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Abstract

Background: In 2008, 5 years after the Liberian civil war ended, there were an estimated 340,000 orphans in Liberia,
18 % of the total child population of the country. Given that children make up half the population and that these
children experienced significant trauma and loss both through direct exposure to the war and then to the Ebola epi-
demic, and indirectly as a result of the trauma experienced by their parents, the recovery of these children is essential
to the recovery of the nation as a whole. The goal of this research was to identify factors contributing to resilience
among youth in post-conflict Liberia. Resilience was defined as evidence of adaptive functioning and psychological
health.

Methods: Seventy-five young people (age 13-18) in the capital city of Monrovia, Liberia were recruited in 2012.
Semi-structured interviews were conducted, and demographic data were collected. Interviews were then transcribed
and coded thematically.

Results: Forty-six of the participants were attending school, and 29 were not enrolled in school. Youth enrolled

in school demonstrated greater adaptive functioning. This was particularly true for boys in any school setting and
girls attending private school. Youth not attending school were more likely to have lost family members or become
estranged from them, and many were also engaging in substance use. Emotion regulation, cognitive flexibility,
agency, social intelligence and, in some cases, meaning-making were found in participants who showed resilient
outcomes.

Conclusions: Caregiver relationships mediate the development of psychological capacities that impact resilience.
These findings suggest that youth who have lost a caregiver, many of whom are not attending school, are experienc-
ing a significant ongoing burden in terms of their daily functioning and psychological health in the post-war period
and should be the focus of further study and intervention targeting substance use and community reintegration.
Trial registration Partners Healthcare IRB Protocol# 2012P000367.

Keywords: Liberia, Post-conflict, Qualitative analysis, Youth, Adolescent, Resilience

Background

Post-conflict societies invariably struggle to re-establish
order while at the same time facing major health conse-
quences of the trauma experienced by their populations.
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In addition to medical issues, these consequences fre-
quently include mental illnesses such as post-traumatic
stress (PTSD), mood, and substance use disorders. A
meta-analysis of 17 studies of children in post-con-
flict societies from around the world found that PTSD,
depression, and anxiety were all increased in this popula-
tion [1].

In the post-conflict setting, there has been an increas-
ing focus on resilience, which is defined in different ways.
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Functioning, including income generation and educa-
tional attainment, contributes to resilient outcomes,
but it is only part of the picture. Psychological health,
in terms of subjective sense of wellbeing and safety and
absence of unmanageable stress, is also an important fac-
tor [2-5]. Sense of coherence, the extent to which peo-
ple are confident that their environment is predictable
and that things will work out as well as can reasonably
be expected, has been used in some studies as a meas-
ure of psychological recovery post-conflict [6, 7]. This is
particularly relevant following the disorganizing impact
of war.

A number of studies have sought to identify factors
common to resilient individuals. Based on their work
with non-traumatized clinical populations in the United
States, Southwick and his collaborators have found resil-
ient individuals to be capable of emotion regulation and
cognitive flexibility [8]. They have a sense of agency and
optimism, and they engage in active coping and identify
themselves as spiritual [8]. Social intelligence and the
ability to connect are also linked to resilience. Sociability
was associated with resilience in a population of teenage
mothers in Kauai. Those who were able to form connec-
tions outside their families were doing better financially
and in terms of relationship stability as adults [5].

A few studies have examined protective factors spe-
cifically in children in post-conflict settings. One study
examined the sense of coherence among children and
adolescents who lived through the war in Croatia. Child-
hood stability, acceptance of one’s own ethnic identity,
management of uncertainty, and finding meaning in
work emerged as strengths that contribute to a sense of
coherence [7]. A study of former child soldiers in Colom-
bia found that the individual factors most consistently
associated with resilience were agency, empathy, affect
regulation, hope, spirituality, and morality [4]. A study of
Rwandan key informants identified the following protec-
tive factors among children of families affected by geno-
cide and HIV: perseverance, self esteem, family unity,
good parenting, and community cohesion [3].

None of the studies referenced above included data
from Liberia. Between 1989 and 2003, the country expe-
rienced a brutal civil war characterized by ethnic killings,
sexual violence and the use of child soldiers. The war left
more than 800,000 people displaced, of a total population
of 3.5 million, and it destroyed the productive capacity
and physical infrastructure of the country, and eroded
family and community ties [9, 10]. Liberia has a young
population; 5 years after the war ended, 50 % of the pop-
ulation was under the age of 18 [10]. There were an esti-
mated 340,000 orphans in Liberia, 18 % of the total child
population of the country [10]. Given that children make
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up half the population and that these children have expe-
rienced significant trauma and loss both through direct
exposure to the war and then to the Ebola epidemic and
indirectly as a result of the trauma experienced by their
parent, the recovery of these children is essential to the
recovery of the nation as a whole.

In the wake of this trauma, access to mental health care
is limited. There is only one psychiatrist living and prac-
ticing in the country. There is no psychiatric residency
training program and no training available for clinical
psychologists. A survey of households and healthcare
facilities in rural Nimba County, Liberia found that while
all of the hospitals and most health clinics provided
malaria and HIV care, none of the hospitals and only
11 % of the clinics offered mental health care [11].

The Liberia needs assessment survey sought to char-
acterize and quantify the mental health burden of the
war on the children of Liberia [12]. Key informants were
asked to describe the most emotionally disturbing events
or experiences to have affected young Liberians in the
past 20 years and how best to help specific vulnerable
groups. Youth were perceived to be experiencing signifi-
cant adverse emotional, behavioral and functional out-
comes related to exposure to war and its aftermath. The
key informants suggested that needs included profes-
sional mental health services for some children, as well as
greater community support [12, 13].

This study was undertaken in order to capture the
needs of Liberian adolescents in their own words and
identify the way forward. The goal of this research is to
identify factors contributing to resilience among chil-
dren in post-conflict Liberia. We will assess for the pres-
ence of these factors in the participants we interviewed
and examine how they interact to promote resilience
and adaptive functioning. Considering the findings in
the literature reviewed and the observations made about
resilience in children exposed to violence, we will define
resilience as evidence of daily functioning, ability to make
realistic plans for the future, and presentation of an over-
all consistent and coherent narrative.

Methods

Study procedures and participants

A qualitative research design was used with a purposive
sample of 75 participants. In-depth interviewing was
chosen as the data collection method in order to best
capture the personal narratives of individual children
[14]. The interview guide was designed and implemented
by the researchers using both a deductive and an induc-
tive conceptual framework. The initial interview guide
was developed deductively based upon the existing lit-
erature, with input from Liberian collaborators. Prompts
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were developed to assess factors that had already been
identified to be associated with resilience. Further revi-
sions were made after each interview to refine and
deepen the questions. Oversight, guidance and approval
was provided by the University of Liberia Institutional
Review Board (IRB) and the Partners Healthcare IRB.

Participants were recruited from February 13th
through March 1st and December 4th through Decem-
ber 21st, 2012. The initial group was recruited from three
schools and the subsequent group of youth not attending
school was recruited from neighborhoods in Monrovia
and the surrounding area. All children ages 13—18 were
eligible to participate, and an effort was made to recruit
both males and females. The Republic of Liberia’s Min-
istry of Education identified three large, well-attended
schools in three distinct areas within Monrovia. The par-
ticipating schools included two government schools (a
junior high school and a senior high school) and a private
senior high school. These schools were chosen in order to
capture distinct age and socioeconomic groups. At each
school, the principal notified the students of the opportu-
nity to participate in the research study and answer ques-
tions about school, family, and past experiences. Children
under 18 had to obtain consent from a parent or guard-
ian and then give their assent to participate. Those who
were 18 consented for themselves. Those students who
returned signed consent forms first were interviewed.

The research team then recruited and interviewed
children not attending school. They were identified in
two different communities in Monrovia, with the help of
community leaders. Both communities had significant
problems with poverty, crime, and substance use, and
many of the children were not attending school. The lead-
ers went to a few areas in their communities where youth
commonly gathered and explained that there was an
opportunity to participate in a research study. They dis-
tributed printed information and consent forms and told
the young people when and where the interviews would
take place. They helped to organize a loose schedule with
approximate days and times for each child to come. The
leaders were present at the building while the interviews
were conducted but were not present in the room during
the interviews.

Initially, a $5 USD phone card was agreed upon by
the research team and the IRB as an appropriate com-
pensation for participation. After the initial phase of
recruitment, the research team observed that this was a
significant inducement to participate. At the suggestion
of the IRB, the research team changed the compensation
to $2 USD. Any child identified as having acute psychiat-
ric needs was referred to the study physician, a Liberian
child psychiatrist.
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Data collection

Primary data was collected using semi-structured inter-
views averaging 1 h in length. Interviews were conducted
by the principal investigator together with a Liberian
medical student, who acted as both a linguistic and cul-
tural interpreter. The interviews were conducted in a
private area. Student participants were interviewed on
school grounds. Interviews were conducted for three to
4 days at each school. Those not attending school were
interviewed in an office where the community leader
worked. Interviews were digitally recorded, and notes
were taken by the interviewers regarding participants’
affect and non-verbal communication during the inter-
view. At the end of each day, recordings and notes were
reviewed and revisions were then made to the interview
guide. The interviews were transcribed by Liberians liv-
ing in the United States.

Analysis

A directed content analysis was used because there was
an existing body of literature about factors impacting
resilience in youth, but there was insufficient data about
the specific population that was studied [15]. Coding
was performed by four coders who worked separately
and sequentially over the course of 2 years, beginning
6 months after data collection was initiated. While cod-
ing the first five interviews, the coders met after each
interview to compare their findings. There was a discus-
sion about topics that were raised by multiple partici-
pants and whether they were saying the same thing or
articulating distinct themes. Codes developed and used
by multiple coders were then added to the codebook.
When there was a discrepancy, coders explored it in
an effort to uncover the deeper meaning at the heart of
the theme. Discussion continued until a consensus was
reached. Coders then met after every five interviews to
further refine the codebook. Once there was a consensus
as to the codes and definitions being used, all interviews
were recoded. Then the themes and definitions were fur-
ther refined.

Both inductive and deductive approaches were used
[14]. First, manifest content was grouped thematically.
Thematic groupings were then labeled, and these group
labels were used to generate broad themes. These broad,
overarching themes were divided into sub-themes.
Within each theme and sub-theme, the researchers drew
comparisons, looking for overlap and differences, as well
as newly emerging topics and patterns. Themes identi-
fied included agency, altruism, responsibility, corrup-
tion, uncertainty, family and community relationships,
and exposure to violence. Responses were reviewed to
identify each theme and sub-theme. The analysis was
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conducted using grounded theory, memoing, and coding
[14]. NVivo was employed for data management [16].

Results

Descriptive data

Seventy-five participants were interviewed. They
reported being between 13 and 18 years of age. The
average age of the participants was 16.4 years (standard
deviation 1.8 years). There were 38 females and 37 males.
There were 35 public school students, 11 private school
students, and 29 children not attending school at the
time of the interviews (see Table 1).

Analyzed data

In this population, resilience hinged upon children being
able to regain a sense of stability in their lives. Essen-
tial to this were emotion regulation, cognitive flexibil-
ity, agency and social intelligence. Meaning-making also
played a role in some cases. Children who could delay
gratification, modulate affectively-charged experiences
and self-soothe were effective at regulating their emo-
tions without resorting to unhealthy coping strategies.
Cognitive flexibility was seen in children who were able
to put their experiences into perspective and thinking
creatively about alternative strategies for managing dif-
ficult situations. An internal sense of control or agency
was crucial and reinforced children’s self-esteem and
optimism. Social intelligence was the individual factor
that allowed children to access other sources of support
in their changing circumstances. It included empathy,
altruism, and the ability to form connections. Ability to
connect was particularly important for children who had
lost one or both parents, as it allowed them to form other
supportive relationships in their communities.

Emotion regulation

After the loss of family members and exposure to vio-
lence that many of these children faced, emotion regu-
lation was essential for continued functioning. Children
needed to be able to tolerate intense affective states and

Table 1 Demographic characteristics of study participants
(n=75)

Characteristic M (SD) or N (%)

Average age 164 (1.8)
Females 38 (51 %)
Males 37 (49 %)
Private school 11 (14.7 %)
Government school 35 (46.7 %)
Not attending school 29 (38.7 %)
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utilize healthy coping strategies when they were in dis-
tress. Those who could do so built confidence in their
own self-regulatory capacity and were also able to main-
tain relationships that would have been jeopardized if
they were to act out strong negative affects. These rela-
tionships were a source of support that was further
stabilizing. Children who were able to regulate their
emotions were generally living with their families and
attending school. Those who were not with their fami-
lies had formed other important relationships. They were
involved in recreational activities. They felt supported in
their relationships with family and peers:

“Some of the things I saw, at times, it come to my
memory, but I try to control myself. Because some
of those people that were in the war, you find out
majority of them crippled, some of them crazy...
When I have such thinking coming around me at
times, I go around friends, play with them so as I can
erase that from my mind, because the more I think
on it, the more I feel bad”

There was a notable difference between children who
had a stable environment postwar and those who did not.
Stable support figures in the present helped them to cope
with difficult memories of the past. Children with emo-
tionally dysregulated caregivers experienced episodes of
dysregulation themselves:

“Sometimes when I study I always forget because my
mind is not really to the lesson, and as such every-
thing don’t really register in my mind, so that caused
me to fail in some test... Sometimes the teachers
give you notes to go home and study and then your
parents do something to you that you always think
about so your mind will not be focus again so that
will always cause me to fail... My mother is very
harsh with me so when I do something to her at
home, I am very afraid of my mom to come to her
and say, ‘Mammie, I am sorry... Even if I go to her,
she won't listen to me.

Then there were those who had lost their relationships
with their caregivers, either due to death or separation,
and were unable to form new supportive connections.
They were overwhelmed by their emotions and resorted
to maladaptive coping strategies, like substance use.
Their relationships were based on engaging in substance
use, rather than supporting their functioning:

“When I think about my sister because she used to
send me to a very good school. I was not involve with
foolish friends, and after school I will go for study
class and come home and cook, so after she died it
played on me. First I involved into drinking and from
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there when I drink and I sleep I don’t think about her
again. After that I started to smoke the grass [canna-
bis]. When I smoke the grass it makes me to eat and
sleep, and then I don’t think too much.”

While some children faced greater loss than others, it
was not the losses themselves but whether they formed
new relationships that made the difference in their abil-
ity to self-regulate. The relationships helped them to self-
regulate, and those who had lost their primary caregivers
and were able to self-regulate were more appealing to
other adults.

Cognitive flexibility

Cognitive flexibility was also associated with resilience.
Children who could be self-reflective, use metaphor, and
think creatively about their problems were able to iden-
tify more adaptive solutions and also maintain a sense
of hope. These children varied in terms of age, gender,
school attendance and parental status. They had all expe-
rienced serious losses and found ways of understanding
themselves and their circumstances.

Self-reflection and perspective-taking was demon-
strated by children who could describe the kind of people
they were and how they were perceived by others. They
gave nuanced descriptions, demonstrating that these
ideas were carefully considered. One girl described her
process for making decisions:

‘I have always been the person that will analyze
things. When I have a problem, I will look at the
good and bad side. I make my decision and then I
go out there and ask for other people’s opinion. And I
will ask two or three persons and what they will say
to me and then I weigh it and then I make my own
decisions.”

Children like this recognized themselves as individu-
als distinct from other children. They could see that they
were choosing to do things in a particular way, and if it
was not working, they could make different choices.

Faced with brutal realities, children who were able to
think creatively could imagine other possibilities, which
gave them the hope to persevere. They also had a sense of
balance between work and play, suffering and joy, which
allowed them to withstand difficult experiences. One
girl explained a geographic metaphor for the different
pediatric wards at the hospital. The intensive care unit
was “Iraq, where most of the patients died. The regular
inpatient unit was “China,’ where the patients were seri-
ously ill, but they had a chance. The outpatient clinic was
“America; where the patients were healthy. She explained
that she would like to become a pediatrician and work in
China:
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“I will like to take care of them in China because in
China is much better. There is a chance that some
may die but it will not be like in Iraq. You have the
chance to know whether they will live or die, also
unlike Iraq.... I want to be a doctor [because] most of
our people are dying, and you find out people are not
going in that field... I want to know it to take care of
people”

Cognitive flexibility allowed children to make a realistic
appraisal of the difficulties they faced and respond effec-
tively. They were neither overly optimistic that things
would work out, nor were they despairing. They saw their
situations for what they were and tried their best to meet
challenges with their strengths.

Agency

Children demonstrated agency, a sense that they had
control over their lives and the ability to impact their
environment, by challenging themselves, showing deter-
mination in the face of obstacles and asserting their
opinions and preferences. Agency was also mutually
reinforcing with two other factors that contributed to
resilience: self esteem and hope. A belief in their own
self-efficacy supported children’s beliefs that they were of
value and that they had reason to be hopeful about the
future.

Some children attending school had many responsi-
bilities, including schoolwork, household chores, and
earning money. They worked hard in all of these areas
because they believed they had the power to positively
impact their futures. An 18-year-old girl commented:

“Everyone makes mistakes, but some people if they
make mistakes, they can just leave it just like that.
They don’t love to fix it back, but for me, when I
make a mistake, I love to at least go to someone to
correct my mistake... It can make you learn, but if
you make a mistake and you just sit by yourself, then
you won't get it”

Another way in which children demonstrated that
they felt a sense of agency was by expressing opinions
and preferences. They believed that their preferences
mattered and that their opinions were heard. This was
seen in boys attending school and girls attending private
school. Their preferences concerned how they should be
treated by authority figures at home and in school. They
thought their parents should speak to them when they
did something wrong, rather than beating them because
beating “will not teach you to correct your mistake; it will
just make you afraid’ In the school setting, they wanted
teachers who would come to class, be engaged, and
offer explanations. They had complaints about teachers
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requesting bribes in exchange for passing grades. One
girl explained:

“We try our best to study hard to make our grades,
but when we make our grades, they try hard to take
money from us. It's not that the principal is in favor
of it, but he doesn’t have control over it”

Agency also fostered a sense of self-esteem. Self-esteem
was evident when children spoke about their abilities
in academics and athletics and being seen as leaders by
peers and adults. The children who described themselves
as intelligent were boys attending school. They reported
that they were passing all of their classes, even those that
most students were failing. They had hope for the future
and wanted to obtain advanced degrees and become
teachers or other types of professionals. This example
illustrates how a belief in one’s intelligence fosters self-
esteem, which supports a hopeful, optimistic outlook and
a sense of self-efficacy. An 18-year-old boy explained the
following:

“[Our teacher] knows the subject, and when he
brings a test, it can’t be easy. If he brings the test he
can say ‘if you pass in this test you are not a small
person’... But sometimes when that man bring test,
the question can be very tricky if you don’t use your
third eye, which is the eye of your mind to solve that
problem. I can make a successful pass, and my name
has left there in history”

In contrast to these children who had a sense of their
ability to impact the trajectory of their lives, there were
others who felt stuck. They were not going to school or
working. They felt that they were doing nothing and that
there was nothing they could do to change their circum-
stances. A boy not attending school said:

“I am not doing anything, so that can make me to
feel bad. No family, no mother and no father so I
can feel bad. I am still feeling bad because I have no
opportunity, no helping hand, nobody to comfort me
and nobody to shelter me”

Among this group of children not attending school,
some expressed a vague hopefulness that they would be
able to change things for themselves but without any idea
of how this would be possible. Those who were using
drugs believed they needed medical treatment in order to
stop. A few children had stopped successfully and shifted
their focus to going to school, but they did not know how
they would be able to do this.

Social intelligence
Social intelligence encompassed not only empathy and
altruism but also an ability to develop relationships.
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Empathy and altruism were more common among chil-
dren attending school. For those children not attend-
ing school, the ones who expressed empathy had more
exposure to school or had educated caregivers who
wanted to send them to school. Empathy was seen in
both genders. Interest in helping professions was seen
more commonly among girls and societal concern was
seen more in boys.

Participants expressed empathy for family mem-
bers, recognizing that while the participants themselves
were struggling, those around them were also facing
difficulties:

“My sister doesn’t have anybody to support her. She’s
supporting herself and at the same time supporting
me... It is very difficult for her. It is also difficult for
me because I am not supposed to come from school
and go straight to the market to sell. And if I don’t
sell, how will I go to school? So I have to”

A number of children who were attending school, as
well as a few who were not, expressed interest in pursu-
ing a career that would help others. Some children were
interested in studying law or medicine: “In the future
I want to be a lawyer, to help people get their property
back?” While the school children had specific plans for
careers they wished to pursue and reasons for choos-
ing them, children not in school were motivated by the
fantasy of being powerful and able to provide for others,
rather than needing help themselves.

Most children spoke about their own personal con-
cerns, but some also demonstrated altruism through
their concerns about Liberia and its people. This was
expressed in particular by boys attending school. They
had their basic needs met, which allowed them to con-
sider the wellbeing of others. They were concerned about
poverty, access to education, and fostering development:

“We are kindly appealing to the government to assist
us. We are the students of this country. We are fac-
ing some difficulties. One is transportation. The
government needs to provide some buses for we the
students because in the morning when you get up,
there’s no way to find a car and get on your campus,
and now that'’s why we trying to appeal to the gov-
ernment to help us with some buses.”

Among the four children who had lost one parent and
had no caregiver, two were able to form stabilizing con-
nections in their communities. They both described sup-
portive, loving relationships with the parent they lost
before that parent died. The other parent was seen as
ineffectual and unable to help. This relationship was dis-
tant but did not seem to be a source of anger or resent-
ment. One of the participants was working to support
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herself and her children, and a neighbor offered to help
her:

“She can just help me. I can give her something when
I have it, and when she cooks, she will take out food
for them. She is selling right in front of the house so
she can go nowhere. She told me to start selling, and
she said T will be helping you to look after your chil-
dren’ so I don’t pay her”

Another participant was also forming connections for
himself. His mother was killed during the war, and his
father was paralyzed and living in a remote area. Before
the war, he had been an exceptional student and skipped
two grades. After the war, he was sleeping on the ground
in market stalls. He was able to earn some money doing
odd jobs at the market and saved enough to start a selling
business. He could then afford to rent a room for him-
self and eventually returned to school. He had no family
in Monrovia but found a woman in the community who

helped him:

“I can call my aunty, and I called her aunty because
when I have problems, I can go to her... One time
she was getting in a car, and I helped her to put her
load in the car. She showed me her house because
I explained some problems to her. So she told me,
when I need help, I should go to her house... She can
help me with food and sometimes money. She herself
she doesn’t have it, but she can still help me.”

This boy was the only study participant who was put-
ting himself through school without any family support.
It was by reaching out and offering to help someone else
that he had found help for himself. While this woman
had little to offer him in terms of financial resources, she
gave him a sense of connection and support.

Those who did not form connections were struggling in
their daily lives. They were using drugs and engaging in
prostitution. They had relied heavily on the parent who
died and did not have a good relationship with the living
parent. They did not explicitly say why, but they indicated
that their needs were not being met at home, so they
chose to leave home and sought care from unreliable and
unsafe people:

“[My father] didn’t have time for [me] so everyone
was doing their own thing at that time. So that’s
how I ran away because I was not feeling good. He
wanted to send me to school and ran away because
I don’t have food to eat, and he wants me to go to
school. So I said no and I ran away. It was better for
me to be on my own, and I survived... I wanted to
have my own money and do stuff for myself but he
said no”
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For this girl, her closest relationship was with her boy-
friend. They had known each other for about a month,
and their relationship was based on money and sex. She
considered it different from prostitution because they
had sex regularly and shared money more freely with
each other. The only ambition she had for her future was
to stop using drugs, but she had no plan for how to do so.

Another girl appeared more functional on the surface,
but she was also struggling. She dropped out of school
months before graduating. Although she was clearly
interested in forming connections, she was not able to
form and maintain connections with people in her envi-
ronment in a way that she could use to better herself and
reconnect with her family and community. Instead, she
sought connections motivated by a kind of rescue fantasy
that someone from the outside would be able to trans-
form her life completely. She was interested in learning
personal details about the interviewer, in an attempt to
develop an ongoing relationship. She also described a
female missionary who had come from the United States
a few years prior. She still hoped that this woman would
return and help her:

“One American girl came, and I was with her, but
after she left and went to the States. She was here
for about two to three years, and she was teaching
and a reverend. She interviewed me, and she took
me and carried me. Her interview was only for men,
but I was very lucky, and I was the only girl amongst
all the girls, and I was living there with her... They
took the address book with the woman address and
everything in it. So I cannot even call her and I just
sitting down now.”

Meaning
Children described a variety of systems of meaning:
religious beliefs, traditional beliefs, and moral codes of
behavior were among them. All of the children inter-
viewed in this study endorsed having a religious identity,
either Christian or Muslim. They prayed to God for good
things to happen to them in the future. Many said things
like, “God will make everything possible. 1 know God will
lift me up for my tomorrow?” Upon closer examination,
however, the children were actually saying quite differ-
ent things. For some, their belief system contained the
idea that their lives mattered, God loved them, and they
had the power to make things happen for themselves.
For others, their belief in a higher power reinforced their
sense of helplessness. They could do nothing for them-
selves and instead had to wait for a more powerful being
to rescue them from their suffering.

Children whose belief systems reinforced their agency
showed more adaptive functioning. Only one participant,
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an 18-year-old boy, described finding meaning in suffering.
He lost both of his parents and was not in school. He had
been using drugs and spent time in jail for armed robbery.
He stopped using drugs in jail and stayed clean after he was
released. He then got a job and developed a relationship
with a neighbor who paid him to do chores for her:

“In jail I started to face many problems with my eyes.
If I keep smoking, it will embarrass my eyes, and it will
affect it more... God made it so I can go to jail so that I
can stop smoking”

Children also spoke about traditional beliefs, includ-
ing the concept of “African science,” a curse placed out
of jealousy that brought serious harm or death. When
someone died in a way that was not well understood, it
was frequently attributed to African science:

“My father was a very good man who loved to help
people. According to the native doctor they went to,
he said because he loved to help that’s why they sent
African science on him.... Some people they will go
to the native doctor for country medicine. They tell
you how you should give it to the person for the per-
son to die. Some people can put it in your drink, they
can put it in your food, in water, anything they feel
that you will be able to eat they can place it in”

African science was used to explain deaths by natural
causes or sudden, unexplained illnesses, but it was not
used to explain deaths due to war, which, at least super-
ficially, were easier to understand. Children who were
functioning well talked about African science, as did chil-
dren who were struggling. Children were told by adults
that a death was due to African science, but they did not
understand it; it merely added another layering of mys-
tery over a mysterious event.

Finally, meaning was described in terms of moral codes
of behavior. For some children, obedience and deference
to authority were valued:

“He can punish us by beating us. I don'’t feel bad
because I know he wants the best out of us that’s
why he punishing us. Even though I can cry, but then
I can realize that he taking us from the wrong way
and bring us the right way”

Others valued their autonomy and being treated
respectfully by adults. They explained that advising a
child (speaking to him about what he did wrong) was
better for the child and more effective than beating him
because then the child would develop an internal sense of
right and wrong:

“You cannot teach a child by beating. Too much
beating is not good. Is good at times you set the child
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down and advise them. Every human being has what
they call conscience, at least sometime your con-
science will beat you and you forget about what you
been doing and at least go on the rightful path”

For these children, their ideas about meaning sup-
ported their sense of agency and their ability to impact
their own lives and the lives of others.

Discussion

Five essential factors interact to support the develop-
ment of resilience in this population: emotion regulation,
cognitive flexibility, agency, social intelligence and mean-
ing-making (see Fig. 1). Cognitive flexibility and emotion
regulation facilitate distress tolerance [8, 17] and develop-
ment of healthy coping strategies [18—21]. Together they
allow the preservation of one’s sense of agency in the face
of stress or trauma. Both appear to have genetic and bio-
logical underpinnings [22—24]. They are further developed
in the context of early attachments and continually medi-
ated in relationships [25, 26]. In this population, children
who could not self-regulate and self-soothe turned to sub-
stance use. During the war, children who were recruited
into fighting forces were drugged. After the war, many
continued using, and others started using as a way to
escape from their traumatic memories [27]. These chil-
dren described being addicted to drugs and were unable to
envision a future for themselves. In contrast, children who
were able to think creatively in the face of challenges and
contain strong emotions could maintain a sense of con-
trol over their lives. From this, they derived self-esteem
and a sense of hope for the future, which further enhanced
their sense of control [8]. Moreover, because they were not
using drugs or engaging in criminal activity, it was easier
for them to build relationships with caring adults in the
community because they embodied the values of these
adults.

Cognitive flexibility, emotion regulation, agency, and
social intelligence all contribute to building the capac-
ity for relating. Children demonstrated this capacity by
forming relationships, expressing empathy and behaving
altruistically. Empathy strengthens one’s sense of connec-
tion. Altruism enhances self-worth while contributing to
a sense of purpose or meaning [4]. A belief system can
promote a sense of agency or it can reinforce a sense of
helplessness. Contributing to one’s ability to form and
maintain a positive belief system is cognitive flexibil-
ity [8, 17, 20]. Participants who demonstrated cognitive
flexibility all had involved caregivers who were educated,
suggesting that their cognitive capacities developed
within these relationships. Relationships, in turn, fur-
ther enhance agency by impacting self-esteem and hope,
which further promote relationship-seeking [8].
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Fig. 1 Proposed model for the interaction of factors contributing to the development and maintenance of resilience in post-conflict youth

There was a group of boys who were attending school
who demonstrated greater adaptive functioning than
their peers. While the girls in public school did not share
this, some of the girls in private school did. At the private
school, there were more girls than boys who participated
in the study. A group of native Liberians who transcribed
the interviews were then interviewed about their reac-
tions to the data. They were not surprised by this find-
ing. They explained that when families could only afford
to send one child to private school, they would choose a
girl because they believed she would be more protected
there. There was an idea that girls needed to be protected
from the risk of becoming pregnant and more generally
from being corrupted or taken advantage of. Many of the
more confident and ambitious boys in public school had
previously attended private school and had switched to
public school when their families faced financial hard-
ship. Thus the girls in private school likely came from
families that were similar to those of some of the boys
attending public school.

In this population, adaptive functioning was only pos-
sible in the setting of supportive relationships and agency,
both of which promoted other factors impacting resil-
ience. While the literature does address the role of factors
outside the individual in fostering resilience, the focus is
on individual factors. This study highlights the importance
of the individual’s capacity to build and sustain relation-
ships with those around them and to access support in
their communities. Relationships impact the develop-
ment of all the individual factors that support resilience,
including emotion regulation, cognitive flexibility, agency,

social intelligence and meaning-making. Agency promotes
an active coping style that leads children to take action
to get their needs met, rather than “following friends; a
phrase many participants used to explain how they found
themselves living on the streets and engaging in drug
use. Rather than passively attaching themselves to other
troubled children, those with an internal locus of control
actively sought relationships that helped them to grow.

There were a number of limitations to this study. Par-
ticipants were recruited from Monrovia only. Children
in other parts of Liberia were not included, and the data
may not be representative of their experiences. Interviews
were conducted at a single time point, so resilience could
not be assessed over time. No collateral information was
obtained from teachers or family members. This allowed
the children’s voices to come through, but it also meant
that we were not able to obtain a complete picture of
their circumstances. Some may have chosen, for a variety
of reasons, to minimize the difficulties they were facing,
while others may have chosen to magnify them. There is
also the possibility of selection bias, as children who chose
to participate may be different from those who did not.

Conclusions

All children in Liberia were affected by the war in some
way. Some fled the country, others witnessed the impact
of the war on their family members, and many were
exposed to violence themselves. Children who lost one
or both parents during the war and were living on their
own were less able to function post war. Many were not
attending school and were engaging in substance use.
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Once they entered the world of substance use and other
illegal activities, they became trapped. They were physio-
logically dependent on substances, and they had severed
ties with their families and communities. These children
in particular should be the focus of further study and
intervention to target their substance use, while helping
them to build sober communities for themselves.

Next steps toward helping these children include collab-
orating with organizations working with street children
in order to help them reintegrate into the school setting.
Identifying community leaders will be important for
connecting these children with their communities. This
would address the needs of children orphaned or sepa-
rated from their families by the war and those orphaned
by the Ebola epidemic. While children in school were
generally functioning better, many were also struggling. A
liaison between schools and families could identify chil-
dren experiencing difficulties and offer additional support
to those families. More mental health professionals are
also needed, which will require the development of train-
ing programs in psychiatry, psychology and social work.
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