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INTRODUCTION 

“In times of grief, who stands beside? One’s own brave 

heart becomes the guide.” – Thirukkural. 

India is home to one of the world’s largest child 

populations, and the emotional well-being of its younger 

generation has become a growing concern in 

contemporary society. While considerable attention has 

been directed toward adolescent mental health, the 

developmental needs of pre-adolescents often remain 

overlooked. Pre-adolescence represents a bridge between 

childhood innocence and adolescent self-awareness, a 

stage where children begin to encounter emotional 

complexity, academic pressure, social comparison, and 

identity-related questions. 

In Indian society, children today are growing up in an 

environment shaped by competitive education systems, 

technological advancement, urbanization, and changing 
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family structures. The pressure to excel academically, 

adapt socially, and navigate digital environments can 

create significant emotional strain. Yet, amidst these 

challenges, some children demonstrate remarkable 

adaptability and emotional strength. This ability to 

recover, grow, and thrive despite adversity is known as 

resilience.2 

Resilience is no longer viewed as an inborn trait possessed 

by only a few individuals. Modern psychological and 

developmental theories describe resilience as a dynamic 

process influenced by biological, psychological, and 

environmental interactions.20 It is shaped by supportive 

relationships, emotional skills, self-belief, and 

opportunities for growth. 

The ancient wisdom of Indian literature has long 

emphasized inner strength and emotional balance. The 

Thirukkural beautifully reflects this truth by reminding us 

that the human mind itself becomes the greatest source of 

support during difficult times. In many ways, resilience 

represents this inner courage that allows children to rise 

above adversity with hope and confidence. 

Objective 

This article aims to explore resilience among Indian pre-

adolescents through a culturally grounded and 

multidimensional perspective. By integrating biological, 

psychological, social, and digital influences, the article 

proposes a holistic understanding of resilience and 

highlights strategies for nurturing emotionally strong 

children capable of facing the demands of modern life. 

BACKGROUND 

Pre-adolescence is a developmental period in which 

children begin to experience many of the biological, 

emotional, cognitive, and social changes that become more 

pronounced during adolescence. Although the precise age 

boundaries vary across developmental frameworks, the 

period of approximately 9-12 years is clinically and 

educationally important because children are increasingly 

expected to manage academic demands, friendships, social 

comparison, changing expectations, and growing 

independence while still depending strongly on adults for 

emotional security. Mental health promotion during this 

period can therefore have preventive value. Global 

evidence indicates that mental health is shaped by a 

combination of individual characteristics, family 

relationships, school environments, socioeconomic 

conditions, and broader social determinants, rather than by 

a single psychological or biological factor.1-4 

Resilience is particularly relevant to this developmental 

stage. Contemporary developmental science does not 

define resilience simply as a personality trait or as the 

absence of distress. Instead, resilience is understood as a 

dynamic process or capacity through which individuals 

maintain or regain adaptive functioning when exposed to 

adversity, stress, or significant change.5-9 Masten 

described resilience as “ordinary magic,” emphasizing that 

positive adaptation commonly emerges from ordinary 

human developmental systems such as supportive 

relationships, effective parenting, learning opportunities, 

and competent schools.5 Similarly, ecological perspectives 

emphasize that resilience is produced through interactions 

between individuals and the environments in which they 

live.6,9,25-28 This understanding is especially useful for 

children because responsibility for healthy adaptation 

cannot be placed solely on the child. 

The Indian context adds important cultural and social 

considerations. Children grow within diverse family 

structures, languages, communities, educational systems, 

and socioeconomic circumstances. Academic expectations 

may be substantial, while urbanization, migration, 

changing family arrangements, and increasing digital 

connectivity can alter patterns of social support. At the 

same time, family cohesion, intergenerational 

relationships, community participation, spirituality, and 

culturally meaningful values may provide important 

sources of belonging and coping. These protective 

resources should not be romanticized, because family 

conflict, socioeconomic disadvantage, violence, stigma, 

and unequal access to mental health services can also 

increase vulnerability.29,30 A culturally responsive 

resilience framework must therefore recognize both 

protective and risk processes. 

The increasing use of digital technologies has added 

another layer to children's developmental environments. 

Digital platforms can provide educational resources, 

communication, creativity, and social connection, but they 

can also expose children to cyberbullying, harmful 

content, social comparison, privacy risks, misinformation, 

and problematic patterns of use.10-13 Digital resilience 

should therefore be viewed as part of overall resilience 

rather than as a separate technological skill. Children need 

developmentally appropriate guidance that helps them 

recognize online risks, regulate their use of technology, 

seek help, evaluate information, and recover from negative 

online experiences. 

The purpose of this review is to synthesize the major 

determinants and dimensions of resilience relevant to 

Indian pre-adolescents and to propose the integrated pre-

adolescent resilience model (IPARM). The model brings 

together biological, psychological, social, cultural, and 

digital influences and translates these domains into 

implications for families, schools, nurses, mental health 

professionals, communities, and policymakers. 

UNDERSTANDING PRE-ADOLESCENT 

RESILIENCE 

Resilience is best understood as positive adaptation in the 

presence of adversity or significant stress. It does not 

imply that a resilient child never experiences sadness, fear, 

anxiety, disappointment, or failure. Rather, resilience 
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involves the capacity to use internal and external resources 

to regulate emotions, solve problems, maintain 

relationships, seek support, and return to developmentally 

appropriate functioning after difficulties.5,7,8 Resilience 

can therefore coexist with temporary emotional distress. 

This distinction is important in child mental health because 

attempts to make children “strong” should not discourage 

them from expressing vulnerability or seeking professional 

support. 

Resilience also changes across development and 

circumstances. A child may cope effectively with 

academic stress but struggle after family disruption, 

bullying, bereavement, or prolonged social isolation. 

Protective processes that are effective in one setting may 

be less effective in another. Developmental resilience is 

consequently better represented as a dynamic interaction 

among the child and multiple systems than as a fixed score. 

The IPARM presented in Figure 1 reflects this 

interactional approach by positioning resilience at the 

center of biological, psychological, social, cultural, and 

digital influences. The conceptual framework is informed 

by the biopsychosocial perspective and contemporary 

ecological approaches to resilience.6,9,14 

BIOLOGICAL INFLUENCES ON RESILIENCE 

Biological development provides an important foundation 

for resilience. During late childhood and the transition to 

adolescence, neural systems involved in emotion, reward, 

executive functioning, attention, and social processing 

undergo continuing maturation. Stress-response systems 

also interact with environmental experiences. Chronic or 

severe adversity may affect physiological regulation and 

developmental functioning whereas supportive 

relationships and predictable environments can buffer 

stress responses.15-17 Biological influences should 

therefore be interpreted within the context of experience 

rather than as deterministic causes of resilience or 

vulnerability. 

Sleep, nutrition, physical activity, and general physical 

health are also relevant because they influence attention, 

mood, energy, and the ability to cope with stress. For 

nursing practice, this means that resilience promotion 

should not be limited to counselling or psychological 

education. Routine assessment can include sleep patterns, 

physical activity, nutrition, chronic health concerns, and 

signs of sustained stress. Early recognition of problems 

allows professionals to address modifiable contributors 

before they interfere substantially with emotional and 

academic functioning. 

PSYCHOLOGICAL DETERMINANTS OF 

RESILIENCE 

Psychological resources are central to adaptive coping. 

Emotional regulation enables children to identify feelings, 

tolerate distress, and use strategies that reduce impulsive 

or harmful responses. Coping research suggests that 

children benefit when they can flexibly select strategies 

according to the demands of a situation rather than relying 

on one response across all circumstances.18 Problem-

solving skills similarly allow children to define 

difficulties, generate alternatives, evaluate consequences, 

and seek assistance when a problem exceeds their capacity. 

Self-esteem, self-efficacy, optimism, and a realistic sense 

of competence can support persistence after setbacks. 

However, resilience should not be equated with constant 

positive thinking. Unrealistic optimism may be unhelpful 

if it prevents recognition of genuine risks. A healthier 

approach is to develop realistic hope: children learn that 

difficulties can be managed, that mistakes are part of 

learning, and that support is available when independent 

coping is insufficient. Self-compassion may also help 

children respond to failure without excessive self-

criticism. Research on self-compassion has linked a 

supportive attitude toward oneself with adaptive emotional 

functioning and resilience-related processes.19,20 

SOCIAL AND ENVIRONMENTAL 

DETERMINANTS OF RESILIENCE 

For pre-adolescents, relationships are not merely 

background influences; they are major developmental 

resources. Secure and responsive relationships with 

caregivers can provide emotional safety from which 

children explore their environments and develop 

confidence. Positive parenting practices include warmth, 

consistent boundaries, age-appropriate autonomy, open 

communication, and active listening. In contrast, chronic 

criticism, neglect, family violence, or unpredictable 

caregiving may increase emotional vulnerability. Evidence 

on positive childhood experiences further suggests that 

supportive relationships and connectedness can promote 

healthy development even in the presence of adversity.21 

Schools represent another major setting for resilience 

promotion because children spend a substantial portion of 

their lives in educational environments. A positive school 

climate is characterized by supportive teacher-student 

relationships, belonging, fairness, opportunities for 

participation, and clear expectations. Social and emotional 

learning programs can improve emotional skills, behavior, 

relationships, and academic outcomes when implemented 

systematically.22,23 Anti-bullying measures are equally 

important because repeated peer victimization is 

associated with adverse psychological outcomes. School-

based mental health programs should therefore combine 

universal promotion with early identification and targeted 

support. 

Peer relationships become increasingly influential during 

pre-adolescence. Healthy friendships provide 

companionship, social learning, validation, and 

opportunities to practice communication and conflict 

resolution. Conversely, rejection, bullying, social 

isolation, and cyberbullying can undermine self-worth and 

increase distress.24,25 Children should be taught not only 
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individual coping skills but also how to seek help, support 

peers, respond safely to bullying, and identify trusted 

adults. 

Community connectedness extends the protective 

environment beyond the family and school. Sports, arts, 

youth groups, libraries, community organizations, 

religious or spiritual settings where appropriate, and 

culturally meaningful activities can create belonging and 

opportunities for competence. Indian communities are 

diverse, and resilience promotion should avoid assuming 

that one cultural practice applies to every child. Instead, 

culturally responsive practice should invite families to 

identify values, traditions, relationships, and community 

resources that are meaningful to them. 

Socioeconomic conditions must also be considered. 

Poverty, housing instability, limited educational resources, 

exposure to violence, and restricted access to healthcare 

can place sustained demands on children and families. It 

would be inappropriate to frame resilience as an individual 

responsibility when structural conditions create persistent 

adversity. Public health and nursing interventions should 

therefore combine individual skill-building with efforts to 

improve access to education, healthcare, social protection, 

and safe community environments. 

DIGITAL RESILIENCE: A MODERN NECESSITY 

Digital exposure is now embedded in many children's daily 

lives. Online learning and communication can expand 

access to information and social support, but excessive or 

unstructured use may be associated with sleep disruption, 

social comparison, cyberbullying, exposure to harmful 

content, and other risks.10-13 Evidence regarding digital 

media and mental health is complex, and effects vary 

according to the type of activity, the child's characteristics, 

and the social context in which technology is used.11,12 

Therefore, digital resilience should not be reduced to 

screen-time restriction. 

A resilience-oriented digital approach teaches children to 

recognize unsafe situations, protect personal information, 

evaluate online information, manage emotional reactions 

to online interactions, and seek adult help when needed. 

Parents and teachers can use developmentally appropriate 

guidance and shared expectations rather than relying only 

on surveillance. The goal is progressive digital 

competence and guided autonomy. When children 

experience cyberbullying or harmful content, supportive 

responses should emphasize safety, documentation where 

appropriate, reporting mechanisms, emotional support, 

and professional assistance when distress is significant. 

THE INTEGRATED PRE-ADOLESCENT 

RESILIENCE MODEL 

The IPARM synthesizes the reviewed evidence into a 

multidimensional framework in which resilience is the 

outcome of continuing interactions among biological, 

psychological, social, cultural, and digital systems. The 

biological domain represents developmental maturation, 

physical health, sleep, and stress-response processes. The 

psychological domain includes emotional regulation, self-

efficacy, self-compassion, optimism, cognitive flexibility, 

and problem-solving. The social domain includes family 

relationships, peers, teachers, school climate, and 

community connectedness. The cultural domain 

recognizes values, language, family traditions, spirituality 

where meaningful to the child, and locally relevant sources 

of identity and belonging. The digital domain includes 

digital literacy, online safety, responsible technology use, 

critical evaluation of content, and adaptive responses to 

negative online experiences. 

Figure 1 illustrates how these domains converge on 

resilience rather than operating independently. The model 

is intentionally dynamic. A supportive school may 

strengthen self-efficacy, which may improve coping and 

peer relationships; conversely, persistent bullying may 

affect emotional regulation and school engagement. 

Family support may buffer the impact of academic 

pressure, while socioeconomic adversity may restrict 

access to protective resources. Digital experiences can 

influence peer relationships and emotional well-being, 

while digital tools can also provide learning and support. 

Thus, interventions should address interactions among 

domains rather than targeting a single factor. 

The model has practical value because it allows 

professionals to map strengths and vulnerabilities across 

several levels. For example, a child with good problem-

solving skills but limited family support may benefit from 

school mentoring and community-based relationships. A 

child experiencing cyberbullying may require digital 

safety education, peer support, parental guidance, and 

mental health screening. A child affected by chronic 

socioeconomic adversity may need social and educational 

support in addition to individual coping interventions. The 

framework therefore supports individualized and context-

sensitive care rather than a one-size-fits-all resilience 

program. 

Table 1: Components of integrated pre-adolescent 

resilience model (IPARM). 

Dimension Components Resilience 

Biological 

Brain development, 

stress response, 

neurobiology 

Emotional 

regulation and 

adaptive coping 

Psycholo-

gical 

Self-esteem, 

optimism, 

emotional 

intelligence 

Positive 

thinking and 

coping ability 

Social 
Family, peers, 

school, community 

Emotional 

support and 

social belonging 

Digital 

Online behavior, 

cyber safety, media 

literacy 

Healthy digital 

adaptation 
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Figure 1: Integrated bio-psycho-social conceptual framework (IPARM). 
The framework integrates biological, psychological, social, cultural, socioeconomic, and policy influences on resilience in pre-adolescents 

and emphasizes their dynamic interaction. The conceptual synthesis is informed by Engel, Masten, Ungar, and contemporary resilience 

and digital-environment literature.5,6,9,11,14 

Table 2: Psychological strengths correlate with 

resilience.  

Psychological 

strength 
Positive outcome 

Emotional 

regulation 
Reduced anxiety and aggression 

Self-compassion Improved emotional recovery 

Optimism Better stress management 

Problem-solving 

skills 
Increased adaptability 

Self-esteem Higher confidence and resilience 

Table 3: Benefits versus risks of digital exposure. 

Benefits Risks 

Access to learning 

resources 
Cyberbullying 

Educational 

opportunities 
Screen addiction 

Social connectivity Anxiety and comparison 

Creativity 

enhancement 
Exposure to harmful content 

 

DISCUSSION 

Strategies for strengthening resilience 

Resilience promotion should begin before significant 

mental health difficulties become established. At the 

individual level, age-appropriate programs can teach 

emotional vocabulary, emotion regulation, problem-

solving, communication, self-compassion, and help-

seeking. Activities should be experiential rather than 

purely didactic. Storytelling, role-play, group discussion, 

reflective exercises, cooperative games, and problem-

solving scenarios can help children transfer skills into 

everyday situations. 

Family-based approaches should strengthen positive 

communication and supportive parenting. Parents can be 

encouraged to listen without immediately judging, 

acknowledge children's emotions, set predictable 

boundaries, provide opportunities for age-appropriate 

decision-making, and model healthy coping. Parent 

education should also address digital habits, sleep, school 

stress, and recognition of warning signs such as persistent 

withdrawal, irritability, changes in sleep or appetite, 

declining school participation, or statements suggesting 

hopelessness. 
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Schools can integrate resilience into existing health and 

social-emotional learning structures rather than treating it 

as an isolated activity. Teacher training, peer-support 

initiatives, anti-bullying policies, safe reporting 

mechanisms, and access to school counselling can create a 

more protective environment. Universal programs should 

be complemented by targeted assessment and referral for 

children with persistent distress, functional impairment, 

exposure to violence, or other significant risk factors. 

School interventions are most effective when they are 

sustained, developmentally appropriate, and supported by 

teachers and families.22,23 

Nurses and other health professionals have an important 

role across these settings. School and community health 

nurses can assess emotional and social well-being, identify 

children who may be vulnerable, provide basic 

psychoeducation, facilitate supportive conversations, 

coordinate referrals, and work with parents and teachers. 

Screening should not be viewed as a substitute for clinical 

assessment; children identified as at risk require 

appropriate follow-up and access to qualified mental 

health professionals. Nurses can also promote sleep 

hygiene, physical activity, healthy routines, safe 

technology use, and protective family practices. 

At the community level, resilience promotion should 

strengthen opportunities for belonging and participation. 

Accessible recreation, arts, sports, youth programs, 

libraries, and community mental health services can 

provide supportive relationships and opportunities for 

mastery. In areas with limited specialist services, stepped-

care approaches, tele-support where appropriate, and 

training of frontline health and education personnel may 

improve access. Policy should prioritize child mental 

health within primary healthcare and school systems, 

reduce barriers to care, and address social conditions that 

increase exposure to chronic stress.2-4,26 

Implications for Indian nursing and health policies 

For Indian nursing practice, the IPARM supports a shift 

from a problem-focused approach toward a preventive, 

strengths-based model. Assessment can consider the 

child's emotional functioning, coping style, family 

relationships, school experience, peer relationships, digital 

environment, physical health, and access to supportive 

resources. This broader assessment is consistent with the 

understanding that resilience is distributed across systems 

and cannot be adequately evaluated through an isolated 

individual characteristic. 

Cultural responsiveness is essential. Nurses should 

communicate in language that children and families 

understand, respect family values, and distinguish 

supportive cultural practices from experiences that may 

place children at risk. Mental health literacy should be 

strengthened so that emotional difficulties are not 

dismissed as laziness, disobedience, or simply a phase of 

growing up. Confidentiality and child safeguarding 

principles should guide professional interactions, 

especially when bullying, abuse, violence, or severe 

psychological distress is suspected. 

The framework also has implications for policy. School 

mental health initiatives should include prevention, early 

identification, referral pathways, teacher capacity-

building, parent engagement, and safe digital practices. 

Primary healthcare services can incorporate brief 

psychosocial assessment and provide links to community 

resources. Policies should recognize that resilience cannot 

compensate indefinitely for unsafe environments or 

inadequate services. Strengthening the systems 

surrounding children is therefore a central part of 

resilience promotion. 

CONCLUSION  

Resilience in Indian pre-adolescents is best understood as 

a dynamic developmental process arising from the 

interaction of biological capacities, psychological 

resources, supportive relationships, cultural and 

community contexts, and increasingly important digital 

environments. The evidence reviewed in this article 

indicates that emotional regulation, self-compassion, self-

efficacy, problem-solving, family support, positive school 

climate, healthy peer relationships, community 

connectedness, and safe digital participation can 

contribute to positive adaptation, while chronic adversity, 

bullying, family conflict, socioeconomic disadvantage, 

and harmful digital experiences can increase vulnerability. 

The IPARM advances knowledge by bringing these 

domains together within a culturally responsive 

framework specifically oriented to the pre-adolescent 

period in India and by translating the model into practical 

implications for nursing, schools, families, communities, 

and policy. Rather than asking children to withstand 

adversity alone, the framework emphasizes strengthening 

the developmental systems around them. This systems-

based understanding can guide preventive mental health 

promotion, early identification of vulnerability, and future 

research evaluating culturally adapted resilience 

interventions for Indian children. Children do not need a 

perfect world to become strong; they need caring hearts, 

listening minds, and safe spaces where their struggles are 

understood. 

Funding: No funding sources 

Conflict of interest: None declared 

Ethical approval: Not required 

REFERENCES 

1. World Health Organization. Guidelines on mental 

health promotive and preventive interventions for 

adolescents: helping adolescents thrive. 2020. 

Available at: https://www.who.int/publications/i/ 

item/guidelines-on-mental-health-promotive-and-

preventive-interventions-for-adolescents. Accessed 

on 15 July 2026. 



Saravanan M et al. Int J Contemp Pediatr. 2026 Nov;13(11):2372-2378 

                                                    International Journal of Contemporary Pediatrics | November 2026 | Vol 13 | Issue 11    Page 2378 

2. Patel V, Saxena S, Lund C, Thornicroft G, Baingana 

F, Bolton P, et al. The Lancet Commission on global 

mental health and sustainable development. Lancet. 

2018;392:1553-98. 

3. Kieling C, Baker-Henningham H, Belfer M, Conti G, 

Ertem I, Omigbodun O, et al. Child and adolescent 

mental health worldwide: evidence for action. 

Lancet. 2011;378:1515-25. 

4. UNICEF. The State of the World's Children 2021: On 

My Mind-Promoting, protecting and caring for 

children's mental health. 2021. Available at: 

https://www.unicef.org/reports/state-worlds-children 

-2021. Accessed on 15 July 2026. 

5. Masten AS. Ordinary Magic: Resilience in 

Development. New York: Guilford Press; 2014. 

6. Ungar M. The social ecology of resilience: 

addressing contextual and cultural ambiguity of a 

nascent construct. Am J Orthopsych. 2011;81:1-17. 

7. Rutter M. Resilience as a dynamic concept. Dev 

Psychopathol. 2012;24:335-44. 

8. Luthar SS, Cicchetti D, Becker B. The construct of 

resilience: a critical evaluation and guidelines for 

future work. Child Dev. 2000;71:543-62. 

9. Southwick SM, Bonanno GA, Masten AS, Panter-

Brick C, Yehuda R. Resilience definitions, theory, 

and challenges: interdisciplinary perspectives. Eur J 

Psychotraumatol. 2014;5:25338. 

10. Livingstone S, Helsper EJ. Parental mediation of 

children's Internet use. J Broadcast Electron Media. 

2008;52:581-99. 

11. Odgers CL, Jensen MR. Annual Research Review: 

Adolescent mental health in the digital age: facts, 

fears, and future directions. J Child Psychol 

Psychiatry. 2020;61:336-48. 

12. Keles B, McCrae N, Grealish A. A systematic 

review: the influence of social media on depression, 

anxiety and psychological distress in adolescents. Int 

J Adolesc Youth. 2020;25:79-93. 

13. Kowalski RM, Giumetti GW, Schroeder AN, 

Lattanner MR. Bullying in the digital age: a critical 

review and meta-analysis of cyberbullying research 

among youth. Psychol Bull. 2014;140:1073-137. 

14. Engel GL. The need for a new medical model: a 

challenge for biomedicine. Science. 1977;196:129-

36. 

15. Shonkoff JP, Garner AS; Committee on Psychosocial 

Aspects of Child and Family Health; Committee on 

Early Childhood, Adoption, and Dependent Care; 

Section on Developmental and Behavioral Pediatrics. 

The lifelong effects of early childhood adversity and 

toxic stress. Pediatrics. 2012;129:e232-46. 

16. Masten AS, Narayan AJ. Child development in the 

context of disaster, war, and terrorism: pathways of 

risk and resilience. Annu Rev Psychol. 2012;63:227-

57. 

17. McEwen BS. Protective and damaging effects of 

stress mediators. N Engl J Med. 1998;338:171-9. 

18. Compas BE, Jaser SS, Bettis AH, Watson KH, Gruhn 

MA, Dunbar JP, et al. Coping, emotion regulation, 

and psychopathology in childhood and adolescence: 

a meta-analysis and narrative review. Psychol Bull. 

2017;143:939-91. 

19. Neff KD. Self-compassion: an alternative 

conceptualization of a healthy attitude toward 

oneself. Self Identity. 2003;2:85-101. 

20. Neff KD, McGehee P. Self-compassion and 

psychological resilience among adolescents and 

young adults. Self Identity. 2010;9:225-40. 

21. Bethell C, Jones J, Gombojav N, Linkenbach J, Sege 

R. Positive childhood experiences and adult mental 

and relational health in a statewide sample: 

associations across adverse childhood experiences 

levels. JAMA Pediatr. 2019;173:e193007. 

22. Durlak JA, Weissberg RP, Dymnicki AB, Taylor RD, 

Schellinger KB. The impact of enhancing students' 

social and emotional learning: a meta-analysis of 

school-based universal interventions. Child Dev. 

2011;82:405-32. 

23. Taylor RD, Oberle E, Durlak JA, Weissberg RP. 

Promoting positive youth development through 

school-based social and emotional learning 

interventions: a meta-analysis of follow-up effects. 

Child Dev. 2017;88:1156-71. 

24. Olweus D. School bullying: development and some 

important challenges. Annu Rev Clin Psychol. 

2013;9:751-80. 

25. Bonanno GA. Loss, trauma, and human resilience: 

have we underestimated the human capacity to thrive 

after extremely aversive events? Am Psychol. 

2004;59:20-8. 

26. Fergus S, Zimmerman MA. Adolescent resilience: a 

framework for understanding healthy development in 

the face of risk. Annu Rev Public Health. 

2005;26:399-419. 

27. Zimmerman MA. Resiliency theory: a strengths-

based approach to research and practice for 

adolescent health. Health Educ Behav. 2013;40:381-

3. 

28. Panter-Brick C, Leckman JF. Editorial commentary: 

resilience in child development-interconnected 

pathways to wellbeing. J Child Psychol Psychiatry. 

2013;54:333-6. 

29. Sagar R, Dandona R, Gururaj G, Dhaliwal RS, Singh 

A, Ferrari A, et al. The burden of mental disorders 

across the states of India: the Global Burden of 

Disease Study 1990-2017. Lancet Psychiatry. 

2020;7:148-61. 

30. Murthy RS. National Mental Health Survey of India 

2015-2016. Indian J Psychiatry. 2017;59(1):21-6. 

 

 

 

 

 

 

Cite this article as: Saravanan M, Mahalingan A, 

Ilankannan B. Rising with resilience – strengthening 

the inner world of Indian pre-adolescents. Int J 

Contemp Pediatr 2026;13:2372-8. 


