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Abstract

In sub-Saharan countries, like South Africa, there is scant understanding of adolescent resilience to depression over time; the multisystemic
resource combinations that support such resilience; and whether more diverse resource combinations yield better mental health dividends. In
response, we conducted a longitudinal concurrent nested mixed methods study with 223 South African adolescents (mean age: 17.16 years,
SD= 1.73; 64.60% girls; 81.60% Black). Using longitudinal mixture modeling, the quantitative study identified trajectories of depression and
associations between trajectory membership and resource diversity. Using a draw-and-write methodology and reflexive thematic analyses, the
qualitative study explored the resource diversity associated with each trajectory. Taken together, these studies identified four depression tra-
jectories (Stable Low; Declining; Worsening; Chronic High) with varying resource diversity at baseline and over time. Resource diversity was
inclusive of personal, relational, contextual, and culturally valued resources in both the Stable Low and Declining trajectories, with emphasis
on relational supports. Personal resources were emphasized in the Worsening and Chronic High trajectories, and culturally valued and con-
textual resources de-emphasized. In summary, resource constellations characterized by within and across system diversity and cultural
responsiveness are more protective and will be key to advancing sub-Saharan adolescent mental health.
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Sub-Saharan youth are a fast-growing population, with some predict-
ing that they will be the world’s largest youth population by 2050
(Kariba, 2020; United Nations, 2017). This exponential population
growth will worsen the livelihood challenges that are already putting
African young people at risk for depression (Sankoh et al., 2018). To
date, however, too few studies have focused on the experience of
depression amongAfrican youth or the factors that contribute to their
resilience to depression (Campbell & Osborn, 2021; Kabiru et al.,
2013; Theron, 2020). This article redresses that oversight.

We draw on a mixed methods study conducted iteratively with
223 adolescents (i.e., 14–24-year-olds, Sawyer et al., 2018) living in
a stressed municipality in South Africa. The study investigated the
resource diversity that appeared to differentiate between young people
showing more and less positive mental health outcomes. While the
science of multisystemic resilience is unequivocal that positive out-
comes are the product of protective factors that are distributed across
systems found within adolescents and their social, institutional, and
ecological environments (Masten & Cicchetti, 2016), it is less clear

whether more diverse resource combinations yield better mental
health dividends than less diverse ones.

Understanding if and how resource diversity matters for ado-
lescent mental health is a pressing agenda in sub-Saharan
Africa. Currently, adolescents constitute almost a quarter of
sub-Saharan Africa’s population (Sequeira et al., 2022).
Moreover, approximately half of the world’s young people are pre-
dicted to live in sub-Saharan Africa by the start of the 22nd century
(Baird et al., 2022). A thriving, mentally and physically healthy
sub-Saharan youth population is integral to Africa’s economic
and social advancement (Nyundo et al., 2020). As noted by US
President Joe Biden and others, Africa’s progress potentiates pos-
itive knock-on effects for the rest of the world (Shalal et al., 2022).

However, like adolescents in other low andmiddle income (LMIC)
countries, SouthAfrican and other sub-Saharan adolescents face chal-
lenges to their well-being from widespread and relentless adversities
(Wet et al., 2020). For instance, one in every two sub-Saharan adoles-
cents lives in poverty and about the same number experiences food
insecurity. In addition, sub-Saharan adolescents typically have lived
experience of armed conflict, communicable disease, displacement,
extreme weather events, inequality, limited quality education oppor-
tunities, maltreatment, rapid urbanization, and violence (Kabiru et al.,
2013; Oppong Asante et al., 2021; Rother et al., 2020). As in other
LMIC contexts, COVID-19-related challenges heightened sub-
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Saharan adolescent vulnerability to poverty, maltreatment, and edu-
cation risks (Oppong Asante et al., 2021).

While the adversities that are common to sub-Saharan Africa
are known to jeopardize adolescent mental health, young people
in LMIC countries like South Africa have little if any access tomen-
tal health services (Lu et al., 2018; Stelmach et al., 2022).
Furthermore, very few studies have documented the incidence
of mental illness among sub-Saharan adolescents (Steel et al.,
2022). A narrative review of 37 such studies reported a median
point depression prevalence of 26.9% in the general sub-Saharan
adolescent population and 29% for sub-Saharan adolescents
exposed to various risks (e.g., HIV and AIDS, violence and trauma,
poverty, orphanhood, school attrition) (Jörns-Presentati et al.,
2021). While this prevalence is comparable to that reported in
global prevalence studies (e.g., Shorey et al., 2022), it could be inter-
preted to mean that many sub-Saharan adolescents do not self-
report elevated depression symptoms. This suggests the need for
further study given the high degree of exposure to potentially trau-
matizing experiences among sub-Saharan youth. While reported
prevalence levels could be an artifact of the stigma often associated
with mental illness in sub-Saharan Africa and related silence (Steel
et al., 2022), it is also possible that not reporting elevated symptoms
of depression in this heightened risk context suggests resilience.

Adolescent resilience to depression

In the presence of heightened risk, a positive outcome (e.g., mental
health) implies resilience to that risk (Masten, 2014). Bonanno’s
(2004, 2021a) seminal work showed that a positive outcome/devel-
opment is actually common in contexts of heightened risk (e.g.,
exposure to trauma or loss). Relatedly, he proposed four typical
response trajectories (Bonanno, 2004): resilience (i.e., no/minimal
symptoms of distress); recovery (i.e., declining symptoms of dis-
tress); delayed (i.e., worsening symptoms of distress); and chronic
(i.e., consistent symptoms of elevated distress). Subsequent work
(e.g., Galatzer-Levy et al., 2018; Schäfer et al., 2022) confirmed
these trajectories. The resilience trajectory is usually the most
common (i.e., found in about 60% of a sample, Bonanno, 2021b).

The science of multisystemic resilience holds that a network of pro-
tective factors and processes (PFPs) informs positive outcomes among
risk-exposed adolescents (Masten & Cicchetti, 2016; Masten et al.,
2021; Ungar & Theron, 2020). This network comprises resources from
systems that adolescents are directly and indirectly connected to, such
as their family or school, and more distally, their parents’workplace or
local/national government. PFP networks could include biological
resources (e.g., physical health or biological sex); psychological
strengths (e.g., agency, self-regulation skills; or hopeful meaning mak-
ing); relational resources (e.g., caring parents/families or a supportive
peer groups); institutional supports (e.g., effective schools or mental
health services); and/or resources in the physical ecology (e.g., green
spaces, recreational facilities, or access to technology). Hence, resilience
as an outcome is not the result of a single resource system (Bonanno,
2021a, 2021b; Infurna & Luthar, 2018). Instead of focusing on one sys-
tem, studies need to include diversity in the resources theymeasure and
use across many different systems to predict resilience.

Indeed, studies of adolescent depression that are not specific to
sub-Saharan Africa report PFPs associated with a variety of systems.
For instance, meta-analyses and systematic reviews of readily modi-
fiable protective factors identified biological/physiological PFPs
associated with physical health, including healthy diet, proper sleep
hygiene and physical activity (Cairns et al., 2014; Dale et al., 2019;
Rodriguez-Ayllon et al., 2019). Dale et al. (2019) also found that

physical activity encouraged self-esteem, a psychological strength
associated with lower depression. Other psychological strengths
associated with lower depression include optimistic/hopeful mean-
ing making, problem solving, self-regulation, and agency (Gillham
et al., 2011; Rincon Uribe et al., 2022). Social systems (e.g., families,
schools) are also associated with PFPs that support adolescents to
avoid elevated depression symptoms. Rueger et al. (2016), for exam-
ple, conducted a meta-analysis of 341 studies documenting associ-
ations between social support and adolescent depression. Support
from family had the largest significant protective associations (for
adolescents of all ages), followed by support from peers (especially
for younger adolescents), teachers, and close friends. Girls and boys
benefitted equally from these supports. There is also some evidence
(albeit limited) that the physical ecology (i.e., access to green spaces)
supports adolescent mental health, including low depression
(Vanaken & Danckaerts, 2018).

Multisystemic approaches to resilience are mindful that situational
and cultural context shape the PFPs that support at-risk adolescents to
achieve positive outcomes (Masten et al., 2021;Ungar&Theron, 2020).
For example, religion/spirituality – which is integral to traditional
African and African American culture – was associated with lower
depression in African American adolescents and Africans exposed
to compound adversities (Freeny et al., 2021; Ojagbemi & Gureje,
2020). In contrast, a review of studies with mostly Caucasian adoles-
cents reported ambivalent associations for religion/spirituality and
mental health outcomes, including depression (Cotton et al., 2006).
It was suggested that negative interpersonal experiences in faith-based
communities limited the resilience-enabling value of religion/spiritual-
ity. PFP sensitivity to contextual dynamics like this discourage gener-
alization of the PFPs reported in studies conducted in high income
countries (HIC) to LMICs like South Africa.

Sub-Saharan adolescent resilience to depression

Two systematic reviews of South African and other sub-Saharan
child and youth resilience studies showed that relational resources
(typically support from family, peers/friends, and teachers) and
psychological strengths (typically agency and adaptive meaning
making) are the most prominent PFPs (Theron, 2020; Van
Breda & Theron, 2018). There was limited evidence of institu-
tional/structural and ecological PFPs, but both reviews reported
faith-based practices as having resilience-enabling value for
African adolescents. While these reviews were not specific to
depression, the 120 studies included in them reported resilience
to stressors that place young people at high risk for depression.

More recently, individual sub-Saharan studies that were specific
to depression have repeated the PFPs reported in the reviews by
Theron (2020) and Van Breda and Theron (2018). For example,
Nyundo et al. (2020) conducted a household-based cross-sectional
study with 7,662 adolescents (aged 10–19 years; mean age, 14.4)
from six sub-Saharan countries (Burkina Faso; Ethiopia; Ghana;
Nigeria; Tanzania; Uganda). Making adaptive meaning of life
(i.e., being satisfied) and a supportive home environment were
negatively associated with elevated depression symptoms. In addi-
tion, and as documented in non-African studies (Salk et al., 2017),
Nyundo et al. (2020) found that male adolescents were at lower risk
for depression. Similarly, a network analysis showed that adaptive
meaning making (e.g., being joyful) and a supportive family were
central to the well-being (including low depression) of a sample of
Kenyan adolescents (N= 2194; average age: 15.21) (Campbell &
Osborn, 2021). Family-related resources (specifically higher levels
of supervision and warm parenting) were also associated with
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lower levels of depression among 926 HIV-infected adolescents
(aged 10–19) from a significantly impoverished province in
South Africa; over time, improved communication between ado-
lescents and their caregivers resulted in reductions in depression
symptoms (Shenderovich et al., 2021). Moderate levels of parental
supervision and high levels of parental warmth were also associ-
ated with low depression among a sample of 13–24-year-olds
(N= 891; majority self-identifying as Black) living in resource-
constrained municipalities in South Africa (Theron et al., 2022).
A study with a similarly challenged sample of South African 14–
24-year-olds (N= 576, majority self-identifying as Black) identi-
fied significantly lower levels of depression for those adolescents
who reported high cultural engagement, including embracing
spiritual beliefs and participating in organized religion (Theron
et al., 2022). These protective effects did not hold for adolescents
who reported nominal levels of cultural engagement.

The present study

The multisystemic science of resilience encourages identification
and understanding of contextually relevant PFP combinations
(Masten et al., 2021; Ungar & Theron, 2020). While there has been
some systematic study of the multisystemic PFPs associated with
sub-Saharan adolescent resilience (Theron, 2020; Van Breda &
Theron, 2018), this is less so when depression is the outcome.
Isolated sub-Saharan studies point to the importance of personal
psychological and family PFPs (Campbell & Osborn, 2021;
Nyundo et al., 2020; Shenderovich et al., 2021; Theron et al.,
2022), but do not support understanding of the protective value
of other co-occurring systemic resources (e.g., relational resources
outside of the family, Rueger et al., 2016; ecological resources,
Vanaken & Danckaerts, 2018) among adolescents at risk for
depression. Further, barring exceptions like the Shenderovich
et al. (2021) longitudinal study, cross-sectional studies have mostly
informed insights into the PFPs associated with low depression
among sub-Saharan adolescents. Importantly, individuals can
show similar depression scores cross-sectionally but different tra-
jectories of depression over time (Bonanno, 2004).

Thus, to better understand the multisystemic resources that
protect a sample of sub-Saharan (i.e., South African) adolescents
from reporting elevated symptoms of depression over time in a
context of chronic risk, we conducted a concurrent nested mixed
methods study. This mixed methods design collects quantitative
and qualitative data at the same time and integrates them during
data analysis/interpretation (Hanson et al., 2005). The purpose of
the quantitative study (Study 1) was to investigate if different tra-
jectories of depression are characterized by trajectory-specific
combinations of multiple resource systems at baseline and if
resource diversity (as an overall indicator for the presence of
resources from multiple systems) over time provides further
explanation of the various depression trajectories. The purpose
of the qualitative study (Study 2) was to better understand the
nature of the resource diversity associated with each trajectory
identified in Study 1 (i.e., to nest the qualitative findings in the
identified trajectories).

Study 1: longitudinal quantitative survey data

In Study 1, we first applied longitudinal mixture modeling to iden-
tify distinct developmental trajectories of depression over the
course of 2 years (based on three assessments). Based on prior
longitudinal resilience studies (e.g., Bonanno, 2004), we expected
the identification of four trajectories: a stable low, decreasing,

worsening, and chronic high depression trajectory. We also
expected that the stable low trajectory would show the largest
group size.

Based on the identified trajectories, we tested two hypotheses.
Specifically, we hypothesized that: (1) the stable low depression tra-
jectory shows significantly higher scores in multiple resource sys-
tems and resource diversity compared to all other trajectories at
baseline, and (2) the stable low depression trajectory shows the
highest resource diversity over time.

Study 2: longitudinal qualitative data

In Study 2, we invited participants to use an arts-based method
(Draw-and-Write [D&W];Mitchell et al., 2011) to self-report what
they had experienced as resilience-enabling. Following reflexive
thematic analysis (RTA) design logic (Braun & Clarke, 2022),
and its respect for “participants’ contextually situated experiences,
perspectives, and behaviors” (Braun & Clarke, 2022, p. 8), we
anticipated that participants would report single or multiple
resources from single or multiple resource systems. We also antici-
pated that relational and faith-based resources would be promi-
nent, given the former’s prominence in African studies of
resilience (Theron, 2020; Van Breda & Theron, 2018) and the lat-
ter’s significance to the mental health of Africans (Ojagbemi &
Gureje, 2020; Tomita & Ramlall, 2018).

Method

The University of Pretoria’s Faculty of Health Sciences Research
Ethics Committee and Faculty of Education Ethics Committee
approved the quantitative and qualitative studies that comprised
our concurrent nested mixed methods study (UP17/05/01).
These studies replicated the quantitative and qualitative phases
of the Resilient Youth in Stressed Environments (RYSE study;
Ungar et al., 2021), but implemented them concurrently. As in
the RYSE study, participants were invited to participate three
times. Starting in March 2020, the baseline iteration was arranged
at a participant’s convenience and the first and second iterations
were each scheduled 6months later (again, at the participant’s con-
venience). Given that many local families engaged in economic
migrancy, the study’s advisory committee recommended a
6-month interval period (compared to the 12-month one used
in RYSE) to limit participant attrition. Participants were modestly
compensated each time (i.e., they received a supermarket voucher
roughly equivalent to $5, $7, and then $9).

Contextualization

The study took place in two adjacent communities (an industrial-
ized town and neighboring township) in the resource constrained
Metsimaholo Municipality of the Free State Province, South Africa
(SA). Environmental degradation, violent crime, aging and inad-
equate infrastructure (associated with regular power and water
cuts), economic insecurity, and poor service delivery are hallmarks
of this municipality. In SA, as in much of sub-Saharan Africa, such
municipal disadvantage is endemic (Canham, 2018; Fransman &
Yu, 2019), and associated with higher incidence of depression
(Mungai & Bayat, 2019). As is typical in South Africa
(Babatunde et al., 2020), adolescents in this municipality had lim-
ited – if any – access to mental health services.

Further, both communities were largely dependent on the
petrochemical industry for their livelihood. The economically
volatile nature of this industry translated into widespread exposure
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to financial uncertainty. Also, the petrochemical industry draws
many migrant workers. The ensuing financial and social cohesion
stressors are typically associated with poorer family and commu-
nity functioning, interpersonal conflict, and psychological distress
(Ungar et al., 2021).

The temporal context of the study is important too. It com-
menced just prior to South Africa’s first COVID-19 lockdown
(March 2020), withmost of the data collected during less restrictive
lockdown periods (May 2020 to December 2021). The COVID-19
pandemic, and related lockdown challenges in the course of
2020–2021, worsened disadvantage. In particular, it deepened
the prepandemic economic vulnerability that characterized
resource-constrained municipalities in South Africa (Schotte &
Zizzamia, 2022), and placed adolescents in such communities at
heightened risk for depression (Haag et al., 2022).

Participants

Using flyers and word-of-mouth (that paraphrased flyer content),
study gatekeepers purposefully recruited adolescents who fit the
following eligibility criteria: 14–24 years old; resident in either
of the two adjacent study communities; direct/indirect experience
(negative or positive) of petrochemical industry impacts (e.g.,
industry-related layoffs of themselves or family members; indus-
try-sponsored community investment programs); and English
literate. In addition, the study team placed advertisements about
the study (including the inclusion criteria) at local schools and
popular shops. Finally, participants were also invited to nominate
eligible peers.

In total, N= 317 adolescents participated in the study. At base-
line, n= 316 persons participated, n= 218 at the second assess-
ment (attrition rate to baseline: 31.01%), and n= 183 at the
third assessment (attrition rate to baseline: 42.09%). From this
sample, n= 176 participated at all three assessments and n= 223
participated at least twice. Because the present study focused on
development over time, this latter group was chosen for analyses.
The total sample and analysis sample did not show significant
differences for any of the analyzed variables.

At baseline, 64.60% of the participants who participated at least
twice in the study (n= 223) were female and the mean age of this
sample was 17.16 years (SD= 1.73, range= 15–23). The self-iden-
tified ethnicity was as follows: 81.60% Black, 16.10%White, 1.30%
Mixed Race, and .90% Indian. Also, 99.10% were school students
and 7.20% had a part-time job. On average, the participants lived in
a household with M= 4.64 individuals (SD= 1.58, range= 1–11).
Furthermore, the mothers of 87.40% of the sample were alive,
62.80% had a secondary education or higher, and 42.20% were
employed. Regarding the fathers, 71.70% were alive, 51.60% had
a secondary education or higher, and 48% were employed.

Data collection

Two research assistants (RAs; interns completing a master’s
degree in research psychology) facilitated the data collection.
This was mostly done in person, using interview-style completion
processes. In instances when lockdown conditions prohibited
meeting with participants in-person, the RAs requested partici-
pants to complete the measures online and the qualitative activity
virtually. In these instances, participants received a small amount
of data for their phones or computers to offset the burden of
online data collection.

Quantitative measures
The present analyses are based on the three essential dimensions
of resilience research (Ungar, 2019): an outcome to indicate an
individual’s resilience over time (i.e., depressive symptomatology),
three risk indicators (i.e., family adversity, victimization by
community, neighborhood/community risk), and six resources
(i.e., physical health, peer support, personal strength, caregiver
support, contextual support, diversity). Table 1 reports the corre-
lations between the measures as well as their respective means,
standard deviations, missingness, and reliability.

Outcome: depressive symptomatology. Depressive symptomatology
was indicated via self-report using the Beck Depression Inventory-II
(BDI-II; Beck et al., 1996). The BDI-II measures 21 different symp-
toms of depression over the past two weeks. Using symptom-
specific 4-point-Likert scales, participants are asked to rate the
experience of symptoms such as sadness, guilt, sleep, and appetite.
Higher sum-scores indicate higher levels of depressive symptoma-
tology (range: 0–63). The BDI-II is validated for South African
youth (i.e., university students, Mage= 21.70 years, SD = 13.51
years; Makhubela & Mashegoane, 2016).

Risk: family adversity. The experience of 10 different types of
adversity within the family such as death, divorce/separation of
parents, violence, parental mental and physical illness, foster
parenting, and parental incarcerationwas indicated via a shortened
form of the Life Events Questionnaire (Labella et al., 2017).
Originally, the scale asked the parents to answer for their child.
In this study, participants reported if they had experienced each
of these events via a Yes/No response option. The sum-score
ranged from 0 to 10.

Risk: victimization by community. We used the 7-item adaptation
of the Victimization by Community subscale of Exposure to
Violence Scale (Ruchkin et al., 2004) to assess self-reports of expe-
riences of violence in the community, such as having been chased
by gangs or individuals, beaten up ormugged, or shot at with a gun.
The Likert-scale ranged from 1 (None) to 5 (10þ times). The sum-
score ranged from 7 to 35.

Risk: neighborhood/community risk. Participants reported their
perception of their community using the 10-item Perception of
Neighborhood Scale (Ruchkin et al., 2004). Using a 4-point -
Likert scale (1 = definitely not true to 4= definitely true), they
rated their sense of social cohesion, safety, ecological degradation,
and illegal activity. There are seven positively worded items and
three negatively worded items. In order to indicate neighbor-
hood/community risk, the seven positively worded items were
recoded and all items were summed to form a total score (range:
10–40).

Resource: physical health. Physical health was indicated via 14
items from the 20-item version of the Medical Outcomes Study
questionnaire (MOS-20; Stewart et al., 1988). These items indicate
different aspects of physical health: physical functioning (6 items),
role-physical functioning (2 items), current health perceptions
(5 items), as well as pain (1 item). First, the items were transformed
to have a range from 0 to 100, and then averaged (Ware et al.,
1992). Higher scores indicate better physical health (range: 0–100).

Resource: peer support. The Peer Support Scale (Lerner et al., 2005)
was used to indicate each participant’s perceived peer support. It
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Table 1. Sample characteristics: correlations, descriptive statistics, and reliabilities

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16

1. Sex

2. Age .25**

3. Depression T0 −0.13 −.15*

4. Depression T1 −.16* −0.04 .49**

5. Depression T2 −.21** −0.04 .44** .48**

6. Family adversity 0.05 0.12 .18** .16* 0.07

7. Victimization by community .16* 0.02 0.1 .21** 0.14 .34**

8. Neighborhood −0.08 0.12 .15* .22** .17* .22** .25**

9. Physical health −0.14 −.35** −.22** −0.11 −0.12 −.14* −.16* −.16*

10. Peer support −0.09 −.30** −.16* −.19** −0.12 −0.12 −0.12 −.28** .24**

11. Personal Strength 0.02 0.03 −.46** −.31** −.31** −0.01 −0.1 −.19** .18** .15*

12. Caregiver support 0.02 0 −.45** −.43** −.33** −.29** −.20** −.34** .18** .25** .41**

13. Contextual support −0.03 −0.03 −.36** −.32** −.17* −0.11 −0.08 −.37** 0.11 .33** .51** .62**

14. Diversity T0 −0.09 −.28** −.41** −.37** −.29** −.22** −.20** −.37** .62** .72** .53** .64** .64**

15. Diversity T1 0.01 −0.04 −.32** −.57** −.36** −.14* −.17* −.29** .18** .36** .40** .52** .45** .53**

16. Diversity T2 0.02 −.15* −.26** −.41** −.31** −.18* −0.07 −.15* .17* .19** .19* .42** .33** .38** .63**

Mean – 17.16 12.82 12.63 11.99 2.25 8.17 24.32 72.92 12.3 17.31 29.26 56.65 1.41 1.42 1.4

SD – 1.73 10.37 9.99 12.08 1.75 1.77 4.98 22.35 2.79 2.53 4.79 8.29 0.13 0.13 0.17

Percent missing 2.2 1.35 0.77 0.71 0.49 1.3 0.64 0.67 1.6 0.22 0.27 0.26 0.38 – – –

Reliability (ω) – – 0.91 0.9 0.94 0.53 0.72 0.79 0.91 0.91 0.63 0.75 0.8 – – –

Note. N= 223 at T0 (Baseline), N= 216 at T1, N= 183 at T2. *p< .05, **p< .01. ω= Omega reliability.
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consists of four items, such as “My friends care about me”, and uses
a four-point Likert scale (1 = “Never true” to 4= “Always true”).
The sum-score ranges from 4 to 16 with higher scores indicating
higher perceived peer support.

Resources: personal strength, caregiver support, contextual
support. The Child and Youth Resilience Measure (CYRM-28;
Ungar & Liebenberg, 2011) assesses 28 resources of young people
aged 11–23 years that have been shown to be relevant for an indi-
vidual’s capacity to show resilience across different risk contexts
across cultures. The items are evaluated using a 5-point-Likert
scale ranging from 1 (Not at all) to 5 (A lot). The CYRM-28 covers
three broad resource systems (based on a factor structure specific
to South Africa, see van Rensburg et al., 2019): personal strength
(five items covering personal and social skills; range of sum-score:
5–25), caregiver support (seven items covering physical and
psychological caregiving; range of sum-score: 7–35), and contex-
tual support (14 items covering spiritual, educational, and cul-
tural/community resources; range of sum-score: 14–70).

Resource: resource diversity. To indicate a person’s resource diver-
sity (i.e., howmany different resource systems and resources a par-
ticipant is reporting and how they are distributed), we adapted one
of the most common diversity indices from biodiversity, namely
Shannon’s Diversity Index (Hagerty et al., 2020; Morris et al.,
2014). In biodiversity research, Shannon’s Diversity Index reflects
the richness of different species (i.e., the respective number of dif-
ferent plants or animals) as well as their evenness (i.e., how evenly
plants or animals are distributed) within defined communities or
spaces. Translating this approach to resilience research means that
the resource diversity index is a combination of an individual’s
available resources from different systems (resource richness) as
well as a measure of the extent to which these resources are evenly
distributed across systems (resource evenness).

The biodiversity index is based on equally sized communities.
For example, if each community has room for a total of 1000
plants, the researcher measures how many different species are
available, howmany plants per species are available, and if the spe-
cies are evenly distributed within each community. However, in
social resilience research that takes place in natural settings, it
would be challenging to select a priori individuals with an equal
number of resources. In the language of biodiversity, participants
will not necessarily have “equal size” communities. For instance,
Person A might have a total of 10 resources from three different
resource systems and Person B might have a total of 20 resources
from the same three systems. Therefore, in the present study,
applying Shannon’s Diversity Index in its original form would
result in an individualized resource diversity index which biases
results. Hence, the diversity index was adapted so that each indi-
vidual’s diversity index was based on the maximum number of
potentially available resources defined by the number of resources
assessed by the study.

Thus, the applied resource diversity index was based on the five
resource systems enumerated in the preceding sections (i.e., physi-
cal health, peer support, personal strengths, caregiver support, con-
textual support). To calculate the resource diversity index: (1) all
items were recoded to have a range from 0 to 100; (2) a mean score
was calculated for each respective resource system based on the
recoded items leading to a possible range of 0–100 where 100 indi-
cates that all resources of a respective system are available, and
resulting in a maximum number of potentially available resources

of 500; and (3) the diversity index was calculated. Higher scores
indicate higher resource diversity.

Covariates. The participants’ age (in years) and sex (female, male)
were included as control variables.

Qualitative methods
Draw-&-Write (D&W). Following the methodological advice of
Mitchell et al. (2011), we invited participants to draw any
resource/s that they had experienced as resilience-enabling and
to provide a written explanation of their drawing. Specifically,
we asked participants to reflect on what had helped them to “do
well/be okay” when life is hard, draw whatever that was, and then
explain what they had drawn in a couple of sentences. The benefit
of this broad prompt was that it did not bias participant response to
any particular resource/s. Further, by explaining what their draw-
ing meant, participants helped the research team to “marry up”
(Angell et al., 2015, p. 25) the visual and narrative content, thereby
managing researcher bias in our interpretation of the data.

The two RAs facilitated each D&W activity in person (lock-
down conditions permitting) or virtually. They prefaced the activ-
ity by reminding participants that the research team was interested
in the content of the drawing and its explanation, rather than the
quality of the drawing. In instances when lockdown conditions
prohibited meeting with participants in-person, the RAs requested
participants to make the drawing on any available paper using any
available medium. Participants scanned or photographed their
drawing and explanation and shared these with the RAs via email,
short message service (SMS), or WhatsApp.

Data analysis

Quantitative data analysis
Because data on the item level was not missing completely at ran-
dom (Little’s MCAR test: p< .05 for all three assessments), data
was imputed for all missing item scores. This was done using a
nonparametric multiple imputation method via random forest
during the data preparation using missForest (Stekhoven &
Bühlmann, 2012) in R version 4.2.1 in RStudio 2022.07.2 (R
Core Team, 2022), except for age, sex, and family adversity and
when a participant had more than 30% missing items for a scale
(see Table 1 for an overview of the missingness before imputation).
Item-level data imputation was only done when a participant had
completed an assessment. Because n= 176 completed all three
assessments and n= 223 completed at least two, potential missing
data for n= 47 participants was imputed at only two assessments.
During model estimation procedures, full information maximum
likelihood was used so that individuals with missing total scores at
an assessment or who only participated twice did not need to be
excluded from the analyses.

Given the research question of this study, a stepwise, three-stage
approach was used. First, the adequate number of depression tra-
jectories was estimated using common longitudinal latent growth
modeling (LGM), and the final trajectory membership of each par-
ticipant was determined by longitudinal data partitioning based on
the shape of each participant’s trajectory. Second, we applied
multivariate non-parametric testing to identify significant
differences between the estimated trajectories in the presented
risks and resources at baseline. Third, we applied multilevel longi-
tudinal modeling to test if the identified trajectories of depression
differ in how a participant’s resource diversity develops over time.
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Identifying trajectories of depression. A two-step procedure was
used to identify potentially different trajectories of depression over
the course of the study. First, established LGM via Mplus version 8
(Muthén & Muthén, 2017) was used to estimate the correct model
specifications (fixed/random intercept and/or slope) and the
adequate number of trajectories. In latent growth modeling, differ-
ent numbers of trajectories are tested and compared using model
fit criteria to select the best fitting model to the data. Each esti-
mated trajectory indicates a distinct developmental pattern for
depression over time that is shared by a significant proportion
of individuals in the study’s sample. Following the approach by
van der Nest et al. (2020), we started with the most constrained
model, i.e., a group-based trajectory model (GBTM). In a
GBTM, depression at baseline (i.e., the intercept) and the rate of
change in depression over time (i.e., the slope) are only allowed
to vary between the trajectories and not between the individuals
of each trajectory (fixed intercept and slope); error variance was
the same across time and trajectories. The selection of the best-fit-
ting model was based on each model’s Bayesian Information
Criterion (BIC; the lower the better; the preferred criterion accord-
ing to Nylund et al., 2007), the bootstrap likelihood ratio test
(BLRT; tests if a model with an additional trajectory is a better
fit to the data; Nylund et al., 2007; van der Nest et al., 2020),
and model parsimony and theory (Bauer & Curran, 2003;
Geiser, 2013). Next, we tested in a stepwise manner if models with
fewer constraints would fit the data better: a latent class growth
model (LGCM; no within-trajectory and only between-trajectory
variability in the intercept and slope), and a growth mixture model
(GMM; random effects on the intercept and slope within each tra-
jectory) based on the BIC (van der Nest et al., 2020). We tested
models with a range of 2–5 potential trajectories.

The approach of LGM is based on the distance between the
scores of all individuals at each timepoint: certain individuals
are grouped into the same trajectory if they show local similarities
(Genolini et al., 2016). Thus, LGM focuses more on the moment
than the actual pattern or shape of the outcome of interest over
time. This can result in the separation of two identical trajectories
into distinct clusters because they shifted over time. Hence, in a
second step, we applied longitudinal data clustering based on
the shape of each individual’s depression trajectory over time to
re-group the participants into the identified number of trajectories
from the first step (Genolini et al., 2016). Shape-based longitudinal
data clustering (SB-LDC) is based on the shape of an individual’s
trajectory over time: individuals whose developmental trajectory of
depression shows a similar shape over time are put into the same
group even though the occurrence of their individual shapes shifts
in time. This analysis results in a grouping variable that indicates
the most likely trajectory membership of each individual. This
analysis was done using the R-package kmlShape (Genolini
et al., 2016).

Differences between trajectories at baseline. To decide if a paramet-
ric or non-parametric test should be used to test for differences
between the identified trajectories in risks and resources at base-
line, we tested the following assumptions of parametric testing:
normal distribution of residuals (via Kolmogorov-Smirnov test)
and homogeneity of covariance matrices (via Box test; Field,
2018). Both assumptions were violated (see results section).
Hence, we applied a multivariate non-parametric test, i.e., the
Extended Multivariate Kruskal–Wallis test (EM-KS; He et al.,
2017) as a global test of significant differences between the

identified trajectories, via the R-package ULT (Maugoust, 2022).
In the case of a significant EM-KS, univariate Kruskal–Wallis tests
with stepwise step-down procedure were conducted as posthoc
tests to get insight into how the groups differed on each variable
(Field, 2018; He et al., 2017).

Predicting trajectory membership via longitudinal patterns of
diversity
Finally, we tested if the trajectories showed significant differences
in how their resource diversity developed over time by applying
multilevel longitudinal modeling (MLLM) via the R-package nlme
(Pinheiro et al., 2022). In general, MLLM takes potential nesting of
individuals into account (Field, 2018): based on an outcome var-
iable, in our case depression over time, it indicates if individuals
show distinct patterns of depression over time. First, we estimated
the best fitting model to the data: model 1 included only fixed
effects (i.e., depression levels at baseline do not vary across individ-
uals and individuals show the same developmental pattern over
time); model 2 included a random intercept and fixed slope (i.e.,
depression levels at baseline vary across individuals, but individ-
uals show the same development in depression over time); and
model 3 included a random intercept and slope (i.e., individuals
vary in their baseline depression scores as well as development over
time). Hence, this first step in MLLM can be seen as a validation of
the LGM and SB-LDC approach. However, MLLM does not cluster
individuals into groups of similar trajectories. Model selection was
based on the log-likelihood ratio test. The best-fitting model was
extended by taking complex error structures into account, i.e.,
autocorrelation and heteroscedasticity, and tested if these exten-
sions led to an increased model fit. Finally, we included all risk
and resource variables from the baseline, the grouping variable that
indicated each person’s depression trajectory, a variable for each
participant’s resource diversity at all three assessments, and an
interaction term between these two variables to test if an individ-
ual’s depression trajectory over time could be explained by its
respective temporal pattern of resource diversity. For a more in-
depth look, we also used univariate Kruskal–Wallis tests with
the stepwise step-down procedure as posthoc tests to indicate sig-
nificant differences between the resource diversity scores of the tra-
jectories at each time point.

Qualitative and nested analyses
Using ATLAS.ti software, and Braun and Clarke’s (2022) RTA
approach, the first author analyzed 10% of the data. This involved
labelling any part of the visual/narrative data that denoted any
resilience-enabling resource (e.g., personal resources like physical
health, positive meaning-making, self-regulation, agency, problem
solving, etc.; relational resources like family or peer support, etc.;
contextual resources like opportunity for education, mental health
services, spaces to exercise or relax, access to technology, etc.; and
cultural resources like faith-based beliefs, organized religion, or
traditional rites of passage). For instance, a drawing of a cellular
phone was labelled “access to technology” and the related explan-
ation about YouTube music “taking the focus off stress and pain”
was labelled “cellphone-supported music eases distress”. Next, the
first author grouped similar codes and assigned thematic labels to
them (e.g., all codes relating to participants being constructively
supported to shift their focus away from what was distressing them
were themed “keeping busy/positively distracted”).

The two RAs who facilitated the D&W activity then used the
thematic labels to code the remaining data. Thereafter, they com-
pared their coding; to resolve the limited number of differences,
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they engaged in consensus discussions (Saldana, 2009). They
shared the coded data with the first author. After she had consid-
ered it, she held further consensus discussions with the RAs to
resolve the isolated instances where she questioned their coding
decisions. Using the lens of multisystemic resilience (Masten
et al., 2021; Ungar & Theron, 2020), she then grouped the thematic
codes into three code groups with subthemes: Personal resources
(i.e., constructive cognition, enabling agency, self-soothing behav-
iors, future orientation); relational resources (i.e., supportive fam-
ily, friends, others); and ecological resources (i.e., opportunities for
constructive downtime; institutional/service supports; faith-based
supports; enabling opportunities for employment/education; ena-
bling physical spaces).

Finally, followingHanson et al. (2005), integration was required
to complete the qualitative data analysis. We used the four depres-
sion trajectories (identified in the quantitative study) to structure
the qualitative findings. To that end, we grouped the analyzed
qualitative data according to participants’ trajectory membership
and considered which, if any, code groups and subthemes were
common across trajectories. We also considered whether any code
groups were unique to a given trajectory, or if they manifested dif-
ferently in a given trajectory. This shed light on the nature of the
resource diversity associated with each trajectory.

Results/findings

Trajectories of depression

According to the BIC, the GBTM with the best fit to the data was
the model with four trajectories (two trajectories= 4628.84, three
trajectories= 4595.18, four trajectories = 4571.74, five trajectories
= 4573.12). The BLRT was significant for all consecutive model
comparisons (p< .01). The additional fifth trajectory of the five-
trajectory solution was an extreme case of an already present tra-
jectory of the four-trajectory solution, with only two participants
included, and thus, based on model parsimony, theory, and the
BIC, the four-trajectory solution was chosen. Next, a four-trajec-
tory LCGA was tested to see if it fit the data better; this was not
the case (BIC = 4578.20).

Based on the existence of four trajectories, we applied shape-
based longitudinal data clustering to group the participants
according to the shape of their depression trajectory. The final tra-
jectories are presented in Figure 1. The trajectory that was shown
by most participants was the Stable Low depression trajectory
(n= 93, 41.70% of the sample [in the LGM model: 55.60%]); it
was characterized by the lowest score of depression across all time-
points. The trajectory that was shown by the second largest number

of participants was the Declining depression trajectory (n= 75,
33.60% [in the LGM model: 31.00%]); it was characterized by a
gradual decline of depression scores over time. The trajectory that
was shown by the second smallest number of participants was the
Worsening depression trajectory (n= 31, 13.90% [in the LGM
model: 9.00%]); it was characterized by an increase of depression
over time. The trajectory that was shown by the least participants
was the Chronic High depression trajectory (n= 24, 10.80% [in the
LGM model: 4.40%]); it was characterized by the highest depres-
sion scores at all assessments.

The Stable Low trajectory showed a significant decline in its
depression score (F= 11.91, p< .01) between T0 (M= 5.83) and
T2 (M= 3.15), but T1 (M= 5.59) did not significantly differ from
T0. The same pattern was estimated for the Declining trajectory
(F= 11.67, p< .01), i.e., depression at T0 (M = 17.94) differed sig-
nificantly from depression at T2 (M= 11.03), but T1 (M= 15.01)
did not significantly differ from T0. The Worsening trajectory
showed significant differences (F= 22.98, p< .01) in its depression
scores between T0 (M= 7.37) and T1 (M= 17.19) as well as T0 and
T2 (M= 27.90). No significant differences were found for the
Chronic High trajectory over time. See Supplemental Table 1 for
all mean scores and standard deviations.

Differences between trajectories at baseline

The residuals of all variables except perception of neighborhood
did not show a normal distribution (p< .05) and the covariance
matrices of the trajectories were not equal (Box M= 175.52,
p< .01). Hence, the Extended Multivariate Kruskal–Wallis test
was used to test for significant differences between the identified
four profiles in the risk and resource variables at baseline. This test
was significant: χ2 = 251.57, df= 39.79, p< .01. The univariate
Kruskal–Wallis tests showed no significant differences (p> .05)
between the trajectories for age, peer support, and perception of
neighborhood. With respect to significant differences between
the trajectories (see Table 2), the Stable Low trajectory showed
no significant differences from the Worsening trajectory in most
analyzed variables at baseline except for caregiver support.
Furthermore, the Stable Low trajectory showed significant
differences from the Declining and Chronic High trajectories in
most variables except family adversity. However, the family adver-
sity score of the Declining trajectory was lower than that of the
Chronic High trajectory. Thus, the nonsignificant difference
between the Stable Low and Chronic High trajectory might be
due to the different sample sizes of both groups. Otherwise, the
Stable Low trajectory always showed significantly higher scores

Figure 1. Mean scores of the identified depression
trajectories.
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in the resources. Furthermore, the Declining trajectory differed
from the Chronic High trajectory by showing significantly higher
scores in personal strength, caregiver support, and resource diver-
sity. Hence, the Chronic High trajectory showed the lowest scores
in most variables.

Longitudinal patterns of resource diversity

First, model fit was estimated for three unconditional models: a
fixed effect model (i.e., individuals do not differ in their baseline
depression score and developmental patterns), a random-inter-
cept-fixed-slope model (i.e., individuals differ in their baseline
depression scores, but not in their developmental patterns), and
a random-intercept-random-slope model (i.e., individuals vary
in their baseline depression scores as well as development over
time). While the random-intercept-fixed-slope model did not sig-
nificantly differ from the fixed effect model (L.Ratio= .85, p> .05),
the random-intercept-random-slope model showed the signifi-
cantly best fit to the data (compared to the fixed effect model:
L.Ratio = 8.18, p< .05). Furthermore a random-intercept-ran-
dom-slope model that accounted for heteroscedasticity and auto-
correlation over time improved model fit (L.Ratio= 4.05, p< .05).
Hence, this model was used to estimate if the trajectories of depres-
sion differ in their longitudinal patterns of resource diversity. The
Stable Low trajectory was the reference trajectory for comparisons.
The only significant difference in longitudinal patterns of resource
diversity was estimated between the Stable Low and Worsening
trajectory (b=−20.20, t=−2.77, p< .01). Figure 2 shows that
while the first trajectory showed a relatively stable resource diver-
sity over time, the latter trajectory showed a decrease in resource
diversity. Posthoc tests confirmed this result. While the resource
diversity score of these two trajectories did not differ significantly

at baseline (mean of Stable Low trajectory= 1.46, mean of
Worsening trajectory = 1.41), they differed significantly at T1
(mean of Stable Low trajectory= 1.47, mean of Worsening trajec-
tory= 1.37, p< .01) and T2 (mean of Stable Low trajectory= 1.47,
mean of Worsening trajectory= 1.33, p< .01). While the
Declining and Chronic High depression trajectories did not differ
significantly in their longitudinal patterns of resource diversity
from the Stable Low depression trajectory, the cross-sectional
resource diversity scores of the Declining and Chronic High
depression trajectories were significantly lower compared to the
Stable Low depression trajectory at each timepoint (p< .05).

Qualitative insights into resource diversity: commonalities
and differences across trajectories

Nesting the qualitative findings in the trajectories allowed us to
identify resource diversity as common across all trajectories, albeit
less present in the Worsening and the Chronically High trajecto-
ries. We also identified two key differences: standalone personal
resources were more prominently reported by participants in
theWorsening and the Chronically High trajectories, whereas par-
ticipants in the Stable Low and Declining trajectories emphasized
relational resources. We detail these themes in what follows.

Multisystemic diversity is common across all trajectories
In all four trajectories, at least half of the participants reportedmul-
tisystemic resource combinations at a single point in time or over
time, including personal, relational, and/or ecological resources.
Variation in these resources over time implied participant flexibil-
ity to make use of a range of resources and/or their social and
physical ecology’s capacity to provide a range of resources.
Further, taken together over time, participant reports of what they

Figure 2. Longitudinal patterns of resource diversity for
each trajectory of depression.

Table 2. Posthoc tests for significant differences between the identified trajectories in risks and resources at baseline

A. Stable low depression B. Decreasing depression C. Worsening depression D. Chronic high depression

Physical health 78.25 B,D 68.70 A 73.46 64.75 A

Personal strengths 18.24 B,D 16.79 A,D 17.42 D 15.29 A,B,C

Caregiver support 31.73 B,C,D 27.75 A,D 29.06 A,D 24.67 A,B,C

Contextual support 67.46 B,D 60.62 A,C 66.01 B,D 58.70 A,C

Family adversity 1.88 B 2.57 A,C 1.97 B 2.78

Resource diversity 1.46 B,D 1.37 A,C,D 1.41 B,D 1.30 A,B,C

Note. Superscripted letters indicate significant differences between trajectories at p< .01.
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had experienced as resilience-enabling often pointed to multiple
resources from a variety of systems. Among these, there was fre-
quent mention of personal resources (mostly psychological
strengths such as hopeful/adaptive meaning making or future-ori-
ented agency); relational resources associated with family, peer,
and school systems; developmentally appropriate resources associ-
ated with contextual systems and the physical ecology (e.g., music,
social media, school- or community-based sports facilities); and
culturally valued supports (e.g., faith-based beliefs and practices).

While these resources were ubiquitous across the trajectories,
there was within and across group heterogeneity that reflected par-
ticipants’ personal circumstances, experiences and/or preferences.
For example, Participant 260 (a Black, female 18-year-old in the
Declining Depression trajectory) identified multiple relational,
school- and faith-related resources and added personal strengths
(e.g., the capacity to self-regulate) in her explanations. This resource
combination remained constant over time (see Figure 3). Like
Participant 260, participants in the Declining trajectory often
included faith-related resources and were inclined to repeat them
over time. In comparison, participants in the Worsening trajectory
were even more likely to include faith-related resources, but these
seldom recurred over time. Participant 108 (a Black, female 20-
year-old in the Worsening Depression trajectory) was one of the
exceptions; she reported a variety of resources over time with some
recurring resources (including faith-based beliefs/practices):

At baseline: I believe in God and he is able. I am left with my sisters, but we
are separated : : : I live with my friends’ aunty. I believe that one day, when
God is ready, I’ll meet my sisters and we will have a proper home like other
people; at Time 1: attending church and listening to music and reading the
bible and also my cellphone helped me to get through all the tough times I
have experienced; I find peace when I’m with my friends and enjoyment.
They are the best that has ever happened to me; at Time 2: I don‘t know
what I could have done without them. I also like playing Facebook and
WhatsApp to ease my mind. I like going on ice-cream and pizza dates;
that’s where I find peace.

Still, even though multisystemic resource combinations
trumped reports of single resources, participants in the
Declining Depression and Stable Low Depression trajectories
reported broader, richer resource combinations compared to par-
ticipants in the higher/worsening depression trajectories. In

particular, participants reporting lower or lessening depression
symptoms were more likely to include resources from the built
or natural environment systems (e.g., libraries or parks) in resource
combinations and to be robustly future orientated. Participant 94’s
(a Black, female 17-year-old in the Stable Low Depression trajec-
tory) resource combinations in the explanations of her drawings at
Baseline, Time 1, and Time 2 illustrate this rich diversity:

This drawing shows my family : : : when times are hard my family will
always be there for me and they support me a lot : : : motivate me and
advise me and now I know what I want in life. What I like about myself
is that I’m a hard worker and a goal getter because one day I want to
see myself successful. Mostly I want to see myself being an example to other
youths. So, in the hard times I know what I want, and I always believe that I
will make it one day (Baseline); what I like is that my parents always advise
me with important things so that one day I can be able to stand by myself
: : : me andmy friend, we love to go to the park when we don‘t have home-
work or jobs to do at home.We go there to have some fun. Every Sunday we
always go to church. I am so happy because I have people who always guide
me in my life. I am a student who is looking forward to her future and I’m
having some big dreams (Time 1); my lovely friend who is always on my
side; she helps me a lot through tough times.We help each other. When life
gets hard on us, we never think of giving up at all. What comes to our mind
is to stand up and focus more on our future because we have a bright future
in front of us. We always put our studies first because that is what we are
capable of. After school we go to the library to study there because it is very
peaceful there : : : I am a student who knows what she wants, and I will
always pray to God for everything in my life (Time 2)

Further, participants in the Worsening and Chronic High
Depression trajectories were more likely to report multiple resour-
ces at baseline followed by single resources at Times 1 and 2 than
participants in the other trajectories. For example, Participant 0-
084 (a Black, female 15-year-old in the Worsening Depression tra-
jectory) drew a building at Baseline and explained:

Schoolmademe feel like themost alive human being ever and hasmademe
somehow feel like I’m going somewhere in life and has made me see things
differently. Being at school helped me to deal with anxiety and the pressure
that I got at home.My teachers at school mademe feel like I‘mvaluable and
important : : : it has been a place of love and kindness.

At Time 1 and 2, however, she drew a single resource: a book
labelled ‘Bible’. The explanation was specific to the helpfulness of

Figure 3. Participant 260’s resources over time.
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faith-based practices: “The Bible has helpedme a lot and guidedme
so much : : : it helped me learn that you have to invite God into
everything; it helped me to learn about the power of prayer” (Time
2). Similarly, Participant 53 (a White, female 15-year-old) drew
multiple resources at Baseline and wrote: “The tree symbolizes
freedom and to grow into what you want to be : : : the earphone
thread leads to family, hope, friends, happiness, respect and music
: : : music makes you dance and feel much better”. At Time 1 she
drew a hand holding a baby’s foot and explained: “The hand of a
mother, because how would you have survived without your
mother : : : together you are just better and can do anything”.
At Time 2, the only resource was herself. She drew a single figure
(Figure 4) and wrote: “In this difficult time that the world is going
through now, it is important to focus only yourself : : : be free and
be strong : : : a perseverer wins”.

No participant included physical health per se as a resource at
any point in time, but some participants in the Stable Low and
Declining trajectories did report multisystemic resource combina-
tions that included healthy food or physical exercise. Participants
in the Worsening and Chronic High trajectories made almost no
mention of healthy food or physical exercise. When food or exer-
cise were included by participants in the Stable Low and Declining
trajectories, they enumerated their mental (rather than physical
health) benefits. For example, Participant 133 (a Black, female

21-year-old in the Stable Low trajectory) included ‘healthy lifestyle’
in the resource combination she identified at Baseline and
explained, ‘My diet matters : : : it helps me think clearly and it
gives me energy. I do well in school when my diet is good’.
Similarly, Participant 130 (a Black, male 19-year-old in the
Declining trajectory) included sport (basketball) in his resource
blend and specified that it “keeps my mind at ease”.

Interestingly, participants in the Declining trajectory were most
likely to include resources that supported constructive downtime
that was essentially active (e.g., playing sport; exercising; working
out in a gym). References to physical activity (in tandem with
multiple other resources) were also often sustained over time.
For example, Participant 28 (a Black, male 16-year-old in the
Declining Depression trajectory) explained his baseline, Time 1
and Time 2 drawings as follows:

I feel like I can express how I’m feeling through the pain when I’m running
on the track. The cross [in drawing] symbolizes God for me – I pray to him
when I need to get through a rough time; he ismy strength. And,my bros – I
love them more than anything. They are always there for me : : : they
helped me get through my depression. My sport life on the track and rugby
field just helps me release all my pressure : : : and my friends are always
there supportingme (Baseline); so, basically God drives me to do big things
: : : I run in athletics because he gives me the strength, along with all the
people I love and who loveme. I’ma very active person – running and play-
ing sport is my escape from the real world (Time 1); the cross represents
where all my strength comes from: God! : : : track represents my passion
for running – running takesmymind off the stressors in life. My family and
friends keep me rooted (Time 2)

Self-reliance characterizes worsening and chronic high
depression trajectories
Personal strengths (e.g., the capacity to take action, make hopeful/
adaptive meaning, self-soothe, or regulate behavior) were reported
by participants across all trajectories, both implicitly and explicitly.
Still, many participants in the Worsening Depression and Chronic
High Depression trajectories reported only personal strengths or
emphasized their own role in coping with hardship. Sometimes,
they linked this to loss (e.g., death) or having experienced destruc-
tive or unreliable relationships. For example, the accounts of
Participant 203 (a Black, male 19-year-old in the Chronic High
Depression trajectory) denoted that loss and subsequent isolation
meant he had to be his own default resource over time:

My mom died a long time ago. I try to do as many things as I can to make
her happy. So, when life is hard, I think about her and realize that nothing
can stop me from achieving and making my mom happy (Baseline); after
the death of mymother, everything changed. I had to face life alone. No one
was there to help me with anything (Time 1); I try to not think of anything
stupid, like killing myself or doing illegal things (Time 2)

Participant 13 (a White, female 16-year-old in the Chronic
High Depression trajectory) was similarly isolated. Over time,
she reported an attenuated combination of resources that repeat-
edly implied human relationships are hurtful:

Whenever I feel down, I listen to music like 21 Pilots because I identify with
them (Baseline); I listen tomusic a lot of the time. It’s easier to findmusic to
relate to rather than people. I also have a huge love for dogs. They are amaz-
ing animals and alwaysmakeme feel safe (Time 1); That [drawing] is a dog,
cat, and book : : : they keep me grounded. When I feel like everything is
bad, I can always count on animals. They never change and they don‘t judge
you. They just be there for you : : : books giveme an escape from all the bad
around. Unlike life, the monsters in the books aren‘t real and that gives me
comfort (Time 2)

Figure 4. Participant 53’s drawing accentuates a self-focus.
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In other instances, participants reporting worsening or constantly
elevated depression symptoms did not explain the genesis of their self-
reliance. They simply accentuated the importance and/or feasibility of
self-reliance. For instance, Participant O-085 (a Black, male 17-year-
old in the Chronic High Depression trajectory) drew a picture
(Figure 5) that celebrated personal agency and personal mastery,
and explained it as follows: “I drew this picture because I want people
to see that they can be their own company in life. You don‘t have to
have anyone in life to get to where you want”.

Also, when participants in the Worsening Depression and
Chronic High Depression trajectories included tangible resour-
ces, they typically made solitary use of them or used them to
avoid human interaction. Use of the pronoun ‘I’ and a sense
of personal responsibility for their wellbeing was emphasized
in how participants explained these tangible resources. For
example, Participant O-095 (a Black, female 18-year-old in
the Chronic High Depression trajectory) drew a green space
and a journal at all three time points; her explanations pointed
to her taking solo action to soothe herself (e.g., “The sound of
running water helped me to be calm : : : I put all my thoughts
and pain on paper”). Similarly, Participant 155 (a Black, female
18-year-old in the Worsening Depression trajectory) repeatedly
reported solo activity. At baseline she said, “My cellphone helps
me to feel better because it makes me avoid a lot of people; music
is a soul healer”, and at Time 1, “My cell phone has helped me a
lot in destressing. I listen to music just to get peace. I eat fast food
to make myself feel better. I eat ice cream while sitting on
my bed.”

Relational resources recur in stable low and declining
depression trajectories
Participants in the Stable Low and Declining Depression trajecto-
ries reported relational resources more often – and more consis-
tently – than participants in the Worsening Depression and
Chronic High Depression trajectories. Their chief source of rela-
tional support was from their family, immediate (including sib-
lings) and extended (mostly grandmothers). In addition, they
referred to support from friends and a range of others (elders, com-
munity members, and teachers). References to friends included
mention of strong, prosocial relational bonds (e.g., “My friends
are my family; they inspire me to do better”, Participant O-042,
a white, male 17-year-old). Participants in these trajectories were
also inclined to emphasize a relational connection to spiritual fig-
ures (rather than just the comforting value of faith-based practi-
ces). There was scant reference to helping relationships with
mental health professionals.

Typically, these relational resources co-facilitated personal
strengths (e.g., making adaptive meaning; being future oriented).
For example, Participant 92 (a Black, female 16-year-old in the
Stable Low Depression trajectory) consistently identified support-
ive people in her faith-based community. At Time 1 she reported
that “The people in church have become like a family to me : : :
they gave me courage and hope : : : I have a purpose to fulfil”.
Similarly, Participant 29 (a Black, male 17-year-old in the
Declining Depression group) referred to his capacity to make
meaning and solve problems in the context of multiple, mostly
informal relational supports. He explained:

Figure 5. Participant O-085’s drawing emphasizes self-reliance and personal agency.
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So, music plays a huge role inmy life because I know it’s never going to turn
its back on me – I have [music] artists that get me through my situations. I
mostly enjoymusic withmy friends : : : when I’mwith them, I forget about
my problems and just enjoy their company. My mom is my everything.
With her on my side, I can get through anything. Her prayers got me push-
ing – I love that woman! My brother is my go-to person. Whenever I need
him, I know that he is there for me. I look up to that oke! : : : Then there is
my human diary, my psychologist (she’s actually a social worker) : : : she
got me releasing things that got me down in the past.

In comparison, participants in theWorsening and Chronic High
trajectories made more frequent mention of support from friends
than from family. Their references to family were mostly to their
immediate family, with mothers being the only source of family-
related support identified by participants in the Chronic High tra-
jectory. While mothers were specifically and repeatedly mentioned
by participants in the other three trajectories too, family-related sup-
ports in those trajectories were not confined to mothers only.
Further, participants in the Worsening and Chronic High trajecto-
ries made almost nomention of support from communitymembers
or teachers. As in the other trajectories, there was scant mention of
support from mental health professionals.

When participants in trajectories showing worsening or consis-
tently high depression symptoms reported relational resources,
they emphasized the regulatory and/or comfort value these rela-
tionships afforded them. For example, Participant 73 (a Black,
female 15-year-old in the Chronic High trajectory) drew her
mother at all three time points. Her explanations emphasized
her emotional reliance on her mother (e.g., “My mom is someone
really important to me, no matter what she says (negative) : : :
When I think of committing suicide, she is the first person to
occupy my mind and I will immediately stop”). Similarly,
Participant O-006 (a Mixed Race, female 16-year-old in the
Worsening trajectory) also repeatedly identified her mother as a
comforting resource (e.g., “My mom : : : my shoulder to cry on”).

While the comfort value of relational resources was also
acknowledged by participants in the Declining and Stable Low
Depression trajectories, they were more likely to also report being
inspired by relational connections. For example, Participant 131 (a
Black, female 19-year-old in the Declining Depression trajectory)
credited her mother for her future-oriented agency and self-effi-
cacy: “My mother is my root, my foundation. She planted the seed
that I base my life on and that is the belief that the ability to succeed
starts in your mind”. Likewise, Participant 71 (a Black, female 16-
year-old in the Stable Low Depression trajectory) drew human fig-
ures at Time 1. She identified them as “my grandparents” and
explained that they raised her as her biological mother was a high
school student who needed to complete her education. Her grand-
parents’ stoicism inspired her:

They motivate me by the way they grew up. There was poor education for
Black people in their time, but they never gave up. They avoided nasty
things like substance abuse, prostitution, crime, etc. They had to be patient
and have perseverance so that they can live their longest healthy life even
when it was tough. That makes me feel like everything is possible. I can
pursue my dreams : : : our generation has many more opportunities than
Apartheid time : : : now education is free, there is financial assistance like
bursaries, etc. (Time 1)

Aligned with traditional African culture and youth socialization
to contribute generatively to their families and communities, this
young woman was not only motivated to improve her own circum-
stances but that of her family as well. At Time 2, she again drew a
human figure and identified it as her biological mother. She
explained: “Seeing her struggling as a single parent makes me to

push harder in my studies so that I can help her in future; I want
her to live like a queen one day”.

Discussion

The current study used a concurrent nested mixed methods design
to identify and better understand the multisystemic supports that
protected a sample of sub-Saharan (i.e., South African) adolescents
from reporting elevated symptoms of depression over time in a
context of chronic risk. This included longitudinal mixture mod-
eling to identify distinct developmental trajectories of depression
and participant-generated arts-based accounts of the resources
that were personally meaningful to how they navigated challenges.
In so doing, our study signifies a departure from the more typical
cross-sectional attention to depression found in studies of sub-
Saharan adolescents and the related tendency to homogenize
and simplify accounts of what protects sub-Saharan adolescents
from reporting elevated depression symptoms.

As presaged by Bonanno (2004), adolescent participants clus-
tered into four depression trajectories: Stable Low, Declining,
Worsening, and Chronic High. It was unsurprising that most par-
ticipants belonged to the Stable Low andDeclining trajectories given
understandings that adaptive trajectories are common (Bonanno,
2021a, 2021b). The total percentage (i.e., 24.7%) of the sample that
fit into the less adaptive trajectories [i.e., Worsening (13.90%) and
Chronic High depression trajectories (10.80%)] also fit current
sub-Saharan adolescent depression point prevalence estimates
(26.9% generally; 29% among at-risk adolescents; Jörns-Presentati
et al., 2021). However, this percentage is much higher than what
was reported for lifetime prevalence of depression among a nation-
ally representative sample of South African 15–17-year-olds: 2.05%
among adolescents not reporting abuse and 6.34% among adoles-
cents reporting abuse (Ward et al., 2018). The higher age range
of our sample could perhaps explain this difference (i.e., older ado-
lescents in a highly challenged environment might have had more
exposure to risks associated with depression), as could the fact that
our study was conducted during the COVID-19 pandemic. As in
other parts of the world, adolescent depression rates in South
Africa rose during this period (Haag et al., 2022).

What distinguished these four trajectories? As anticipated, the
Chronic High trajectory was characterized by limited resources at
baseline and over time. While measured resources showed multi-
systemic diversity, young people’s own accounts attested to an
attenuated resource combination that emphasized personal
strengths, solitary use of contextual resources (e.g., listening to
music alone, praying alone), and friend-/mother-facilitated rela-
tional supports. As theorized by Cotton et al. (2006), the self-
emphasis and narrow range of relational supports could point to
negative interpersonal experiences. Alternatively, sustained higher
levels of depression could have blunted awareness of social, institu-
tional, or ecological supports and/or stunted agency to use them
(Shorey et al., 2022). Whatever the reason, the emphasis on the self
in the narrow resource combination of those reporting higher lev-
els of depression symptoms challenges long-held assumptions
about the protective value of personal strengths as vulnerability
to depression increases in a chronically challenged sub-Saharan
context.

In comparison to the Chronic High trajectory, and contrary to
our first hypothesis, most measured resources (i.e., physical health,
personal strengths, contextual supports) were comparably high for
the Stable Low and Worsening trajectories at baseline. The excep-
tion was caregiver support, with the Stable Low trajectory showing
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a significantly higher score. Similarly, the qualitative findings
showed relational resource prominence among participants in
the Stable Low trajectory, with emphasis on family (i.e., paren-
tal/caregiver) supports. In other words, while multisystemic
resources were more or less equally common to both the Stable
Low and Worsening trajectories at baseline, the Stable Low
resource combination was distinguished by caregiver supports that
appeared to provide a protective edge. This would certainly align
with the emphasis on family supports in Rueger et al. (2016)
meta-analysis of adolescent social supports that protect against
depression and the protective recurrence of caregiver support in
cross-sectional sub-Saharan studies of adolescent resilience
(Campbell & Osborn, 2021; Nyundo et al., 2020; Theron et al.,
2022) and over time (Shenderovich et al., 2021). Caregiver sup-
ports were similarly prominent in systematic reviews of PFPs that
support adolescent resilience in sub-Saharan Africa (Theron, 2020;
Van Breda & Theron, 2018). Nevertheless, while it may be tempt-
ing to credit caregiver support for the sustained low depression
outcome of most participants, it is important to remember that
caregiver supports worked in combination with physical health,
personal strengths, peer support, and contextual supports (spiri-
tual, educational, and cultural/community resources) creating a
dense matrix of co-occurring resources.

Compared to the Stable Low, the Declining trajectory was char-
acterized by significantly lower resource levels of all measured
resources. Without the qualitative insights, it would therefore have
been difficult to explain the decline in depression levels. Contextual
PFPs that supported active and constructive downtimes distin-
guished the resource combinations of young people in the
Declining trajectory. They were most inclined to be active in sports
or to seek out opportunities to be physically active. While physical
activity is strongly associated with lower levels of depression (Dale
et al., 2019; Rodriguez-Ayllon et al., 2019), it was interesting that
participants in the Declining trajectory often reported physical
activity together with friends or appreciated how their friends
cheered them on when they were involved in sports. In addition,
like the Stable Low group, young people in the Declining trajectory
reported a mix of relational resources from their immediate and
extended family and community.

Although resource diversity at baseline did not distinguish
between the Stable Low and Worsening trajectory, their respective
longitudinal patterns of resource diversity were important: the
Stable Low trajectory showed a relatively stable resource diversity
over time, but the resource diversity of the Worsening trajectory
decreased over time, thereby partially confirming our second
hypothesis. In comparison, the longitudinal pattern of resource
diversity of the Declining and Chronic High trajectory was not sig-
nificantly different from that of the Stable Low trajectory, but their
timepoint-specific scores were always significantly lower com-
pared to the resource diversity scores of the stable low trajectory
(hence confirming our second hypothesis).

A closer read of the qualitative findings highlights the culturally
congruent nature of the resource diversity of the Stable Low and
Declining trajectories. While all trajectories included organized
religion and spiritual beliefs which are valued in traditional
African culture (Ojagbemi & Gureje, 2020), these were reported
least in the Chronic High trajectory. In the Worsening trajectory,
faith-based resources were prominent but seldom recurred in the
resource-combinations reported over time. In contrast, they were
regularly included in the Stable Low and Declining resource-com-
binations, also over time. Similarly, the relational resource diversity

(i.e., immediate family, extended family, friends, and a variety of
community members) reported in the Stable Low and Declining
trajectories parallels traditional African valuing of a family-
community network that transcends relational silos (family; com-
munity) and biological connections. In a family-community,
friends/community members are regarded as kin and take on
family-like responsibilities (e.g., providing emotional or material
support; co-regulating behavior), as do extended relatives
(Theron & Van Breda, 2021). Family-community connections
might well have compensated for the significantly higher family
adversity score of the Declining trajectory at baseline. Further,
young people in these healthier trajectories sometimes reported
future aspirations that would benefit their families/future genera-
tions (i.e., as valorized in traditional African culture, they wanted to
be productive, generous contributors to the greater collective;
Mhlongo, 2019).

Taken together, and as prefaced by understandings that the
capacity for resilience is rooted in “ordinary” resources (Masten,
2014) that are distributed across multiple systems (Masten &
Cicchetti, 2016; Masten et al., 2021; Ungar & Theron, 2020), our
results and findings confirm that better mental health
outcomes – also over time – are rooted in a multisystemic constel-
lation of everyday resources that co-facilitate positive adaptation.
What our study adds is that constellations characterized by within
and across system diversity and cultural responsiveness are more
protective. While narrower (i.e., limited mention of resources that
support physical health and of school/cultural resources) and rela-
tionship-restricted (typically friends and mothers) resource-com-
binations characterized Chronic High and Worsening depression
trajectories, the opposite was true for Declining and Stable Low
depression. These trajectories showed resource diversity within a
single system (i.e., a range of relational resources within the family
system) and across systems (i.e., a range of personal, social, con-
textual, and ecological resources). Diversity over time implied par-
ticipant flexibility to make use of a range of resources and/or their
social and physical ecology’s capacity to provide a range of resour-
ces (i.e., they could well have been connected to resilient systems).
Further, the healthier trajectories included a resource mix that
aligned better with traditional African culture’s valuing of inter-
dependent and enabling mutuality (as expressed in family-
community connections, sustained spirituality, and commitment
to the collective).

Limitations

We recruited young people from the general (not clinical) popu-
lation and invited them to self-report depression symptoms.
Further, we restricted this general population to two disadvantaged
communities in a resource-constrained municipality. Our decision
was informed by the strong association between depression and
socioeconomic disadvantage in South Africa (Mungai & Bayat,
2019), and limited access to mental health services (Babatunde
et al., 2020; Lu et al., 2018; Stelmach et al., 2022). Still, this strategy
could not guarantee high numbers of participants with elevated
depression symptoms.

Our choice of arts-basedmethodology (D&W)was informed by
its popularity in South Africa, both with researchers and adoles-
cents (Mitchell et al., 2011). It is not only associated with rich data
sets, but also with low demands on adolescent capacity to express
themselves verbally (and candidly) to adult researchers. Creating
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conditions to help adolescents express themselves more freely has
proven challenging in sub-Saharan contexts and stymied data gen-
eration (Theron, 2016). While interviews in participants’ mother
tongue might have produced an even richer data set, we considered
the data collected in English rich enough for a concurrent nested
mixed methods design in which the quantitative data were
weighted.

Even though our quantitative study was novel in the sub-
Saharan context, it was not without its own limitations. First, we
used a common data- and theory-driven approach to identify tra-
jectories of depression and were able to replicate the four common
trajectories found in resilience research (Bonanno, 2004; Galatzer-
Levy et al., 2018), but only the most restrictive model fit our data
best. This has been criticized in the past, with concerns about a
related overemphasis of the stable low trajectory (Infurna &
Luthar, 2018). While the identified stable low trajectory was the
largest, the size of this group was lower than in other longitudinal
studies (Bonanno, 2021a). This could reflect the application of
shape-based clustering. Also, the number of participants varied
significantly across the trajectories and the Chronic High trajectory
was especially small. Even though we applied a nonparametric
analysis to account for this and other issues with the data, some
results were still unexpected (e.g., the nonsignificant difference
between the Chronic High and other trajectories for family adver-
sity). Hence, future studies should strive for a larger sample size to
have sufficiently large subgroup (trajectory) sizes for more robust
analyses. Furthermore, the combination of having consecutive
assessments sixmonths apart andmeasuring depression as the out-
come with an instrument that investigates depressive symptoms
within the last two weeks (Beck et al., 1996) could have led to
the nonidentification of important trajectories. Depression might
be a fast-evolving psychopathology (Höltge et al., 2021; Lunansky
et al., 2020). If so, it could have fluctuated more in 6 months than
captured by our study’s design. Hence, future studies are needed
with shorter intervals between assessments that at least match
the timeframe of the outcome. Additionally, all included risks
and resources were self-reported and thus based only on the per-
spective of the individual adolescent. Finally, except for the BDI-II,
all applied measures lack psychometric studies with regards to
their reliability and validity in the context of South African youth
at risk. Even though this study showed sufficient reliability for the
applied measures, their validity in the studied context warrants
future investigation.

Implications for research and practice

Despite its limitations, our study offers useful implications for
future studies of the multisystemic PFPs that could protect sub-
Saharan adolescents from reporting worsening or elevated symp-
toms of depression. A particularly significant resource in the con-
text of multisystemic resilience might be flexibility (Bonanno,
2021b). Although an individual might have a diverse set of resour-
ces available, if the individual is not sufficiently flexible in using the
right resources at the right time and place, then resource diversity
might not be able to predict resilience. While this flexibility was
implicit in young people’s arts-based accounts of PFPs that they
had found meaningful, it would be useful to measure flexibility
in future studies and to explore young people’s capacity for flexi-
bility more explicitly in qualitative work. Further, to be consistent
with the science of multisystemic resilience, future studies should
include a diverse range of resource systems and objective measures

of these (e.g., internal resources such as biological markers of stress
and resilience, Boyce & Ellis, 2005; Geographic Information
Systems (GIS) data, Ungar et al., 2021). Similarly, it will be neces-
sary to investigate the resilience of the systems adolescents are con-
nected to, and within/across system impacts when system
resilience increases or declines. Given the prominence of care-
giver/family supports in sub-Saharan adolescent resilience
(Theron, 2020; Van Breda & Theron, 2018), and understanding
that caregiver resilience is associated with adolescent resilience
(Bruno et al., 2023), future studies of African adolescent resilience
ideally need to investigate their caregivers’ resilience and factors
associated with that resilience. Further, because adolescents also
impact the systems they are connected to (Masten et al., 2021),
it will be important to investigate how changes in adolescent resil-
ience trajectories impact the systems that support them. As sug-
gested by Ungar (2021), all this will require a multidisciplinary
team with the capacity and will to work together in the interests
of advancing multisystemic resilience science.

Moreover, while our study showed that a more diverse/richer
resource combination was associated with greater mental health,
it did not suggest an optimal number of multisystemic resources.
Research investigating the usefulness of the United Nations
Development Program’s concept of accelerators (PFPs that accel-
erate the realization of a sustainable development goal) has
prompted interest in an optimal number of resources (Sherr
et al., 2023). In South Africa, for example, the probability of no
depression in a sample of adolescents from resource-constrained
communities in the Eastern Cape increased from 65.5% to
83.9% with access to a single PFP (community-based services).
However, when this PFP was combined with living in a safe com-
munity and parental praise, the probability rose to 93.1% and
97.9% respectively. When further accelerators were added,
improvements were relatively small. Given dwindling public
resources, especially in Africa and other LMIC contexts, future
studies should explore the possibility of optimal resource diversity
for adolescent resilience to depression and the number of systems
and resources associated with that.

Regarding practice, our study shows that time-point specific
scores as well as patterns over time are important to explain
why some adolescents show mental health resilience and others
do not. Mental health practitioners should preferably not rely
on single timepoint measurements. More importantly, our study
is a timely reminder to practitioners to avoid interventions that
are narrowly focused on building/sustaining psychological
strengths. Instead, practitioners need to partner with adolescent
clients and fundamental systems (e.g., family, peer group, school
community) to build and modify resource networks that are char-
acterised by within/across system diversity and situational/cultural
relevance. Greater mental health benefits will likely accrue from
supporting young people to access and make use of contextually
responsive resource combinations (Ungar & Theron, 2020).

Our study also encourages questioning of culturally biased
developmental myths (e.g., adolescents prefer non-family sup-
ports) and how these might shape the resources adolescents can
access. Specifically, the salience of family supports in our study sug-
gests more appreciation is needed for the continued importance of
parents, siblings, and relatives during adolescence, especially when
conducting studies in LMIC contexts. While a growing number of
studies show this continued importance (Rueger et al., 2016), many
practitioners and communities anticipate that adolescents no
longer require/benefit from family supports. Further, our study
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prompted appreciation of contextually relevant interpretations of
family, including the family-community (Theron & Van Breda,
2021). Relatedly, in sub-Saharan Africa with its very limited num-
ber of mental health practitioners (Babatunde et al., 2020; Lu et al.,
2018; Stelmach et al., 2022), it will be important to involve the fam-
ily and community in supporting adolescents to manage mental
health challenges and build resilience. Task-sharing is one way
of doing this (Karyotaki et al., 2022). The Youth Friendship
Bench, which was developed in Zimbabwe (Broström et al.,
2021), is a particularly promising intervention that signals that
the family-community includes youth capable of task-sharing.
Training youth to support their peers’ mental health in an infor-
mal, friendly conversational way is consistent with traditional
African culture. To fit with the science of multisystemic resilience,
however, it will be important to support these youth to understand
the multisystemic roots of mental health and to avoid an over-
emphasis on personal strengths.

Conclusion

Our study afforded rare insight into the multisystemic PFPs that
supported the mental health of a sample of sub-Saharan (i.e.,
South African) adolescents over time. In the face of relentless
adversity, young people in our study typically reported
Declining or Stable Low depression trajectories; these adaptive
responses were characterized by systemically diverse and contex-
tually responsive combinations of resilience-enabling resources.
The emphasis on family-community and faith-based supports in
these resource combinations matched traditional African valuing
of interdependence and spirituality. Taken together, these results
dampen enthusiasm for accounts of African adolescent mental
health resilience that are culturally neutral, valorizeWestern values
or individual ruggedness, and/or accentuate maladaptive outcomes
to the significant risks that abound in Africa (Kabiru et al., 2013;
Ratele, 2019; Theron, 2020). Going forward, access to culturally
meaningful and multisystemic resource combinations will be
key to protecting the mental health of vulnerable young people
in sub-Saharan Africa, as will the message that their resilience is
not their personal responsibility but a collective one.
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