (Fig. 1). However, while frequently debated, the 
number of papers directly addressing these two concepts 
(indicated by their appearance in title and/or abstract) is 
far lower, with only six papers [1–6] carrying either term 
in their title (Fig. 1). This lack of research addressing resil-
ience and well-being is accompanied by––or likely result-
ing in––a lack of common understanding of these terms.

A search of the mental health publications of the World 
Health Organisation (WHO) exemplifies this lack of com-
mon understanding of these terms. In the early 2000s, resil-
ience was broadly defined as ‘resistance to disease’1 [7, p. 
27] or ‘the capacity to cope with adversity and to avoid 

1 “…various psychological, social and behavioural factors can pro-
tect health and support positive mental health. Such protection facili-
tates resistance (resilience) to disease, minimizes and delays the 
emergence of disabilities and promotes more rapid recovery from ill-
ness.” [7, p. 27].
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continuously criticized the lack of a universal definition 
of each construct and the indistinct use of both terms. Fur-
thermore, the need for more research into these concepts in 
and across various contexts, such as children and adoles-
cents, the elderly, patients, employees, or soldiers, has been 
repeatedly voiced [11–16]. As other concepts frequently 
co-occur with these terms, in particular risk, protective (or 
promotive) factors as well as mental health, such research 
should also take their similarities and differences into 
account when defining resilience and well-being.

Resilience

Resilience is an interactive phenomenon that is inferred 
from the observation that some individuals do well and 
better than others despite having experienced adversities 
[12]. A recent review of the definitions and conceptualiza-
tions of resilience in the health-related empirical literature 
published between January 2000 and April 2015 with a pri-
mary focus on resilience identified five overlapping, non-
exclusive key themes [11]. Thereby resilience was alterna-
tively described as follows:

• The process of overcoming (or thriving or succeeding) 
difficulties, adversity, or trauma to a point of becoming 
more successful or functioning even better than before 
(e.g., [12]).

• The process of adjustment and adaptation to new or dif-
ficult situations (e.g., [17]).

• The process of fully recovering (or bouncing back) from 
difficult periods or trauma (e.g., [17]).

• A form of mental immunity with good mental health as 
a proxy measure (e.g., [18]).

• A universal, yet difficult to quantify, personal strength 
grounded in positive experiences and support (e.g., 
[19]).

These five key themes can be viewed in light of two basic, 
nonexclusive perspectives on resilience that greatly influence 
its assessment [20]: the trait-oriented and the process-oriented 
perspective. The trait-oriented perspective regards resilience 
as an inborn ability or asset like a mental immunity, places 
responsibility on the person for overcoming adversity, and 
measures it similarly to other personal traits (such as per-
sonality traits) with self-report questionnaires or interviews 
irrespective of socioecological factors. The process-oriented 
perspective regards resilience as allostasis, i.e., as an interac-
tive process between individuals and environment to achieve 
or maintain stability in the context of present or anticipated 
stressors through behavioural and/or physiological changes. 
Consequently, resilience is conceptualised not as a quality 
visible in every situation but as one defined and measured by 
the context, population, risk, promotive (or protective) fac-
tors, and outcome. In this latter, more commonly endorsed 
perspective, assets and resources are distinguished as two 
types of promotive factors that build resilience in a strict 
sense and that work on different levels [20–22]. Thereby, the 
term resources refers to presence of protective environmental 
factors and not merely to the absence of environmental risk 
factors, while the term assets refers to intrapersonal factors 
(Table. 1). Thus, in light of the process-oriented perspective, 
assets in terms of resilience only become apparent if chal-
lenged by extraordinary adversities and, consequently, should 
be distinguished from good coping abilities used in daily 
life to deal with normal levels of developmental stress. As a 
result, without a sufficient challenge, being ‘problem-free’ 
does not equal being ‘fully able’, i.e., resilient [22].

Fig. 1  Annual numbers of 
papers published in European 
Child & Adolescent Psychiatry 
that include the terms resilience 
and/or well-being. Search con-
ducted in PubMed on 14-01-
2016
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Furthermore, three basic models of the mechanisms 
whereby promotive (protective) factors alter the rela-
tionship between risk exposure and outcome have been 
described [20]: (1) a compensatory model referring to an 
unidirectional direct and additive, yet opposite, effect of 
promotive and risk factors; (2) a prospective model refer-
ring to an interactive risk-modifying effect of promotive 
factors in terms of risk reduction; and (3) an inoculation 
model of a deferred reciprocal effect of risk and promotive 
factors (Fig. 2) captured by Nietzsche’s quote, ‘What does 
not kill me, makes me stronger’ [23]. Whereas the compen-
satory model is compatible with both a trait- and a process-
oriented perspective, the prospective and the inoculation 
model both relate to the process-oriented perspective.

Given the apparent, possibly inherent difficulties in pre-
cisely framing or grasping the concept of resilience, its 
measurement is often indirect, using presence or absence 
of mental disorders or symptoms as a proxy despite the 
many other features related to resilience [11]. In a recent 
review, Ungar [22, p. 4] explicates this indirect method of 
measurement: ‘Resilience is most commonly understood 
to be present if no disorder is diagnosed (exposure has had 
minimal impact), if disorder was previously present and the 
individual is recovering, or the individual exceeds expec-
tations and is functioning better than before exposure to 
a potentially traumatizing event’. The absence of a ‘gold 
standard’, or even merely appropriate or adequate measure-
ments [24] obstructs further clarification of this concept, 
thus creating a vicious circle that needs to be interrupted by 
more concept-related research. To address the complexity 
of the interaction between various promotive factors (assets 
and resources alike) and risk factors, development of a clin-
ically useful evaluation tool of resilience and its sufficiency 
in light of a person’s living situation will require large 

studies adopting a differential multidimensional approach. 
These should include neurobiological factors such as bio-
logical stress responses [25] and should take into account 
that it is unlikely that one ‘diagnosis of resilience’ will 
serve all [22]. Furthermore, future studies should also aim 
to specify possible core features of resilience across devel-
opmental stages, cultures and specific adverse living condi-
tions such as war, migration, maltreatment, or living with 
a family member with severe mental illness, and the sever-
ity of adversities to be faced. This could be a starting point 
for an in-depth understanding of (sub)cultural variations in 
resilience and the pathways from resilience to positive out-
come and well-being, as well as an important step towards 
positive psychiatry [26] and the development of preventive 
and resilience-enhancing treatments [12].

For the time being, a clinical impression of a child’s or 
adolescent’s resilience might be gained following the five-
phase approach sketched by Ungar [22] and displayed in 
Table 2.

Well‑being

In addition to mental health (i.e., the absence of mental dis-
orders), well-being, also called wellness [15], is frequently 
used as an indicator of resilience, particularly when refer-
ring to resilience as a process of overcoming difficulties, 
adversity, or trauma so well that functioning is even bet-
ter than before. Thereby, well-being extends beyond the 
absence of mental illness both psychologically and in terms 
of the involved genetic and environmental factors [27]. 
Challenging the view of well-being as a proxy of resil-
ience, resilience assessed using a 10-item version of the 
Connor-Davidson Resilience Scale [28] was reported to be 
an independent, yet rather weak predictor of well-being, 
explaining only 12–19 % of variance when controlling for 
personality factors (explaining 30–33 % of variance) and 
non-influential fluid intelligence. This finding might alter-
natively be regarded as support for the notion of well-being 
as a component of resilience [29].

Similar to the concept of resilience, no consensus on the 
definition or measurement of well-being has been reached 
so far [13, 15, 16, 30–33]. For example, while the WHO 
has defined well-being as the ‘presence of positive mental 
health’6 [9, p. 10], others have equated it to ‘happiness’ 
(e.g., [30]). More commonly, however, two related but dis-
tinct constructs of well-being are used today: subjective 
and psychological well-being [16, 30]:

6 “These outcomes are not just or necessarily a consequence of the 
absence of mental illness, but are associated with the presence of pos-
itive mental health, sometimes referred to as ‘wellbeing’.” [9, p. 10].

RISK FACTORS OUTCOME 

PREVIOUS 
RISK FACTORS 

PROMOTIVE FACTORS 
Inocula�on model: 
Adequate levels of 

previous risk facilitate 
development of promo
ve 

factors (esp., assets) that 
reduce the effect of later 

risk factors. In contrast, 
too li�le previous risk 

exposure will leave the 
individual unprepared for 
later adversi
es, and too 
much exposure will leave 

individual already overbur-
dened by nega
ve effects 

of previous risk factors.    

Protec�ve 
model: Promo- 

ve factors reduce 
nega
ve effects of 
risk factors. 

Fig. 2  The three basic models of the interplay of promotive and risk 
factors on outcome
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Table 2  Five-phase decision tree for estimating resilience in children and adolescents according to Ungar [22]

Phase 1: Assessment of the exposure to adversity 
Is there evidence of above normal, or atypical, exposure to adversity, or that the individual has experienced 
events in his or her life that threaten wellbeing, regardless of whether the individual shows mental health or 
behavioral problems?  

 Yes 
Resilience is a relevant issue; con�nue assessment 
of Phase 2 

 No 
Resilience is not a relevant issue.   
Shi� focus of assessment from the individual’s 
resilience to the individual’s strengths. 

Phase 2: Assessment of the impact of assets 
Is the individual’s abnormal exposure to risk excessively severe or chronic?  
If yes, assessment of assets may not be sufficient to determine resilience. Resources should also be assessed.  
If no, i.e., exposure to risk is normal or mild, then more emphasis should be placed on assessment of assets. 
Resources may s�ll be important, but their influence is expected to be lower than at higher levels of exposure 
to risk. Sufficient assets may be enough to make individuals resilient in contexts of less severe and less chronic 
exposure to adversity. 

 Yes 
Proceed to Phase 3 (resources) 
If need be, return to assessment of Phase 2 (assets) 
therea�er 

 No 
Con�nue assessment of Phase 2 (assets) and proceed 
to Phase 3 (resources) 

Phase 3: Assessment of the environment’s resources 
In all contexts where there are abnormal levels of adversity (high, medium and low), does the environment 
have the capacity to mi�gate the impact of risk exposure?  
To assess, review the availability and accessibility of resources, their strategic use, and whether the individual’s 
assets when resources are used and assets judged favorably. 

 Yes 
Environment has the capacity to sustain resilience. 
Resilience is likely. 

No 
When resources are few, resilience is only likely if 
abnormal levels of adversity are low or medium, and 
if individual has sufficient assets.  
If skipped earlier, return to Phase 2 (assets)  
before con�nuing Phase 4  

Phase 4: Assessment of the self-percep�on of the sufficiency and adequacy of assets 
Are the individual’s assets seen as adap�ve by the individual?  
Depending on the social desirability of assets, and the individual’s ability to influence the percep�on of others 
(help them to understand why a behavior is an appropriate response to adversity), the individual may be 
assessed as resilient or maladapted.  

 Yes 
Assets are either experienced and/or perceived as 
adap�ve. Resilience is likely. 

 No 
Assets are experienced and/or perceived as 
maladap�ve. Proceed to Phase 5     

Phase 5: Assessment of the contextual and cultural considera�ons regarding promo�ve factors 
Do the individual’s assets meet their own, and/or others’, expecta�ons for how to behave under condi�ons of 
adversity?  
If (a) maladap�ve behaviors are reasonable given the environmental load and the availability and accessibility 
of resources, or (b) coping strategies reflect culturally relevant forms of adapta�on that are reinforced by 
others, then a finding of (hidden, or culturally specific) resilience is appropriate. 

 Yes 
Resilience is likely. 

 No 
Assets may be temporarily func�onal. Resilience is 
not likely, however, in the longer term. 
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• Ryff’s [14] psychological well-being (PWB), or eudai-
monia from the Greek words ‘eu’ (‘good’) and ‘daimōn’ 
(‘spirit’), often translated as ‘happiness’, ‘welfare’, or 
‘flourishing’: PWB entails perception of engagement 
with existential challenges of life where well-being 
is seen as the full functioning of the person and a pro-
tective resource. It focuses on resources and strengths 
and is commonly represented by six factors that partly 
overlap with assets described in resilience research 
(Table. 1): purpose in life, autonomy, personal growth, 
environmental mastery, positive relationships with oth-
ers, and self-acceptance (Fig. 3).

• Diener’s [13] subjective well-being (SWB), or hedonia 
from the Greek word for ‘delight’ (hēdonismos from 
hēdonē ‘pleasure’): SWB focuses on happiness and 
defines well-being in terms of pleasure attainment and 
pain avoidance. It consists of a cognitive component of 
judgement about one’s life satisfaction (cognitive well-
being) and an affective component characterized by the 
balance or preponderance of positive emotions relative 
to negative emotions (affective well-being).

A universal approach to well-being within the context 
of positive education was recently proposed by Seligman 
in terms of his five-dimensional PERMA model [34]. This 
includes Positive emotions, i.e., hedonic feelings of happi-
ness that resemble the positive side of affective well-being 
in terms of SWB, as well as four dimensions related to 
PWB (Fig. 3): Engagement, Relationships, Meaning, and 

Accomplishment. An initial study [34] supported the poten-
tial usefulness of this framework in measuring well-being 
of students in school settings important to adolescents’ life 
satisfaction and positive mental health.

A systematic review of the definition of well-being, its 
measurement, and its common domains with an emphasis 
on paediatric literature [31] concluded that the concept was 
inconsistently defined with little agreement on its meas-
urement. Thus, the authors suggested a definition of well-
being as ‘a complex, multi-faceted construct that has con-
tinued to elude researchers’ attempts to define and measure’ 
[31, p. 60]. Despite these shortfalls, five distinct domains of 
well-being were extracted from the literature [31]:

• A physical domain that includes physical health, rates 
of growth, and knowledge about eating healthily and 
staying safe.

• A psychological domain that comprises mental health, 
anxiety levels, and psychosocial aspects such as self-
esteem, confidence, and emotions.

• A cognitive domain that involves aspects that are intel-
lectual or school-related, including how children feel 
about school and their academic performance.

• A social domain that contains sociological perspectives 
such as family and peer relationships, communication 
skills, and the availability of emotional and practical 
support.

• An economic domain that includes family income and 
wealth, economic hardship, and availability of and 

Fig. 3  Core dimensions of psy-
chological well-being accord-
ing to Ryff [14] with brief 
descriptions of high scorers on 
each of these dimensions and, in 
Italics, the four dimensions of 
Seligman’s PERMA model [34] 
resembling these core dimen-
sions of PWB

ACCOMPLISHMENT
(feelings of being 
capable to do daily 
ac�vi�es and a sense 
of achievement)

Autonomy
Is self-determining and independent; able to 
resist social pressures to think and act in certain 
ways; regulates behavior from within; evaluates 
self by personal standards (resembles no 
dimension of the PERMA model)

Environmental  Mastery
Has a sense of mastery and competence in managing 

the environment; controls complex array
of external ac�vi�es; makes effec�ve

use of surrounding opportuni�es;
able to choose or create

contexts suitable to    
personal needs and 
values

Personal Growth
Has a feeling of 
con�nued development; 
sees self as growing and 
expanding; is open to new 
experiences; has sense of 
realizing his or her 
poten�al; sees 
improvement in self and 
behavior over �me; is 
changing in ways that 
reflect more effec�veness
and self-knowledge

Posi�ve Rela�ons with Others
Has warm, sa�sfying, trus�ng rela�onships   

with others; is concerned about the welfare of
others; capable of strong empathy, affec�on 

and in�macy; understands give and take of 
human rela�onships

Purpose in Life
Has goals in life and a sense of directed-

ness; feels there is meaning to present and 
past life; holds beliefs that give life purpose; 

has aims and objec�ves for living

Self-Acceptance
Possesses a posi�ve 
a�tude toward the
self; acknowledges 

and accepts mul�ple 
aspects of self, including good 

and bad quali�es; feels posi�ve 
about past life

ENGAGEMENT
psychological connec�on to ac�vi�es/organiza�ons

RELATIONSHIPS
(feelings of being 

socially integrated, 
cared about and 

supported by others)

MEANING
(beliefs that one’s life is valuable and feelings of 
being connected to something greater than oneself)



465Eur Child Adolesc Psychiatry (2016) 25:459–466 

1 3

access to economic support such as government benefit 
systems.

The elusiveness of a definition of well-being may be 
related to the fact that past research has been primarily 
driven by the identification of dimensions and by descrip-
tions of well-being rather than by solidifying a definition 
[16]. Yet, despite the search for descriptions and dimen-
sions, the multi-dimensionality of well-being continues to 
be often ignored, leading to narrow descriptions and uni-
dimensional assessments, frequently quality of life or life 
satisfaction [16]. Thus, Dodge et al. [16] recently proposed 
a simple, universally applicable definition of (subjective) 
well-being as the ‘balance point between an individual’s 
resource pool and the challenges faced’ [p. 230] that can 
easily accommodate various descriptions of domains and 
their operationalization and can nicely be linked to the con-
cept of resilience (Fig. 4). Therein, SWB is regarded as an 
ever-changing rather than as a static concept, and the beam 
balance represents the person’s drive to return to a set point 
of well-being, maintaining homeostasis. Thus, if resources 
(or resilience) are sufficient to meet a challenge (or risk), 
well-being will be relatively stable. However, if challenges 
overstrain resources, the beam balance–and, along with it, 
well-being–will dip. Moreover, a lack of challenges can 
lead to stagnation that will also affect balance and decrease 
well-being [16].

Since challenges might affect the various aspects of 
well-being differently, an adaptation of the definitional 
framework provided by Fig. 3 might be used for the dif-
ferential consideration of affective and cognitive SWB. 
Furthermore, the base of the beam balance can change its 

height to account for long-term shifts in well-being, allow-
ing for homeostasis at a new level. A recent meta-analysis 
of longitudinal studies of adaption to various life events 
and the effects on affective and cognitive SWB [32] chal-
lenged the notion of life events having no lasting effect on 
well-being, which is mainly supported by cross-sectional 
studies. Analysing the effect and adaptation curve of affec-
tive and cognitive SWB as well as eight life events sepa-
rately, they found that life events affect both types of SWB 
differentially in terms of both the initial hedonic reaction 
and the rate of adaption, whereby most events initially and 
persistently affected cognitive SWB more negatively than 
affective SWB. Furthermore, affective SWB exhibited 
greater variance of effect sizes than cognitive SWB, indi-
cating that the effects of life events on cognitive SWB are 
more consistent across samples. A possible explanation for 
the larger variance in changes of affective SWB might be 
the greater influence of other variables such as personality, 
coping strategies, mood regulation, or social support [32]–
or, in other words, of individual resilience.

Thus, despite its long tradition dating back to the ancient 
Greeks [13, 14], agreement on the definition, dimensions, 
and measurements of well-being has not yet been reached 
but warrants more empirical research.

Conclusion

Resilience and well-being have become popular terms and 
are central constructs in positive psychiatry and psychology 
[26]. However, both terms have so far defied universal defi-
nition and common understanding of their measurement. 
Furthermore, there is no general agreement on the rela-
tionship of the two constructs; while some use well-being 
as a proxy measure of resilience, others treat one concept 
as a component of the other, and yet another group views 
one concept as a prerequisite of the other. Part of the con-
fusion around these two potentially valuable concepts is 
the overlap in their components, in particular with regard 
to resilience and psychological well-being, and the lack 
of research on these concepts both by themselves and in 
relation to each other or other related concepts [33]. Thus, 
more conceptual cross-sectional as well as longitudinal 
studies are clearly imperative (a) to uncover the composi-
tion of these constructs and to reach agreement on their 
definition and measurement, (b) to detect their potential 
neurobiological underpinnings, (c) to reveal how they 
relate to each other, and (d) to determine the potential role 
of developmental and cultural peculiarities. For the time 
being, however, the use of the terms resilience and well-
being should always be accompanied by a brief explanation 
of their respective meanings and theoretical framework.

Well- 
being 

Resilience 
resources & assets 

 
physical 

psychological 
cogni�ve 

social 
economic 

Challenges 
risk factors 

 
physical 

psychological 
cogni�ve 

social 
economic 

Fig. 4  Definition of subjective well-being according to [16] in light 
of the concept of resilience and accounting for long-term shifts in 
well-being (by the spiral)
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