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Abstract 

Introduction The study of resilience among transition-age youth (aged 16–29 years) living with serious mental 
illness (SMI) has provided a promising new direction for research with the capacity to explore individuals’ strengths 
and resources. However, variability in how resilience is defined and measured has led to a lack of conceptual clarity. 
A comprehensive synthesis is needed to understand current trends and gaps in resilience research among this popu-
lation. The purpose of the current study was to map how resilience has been conceptualized and operationalized 
among transition-age youth with SMI, explore resilience factors and outcomes that have been studied, and recom-
mend areas for future research.

Methods A six-stage scoping review methodology was used to systematically identify relevant empirical literature 
across multiple databases (MEDLINE, EMBASE, PsycINFO, AMED, CINAHL, Scopus), addressing transition-age youth 
diagnosed with SMI and resilience. Topic consultation and reaction meetings were conducted to gather feedback 
from transition-age youth with SMI, researchers, and clinicians during the review process to enhance the applicability 
of the review findings. A meta-narrative approach was used to organize included studies into research traditions (i.e., 
paradigms of inquiry with similar storylines, theoretical and methodological orientations). Resilience factors and out-
comes, and the consultative meetings, were analyzed using content analysis.

Results Twenty-four studies met inclusion criteria (14 quantitative, 9 qualitative, 1 mixed-method). Four research 
traditions were identified, each contributing a unique storyline which conceptualized and operationalized resil-
ience in slightly different ways: Stress Adaptation, Person-Environment Interactions, Recovery-Focused, and Criti-
cal and Cultural Perspectives. Resilience factors and outcomes were most commonly evaluated at the individ-
ual-level or within the immediate environment (e.g., personal characteristics, social support networks). Limited 
research has explored the influence of macro-level systems and health inequalities on resilience processes. Results 
from the consultative meetings further demonstrated the importance of health services and sociocultural factors 
in shaping processes of resilience among youth.

*Correspondence:
Amy E. Nesbitt
amy.nesbitt@mail.utoronto.ca
Full list of author information is available at the end of the article

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://crossmark.crossref.org/dialog/?doi=10.1186/s12888-023-05158-0&domain=pdf


Page 2 of 27Nesbitt et al. BMC Psychiatry          (2023) 23:660 

Conclusion The present results may be used to inform future work, as well as the development of age-appropriate, 
strengths-based, and resilience-oriented approaches to service delivery. Interdisciplinary and intersectional research 
that prioritizes community and youth engagement is needed to advance current understandings of resilience 
among transition-age youth with SMI.
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Background
Over 20% of transition-age youth (age 16–29  years old) 
are living with serious mental illness (SMI), defined as 
mental health conditions that cause substantial disrup-
tions to everyday functioning (e.g., depression, bipo-
lar disorder, schizophrenia spectrum disorders) [1, 2]. 
The onset of SMI for transition-age youth occurs dur-
ing a critical period of development, characterized by 
increased independence and responsibility in social and 
occupational roles, identity formation, and many com-
plex life transitions [3]. Consequently, the experience of 
SMI can have a pronounced impact on young people’s 
developmental trajectory, quality of life, physical health, 
and community engagement [4–6]. Aligning with a shift 
towards strengths-based, recovery-oriented, and early 
intervention service approaches over the past two dec-
ades, there has been a surge of research focused on the 
concept of resilience among transition-age youth [7, 8]. 
Broadly, resilience refers to positive adaptation in the 
face of significant adversity and is considered an impor-
tant component of one’s personal recovery process [8, 9]. 
Finding new pathways and services that foster young peo-
ple’s recovery and resilience is a crucial priority in recent 
national and global mental health strategies [10–12].

Resilience among transition‑age youth
The study of resilience provides a unique framework for 
understanding the complex personal factors and sys-
tems that contribute to youth mental health. Particularly, 
adopting a resilience perspective may re-frame and de-
pathologize conceptions of youth SMI, turning our atten-
tion towards one’s strengths, values, and resources, in 
contrast to a sole focus on individual risks or impairment 
[13, 14]. Additionally, a focus on building transition-age 
youth resilience may inform transdiagnostic models of 
care by identifying protective factors and mechanisms 
that foster positive indices of development and well-
being among young people with diverse experiences and 
diagnoses [15–18].

Importantly, the concept of resilience has evolved over 
time, from early views of resilience as an exceptional 
or fixed trait within an individual [19], to more recent 
research applying a process-oriented perspective [20, 21]. 
From this point of view, resilience is considered a complex, 

fluid, and malleable process that unfolds over time, encom-
passing both aspects unique to the individual (e.g., personal 
qualities) and wider social-ecological features of their envi-
ronment (e.g., one’s social support network and cultural 
context) [18, 22, 23]. Recent work adopting this process-
oriented perspective has begun to address critiques to the 
study of resilience as potentially placing increased pressure 
or responsibility on young people to simply “be resilient”, 
without enough emphasis on the sociocultural and sys-
temic conditions that contribute to resilience via person-
environment interactions [24, 25]. This has also sparked 
new research among transition-age youth with SMI explor-
ing a wide range of biological and psychosocial protective 
factors in connection to clinical outcomes, the effectiveness 
of resiliency-informed interventions, and environmental 
circumstances that facilitate resilience processes during 
this transitional stage of life [26–28].

While a resilience approach clearly shows value and 
promise to understanding transition-age youth’s expe-
rience of SMI, there remains a lack of clarity on the 
meanings, processes, and outcomes of resilience among 
this population. This is, in part, due to the large vari-
ety of ways in which resilience has been conceptu-
alized within the youth mental health literature, as 
this directly impacts the research questions that are 
addressed, and how the concept is understood, opera-
tionalized, and applied [29]. Additionally, there is no 
single resilience theory or model specifically tailored 
to the unique experiences of transition-age youth liv-
ing with SMI to guide further research and practice 
[7]. Prior reviews have synthesized the evolution of 
resilience theory, measures, and outcomes, as well as 
the wide range of biological, psychosocial, environ-
mental and cultural factors that are theorized to influ-
ence resilience among youth and adults [18, 30–34]. 
None of these focused specifically on transition-age 
youth with SMI. As such, current trends and gaps 
within resilience research among this population 
remain unclear. Additionally, researchers have argued 
that engaging community members through consulta-
tions and/or partnerships is an imperative step in resil-
ience research to improve current practices and avoid 
“de-contextualizing” youth’s experiences [35]. This 
is an important limitation to recent reviews of resil-
ience literature undertaken among broader youth and 
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adult populations [30–34]. Integrating the perspec-
tives of youth, clinicians, and researchers can provide 
valuable insights to the study of resilience and improve 
the applicability and uptake of research findings. 
Taken together, a comprehensive synthesis of exist-
ing research is needed to explore how the concept of 
resilience has been studied among transition-age youth 
with SMI.

Present investigation
A scoping review of published research from the last 
22 years was conducted to enhance conceptual clarity in 
this area, identify factors and outcomes that are relevant 
to transition-age youth’s resilience, and recommend areas 
for future research. The review was informed by com-
munity advisory group consultations, a meta-narrative 
approach, and current process-oriented models of resil-
ience within rehabilitation sciences.

A meta-narrative review approach [36] was used to map 
how conceptualizations of resilience have evolved over 
time and across different research traditions. According 
to Greenhalgh et  al. (2005), research traditions are con-
sidered paradigms of inquiry that share similar theoreti-
cal orientations, methodological approaches, conceptual 
papers, and perspectives, which are portrayed through 
an overarching storyline or lens. Meta-narrative review 
is recommended for synthesizing complex, heterogene-
ous bodies of literature where a key concept has evolved 
over time and conceptual clarity is needed. This approach 
is particularly useful for exploring potential tensions and 
knowledge gaps that exist across research traditions [36].

McLarnon and Rothstein’s (2013) conceptual model of 
resilience [20] and Nalder et  al.’s (2019) traumatic brain 
injury resiliency model [21] also guided the focus and 
scope of the present investigation. These models pro-
vided a framework for exploring the transactional nature 

of multi-modal resilience factors and processes believed 
to contribute to resilience over time. Resilience processes 
are depicted as the subjective experience of how individ-
uals negotiate and “bounce back” from adversities within 
their specific context. Based on these process-oriented 
models [20, 21], the following core elements of resilience 
make up the focus of the current review: (1) adversity, (2) 
personal characteristics, (3) environmental resources, (4) 
self-regulatory strategies, and (5) resilience-related out-
comes (see Table 1 for detailed descriptions).

Methods
The scoping review process followed an established six-
stage method [42, 43]. Guidelines and criteria for con-
ducting and reporting scoping reviews were applied [44] 
(see online supplementary file 1 for the PRISMA-ScR 
checklist), as well as recent recommendations for meta-
narrative review [45] and engaging community advisory 
groups [46]. An iterative and team-based approach was 
used with frequent meetings among the multidisciplinary 
review team, incorporating multiple perspectives while 
refining the research design and results. A protocol was 
developed and registered in advance [41].

Stage 1: identifying the research question
The scoping review was guided by two research ques-
tions: (1) How has resilience been conceptualized and 
operationalized (i.e., defined and measured) in the tran-
sition-age youth mental health literature? (2) What fac-
tors influence resilience among transition-age youth with 
SMI, and what outcomes have been studied within the 
context of transition-age youth’s mental health recov-
ery? Questions were specifically developed to address the 
population, concept, and context of interest (PCC mne-
monic) [47]. Each component was defined a priori in the 

Table 1 PCC criteria defining the scope of the current review

PCC Element Definition

Population
Age
SMI

Transition-age youth who have experienced SMI
Middle adolescence (age 15) to the “upper limit” of young adulthood (age 36) [3, 37, 38]
Mental illnesses that cause substantial functional impairment (e.g., major depressive disorders, bipolar disorders, personality disorders, 
anxiety disorders, eating disorders and schizophrenia spectrum disorders) [39, 40]

Concept
Resilience
Core elements

Resilience, including five core elements [20, 21]
“A dynamic process that unfolds over time, involving multiple resilience factors that interact to enable individuals to negotiate 
or recover from stressful life events / adversity” [41]
(1) Adversity: subjective experiences of stress, hardships, trauma, challenges, or other adverse circumstances. (2) Personal charac-
teristics: internal protective / risk factors reflected as individual traits or qualities. (3) Environmental resources: external protective / 
risk factors reflected as social supports, services, resources, or social determinants of health. (4) Self-regulatory strategies / processes: 
the strategies and mechanisms through which young people self-manage their mood, emotions, thoughts, and/or behaviors. (5) 
Resilience-related outcomes: indices of positive development, adaptation, health, well-being etc

Context Research conducted in any individual, community, or health-oriented setting that may reflect the context of transition-age youth’s 
personal mental health recovery
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protocol [41] and are shared in Table 1 to clearly define 
the scope of the review.

Stage 2: identifying relevant literature
A multi-database search strategy was developed in con-
sultation with a health sciences librarian at the University 
of Toronto (see online supplementary file 2). Six elec-
tronic databases were searched to systematically iden-
tify relevant empirical studies: MEDLINE, EMBASE, 
PsycINFO, AMED, CINAHL, and Scopus. Specified 
search terms were explored using keywords and con-
trolled vocabulary (subject / MeSH headings) and 
combined with appropriate Boolean logic. The search 
strategy was peer reviewed by two experienced mental 
health researchers external to the review team using the 
CADTH Peer Review Checklist for Search Strategies [48] 
before being conducted on December 6, 2021. Additional 
sources were identified by manually searching the refer-
ence lists of relevant reviews and the included articles.

Stage 3: study selection
Search results were exported from each database to 
Endnote to remove duplicate files. All search results 
were then transferred to an online systematic review 
software (Covidence) for data management and screen-
ing. Articles were screened in duplicate (AEN, MLdJ) 
using predetermined eligibility criteria defined for two 
stages of screening: i) title / abstract, and ii) full-text 
review. Specific inclusion and exclusion criteria were 
piloted at each screening stage using a subset of 10 ran-
domly selected articles until 80% agreement was met. 
Disagreements were resolved by discussion or the deci-
sion of a third reviewer. Challenges and uncertainties 
were also brought to the attention of the four content 
experts (CMS, SPB, NK, EJN). For inclusion in this scop-
ing review, articles were required to meet the following 
criteria [41]: a) Population: Referred to transition-age 
youth diagnosed or living with SMI. b) Concept: Clearly 
defined or operationalized the concept of resilience from 
a process-oriented perspective. c) Type of source: Con-
tained peer reviewed original research (quantitative, 
qualitative, mixed-method). d) Publication language 
/ date: Written in English and published between 2000 
and 2022. The publication date of included articles was 
limited to the year 2000 onwards (~ 22-year period) 
given two trends that emerged during this time: greater 
adoption of process-oriented perspectives of resilience 
within mental health research [7, 8], and increased focus 
on the developmental period of transition-age youth and 
the evaluation of mental health services for this popula-
tion (e.g., early intervention programs) [1, 38].

Stage 4: data extraction
A standardized charting form was used to extract, organ-
ize, and interpret data from the relevant articles. (1) Gen-
eral document details and study characteristics included 
the APA citation, country, study context, and academic 
discipline. (2) Participant characteristics included age, 
SMI diagnosis, age at onset of SMI, stage of illness, 
demographic information, and sample size. (3) Informed 
by meta-narrative review [36], the following details were 
extracted to capture the interrelated dimensions that are 
shared within a research tradition (conceptual, theoreti-
cal, methodological, instrumental): (a) study purpose and 
research questions / objectives, (b) theoretical frame-
works / models applied, (c) conceptualizations and defi-
nitions of resilience, (d) study design and methods (e.g., 
main methods used, intervention characteristics, inter-
sectional approaches, type of youth engagement) [49], 
(e) resilience measures. (4) Informed by process-ori-
ented models of resilience [20, 21], explanatory variables 
(e.g., predictors, mediators, moderators) and key con-
structs (e.g., qualitative themes) that were emphasized 
and directly linked to resilience-related outcomes were 
extracted and sorted in accordance with the five core 
elements of resilience: (a) adversity, (b) personal charac-
teristics, (c) environmental resources, (d) self-regulatory 
strategies, and (e) resilience-related outcomes. (5) Key 
messages and important results were also extracted to 
supplement the data above and support our interpreta-
tion of the relevance of each paper for this review [36].

One reviewer (AEN) completed extraction for all stud-
ies. A second reviewer (MLdJ), who assisted in the ini-
tial development of the charting form, verified a subset 
of articles (25%) to ensure consistency in data extraction. 
Challenges and uncertainties throughout this stage of the 
review were discussed with the rest of the review team 
(CMS, SPB, NK, EJN), who have research and clinical 
expertise in young adult mental health and resiliency.

Stage 5: collating, summarizing, and reporting the results
To address the first research question, a meta-narrative 
approach was used to synthesize how resilience has been 
conceptualized and operationalized within the transi-
tion-age youth mental health literature [36]. Findings 
were described by mapping conceptualizations of resil-
ience over time and across different research traditions 
(or “paradigms”). The identification of research traditions 
involved grouping articles that reflected a similar con-
ceptual focus (e.g., purpose, key variables), theoretical 
orientation (e.g., resilience frameworks, theorists, defini-
tions), and methodological / instrumental approach (e.g., 
study design, measures), and by considering how resil-
ience was portrayed as an overarching storyline or ‘lens’ 
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[36]. This information was coded using an inductive and 
iterative process until preliminary research traditions 
could be generated, each demonstrating a unique narra-
tive. Research traditions were then further refined, with 
increased focus on analyzing temporal trends, re-visiting 
and cross-referencing information in the original articles, 
and continuously comparing each study and tradition 
[36, 45].

To address the second research question, qualita-
tive content analysis [50, 51] was used to identify types 
of resilience factors and outcomes that have been stud-
ied among transition-age youth diagnosed with SMI. 
Descriptions of the explanatory / outcome variables and 
qualitative themes extracted in the charting form were 
inductively analyzed through a process of open-coding 
and then grouping variables into subcategories. The cod-
ing and abstraction process was guided by two process-
oriented models [20, 21], allowing for further grouping 
of subcategories that aligned with the five core elements 
of resilience (adversity, personal characteristics, environ-
mental resources, self-regulatory strategies, resilience-
related outcomes). This was an ongoing, interpretive 
process, whereby some of the variables extracted were 
re-categorized based on new interpretations, emerg-
ing patterns, and the creation of higher order head-
ings. Bronfenbrenner’s (1979) ecological systems theory 
informed the analysis and interpretation of internal and 
external protective factors identified [52]. Lastly, frequen-
cies (%) and counts (n) were used to synthesize key study 
characteristics, and to supplement the narrative descrip-
tions throughout. Meta-narrative and content analyses 
were conducted by one reviewer (AEN). Preliminary 
analyses to identify research traditions and categorize 
resilience factors and outcomes were reviewed by a sec-
ond reviewer (MLdJ) who acted as a critical friend by dis-
cussing, verifying and challenging interpretations from a 
critical perspective [53]. All members of the review team 
then refined the analyses and results through multiple 
discussions.

Stage 6: community advisory group consultation
Guided by recent recommendations [46], this scoping 
review engaged community advisory groups through-
out the review process to enhance the relevance and 
applicability of the review findings. Following approval 
by the University of Toronto Health Sciences Research 
Ethics Board (REB #: 42495), transition-age youth with 
lived experience of SMI, clinicians, and mental health / 
resilience researchers were invited to participate in con-
sultative meetings at two time points: topic consultation 
and input meetings (before completing study selection), 
and reaction meetings (after synthesizing included stud-
ies). Participants provided informed consent before 

completing a brief demographic questionnaire and par-
ticipating in a focus group.

Topic consultation and input meetings focused on dis-
cussing the scoping review protocol and participants were 
asked to share their perspectives of youth resilience, what 
they would most like to learn from the review, and feed-
back on the review objectives and methods. During the 
reaction meetings, the results of the review were shared, 
and participants discussed their overall impression of the 
findings, recommendations for future research, and how 
this knowledge may be used or applied. Preferences for 
knowledge dissemination were collected at both time 
points. One focus group was conducted with transition-
age youth at each time point (input meeting n = 6; reac-
tion meeting n = 5), and one focus group was conducted 
with researchers and clinicians at each time point (input 
meeting n = 4; reaction meeting n = 7), resulting in a total 
of four consultative meetings (N = 20; one researcher and 
one transition-age youth participant attended both input 
and reaction meetings). Focus group discussions were 
75–90 min in duration.

Two members of the review team (AEN, MLdJ) co-
facilitated the focus groups virtually using a videoconfer-
encing platform (Zoom) and semi-structured interview 
guides. All focus groups were audio recorded, transcribed 
verbatim, and analyzed inductively using qualitative con-
tent analysis [50, 51]. Analyses began with multiple read-
ings of the transcripts to gain a holistic sense of the data 
and reviewing the field notes from each focus group 
discussion. Analyses were conducted using Nvivo soft-
ware and followed a process of open-coding, the crea-
tion of initial categories and higher order headings, and 
abstraction. Findings were reported to capture advisors’ 
perspectives and feedback with exemplary quotes. One 
reviewer (AEN) led the analyses, developed the prelimi-
nary findings, and then sought feedback from a second 
reviewer, who reviewed and critiqued initial interpreta-
tions in the role of a critical friend (MLdJ) [53]. Findings 
were then discussed in depth among the entire review 
team.

Transparency and rigor
Specific methods were employed to enhance the trust-
worthiness and rigor of the review process. Results were 
synthesized and reported in line with the PRISMA-ScR 
Checklist [44]. A detailed audit trail was used to track 
important decisions among the review team [54]. Ongo-
ing reflexive practice was also used to acknowledge how 
our unique positions, backgrounds, and experiences may 
contribute to pre-existing assumptions about youth men-
tal health and resilience, and thus impact methodological 
choices, analyses, and interpretations. Reflexivity encour-
aged the review team to consider and confront potential 
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biases and power differentials during the research activi-
ties [45, 53].

Results
The initial search identified 6,872 unique articles fol-
lowing the removal of duplicates. Following the 2-stage 
screening procedures, 397 full-texts were reviewed for 
eligibility. A total of 24 published articles met all inclu-
sion criteria and were included in this review (see Fig. 1 
for the PRISMA flow diagram).

Study characteristics
The 24 included studies were published between 2003 
and 2021, and were from diverse geographic locations, 
including the U.S.A. (n = 7), Australia (n = 3), Brazil 
(n = 3), Canada (n = 2), Korea (n = 2), Italy (n = 1), The 
Netherlands (n = 1), New Zealand (n = 1), Norway (n = 1), 
South Africa (n = 1), Spain (n = 1), and Switzerland 
(n = 1). Based on the author affiliations and publication 
journal, the academic disciplines of the included articles 

were: psychiatry (n = 12), psychology (n = 7), nursing 
(n = 2), medicine (n = 2), and interdisciplinary (n = 1). 
Study and participant characteristics are summarized in 
Table 2.

Included studies often involved transition-age youth 
with mixed or any SMI (41.6%), however many studies 
focused on specific diagnoses, including major depres-
sive disorder (29.2%), schizophrenia spectrum disorders / 
psychosis (16.7%), personality disorders (8.3%), and eating 
disorders (4.2%). Due to the inclusion of studies using ret-
rospective methods, research participants ranged in age 
from 13–37 years old. Mean age ranged from 14.9 years 
(middle adolescence) to 35.6  years (young adulthood). 
Ten studies reported the age at onset of SMI as occurring 
during adolescence, young adulthood, or both (onset was 
not clearly reported in 14 articles). Six studies focused on 
experiences of youth navigating a first episode [58, 61, 69, 
72, 74, 76], four studies focused on chronic / recurring 
SMI [26, 62, 71, 75], and three studies described partici-
pants as “recovered” or in recovery [56, 70, 73] (stage of 

Fig. 1 PRISMA flow diagram for scoping reviews
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Table 2 Details of included studies (N = 24) exploring resilience among transition-age youth with SMI

Author Country Participant Characteristics: Diagnosis (Dx), Onset of 
SMI, Age (Range, Mean ± SD), Sex/Gender (%), Race/
Ethnicity (%)

Sample Size (N) Academic Discipline

Seok et al. (2012) [55] Korea Dx: Major Depressive Disorder (MDD). Onset: n/r
Age: M = 31.9 ± 1.8 years. Sex/Gender: 73.1% Female. 
Race/Ethnicity: n/r

N = 26 Psychiatry

Fischer et al. (2018) [56] U.S.A Dx: Major Depressive Disorder (MDD). Onset: n/r
Age: M = 18.9 ± 2.5 years. Sex/Gender: 100% Female. 
Race/Ethnicity: 65% White

N = 20 Psychiatry

Konradt et al. (2018) [57] Brazil Dx: Major Depressive Disorder (MDD). Onset: n/r
Age: 18–29 years (M = 23.98 ± 3.38). Sex/Gender: 75.8% 
Women. Race/Ethnicity: n/r

N = 61 Psychiatry

De Berardis et al. (2020) [58] Italy Dx: Major Depression. Onset: Young adulthood
Age: 18–37 years (M = 25.2 ± 3.8). Sex/Gender: n/r. 
Race/Ethnicity: n/r

N = 103 Psychiatry

Vieira et al. (2020) [59] Brazil Dx: Major Depressive Disorder (MDD), Bipolar Disorder 
(BD). Onset: n/r
Age: MDD: M = 26.02 ± 2.13 years; BD: 
M = 25.78 ± 2.11 years
Sex/Gender: 75.2% Female. Race/Ethnicity: 64.1% 
White

N = 407 Psychiatry

Peters et al. (2021) [60] Brazil Dx: Major Depressive Disorder (MDD). Onset: n/r
Age: 18–29 years. Sex/Gender: 78.3% female. Race/
Ethnicity: n/r

N = 106 Psychiatry

Fergusson et al. (2003) [61] New Zealand Dx: Major Depression. Onset: Young adulthood
Age: 14–21 years. Sex/Gender: 49.8% Female. Race/
Ethnicity: n/r

N = 403 Psychology

Gralinski-Bakker et al. (2004) [26] U.S.A Dx: Any clinically diagnosed SMI, defined as serious 
psychiatric disorder requiring inpatient hospitalization 
for 2–12 months. Onset: Adolescence (M = 14.4 years)
Age: T1: M = 25.8 years; T2: 26–35 years (30.35 ± 2.26)
Sex/Gender: 53% Women. Race/Ethnicity: n/r

N = 49 Psychology

Hauser et al. (2007) [62] U.S.A Dx: Any clinically diagnosed SMI, defined as serious 
psychiatric disorder requiring inpatient hospitalization 
for 2–12 months. Onset: Adolescence (13–16 years old)
Age: T1: 14–17 years; T2: young adulthood (18 +).a

Sex/Gender: 44% Female. Race/Ethnicity: Predomi-
nantly Caucasian

N = 67 Psychology

Tan et al. (2015) [63] Australia Dx: Any axis 1 mental health disorder. Mixed mental 
disorders and clinically relevant decline in functioning. 
Onset: Adolescence
Age: 13–18 years (15.40 ± 1.55). Sex/Gender: 75% 
Female. Race/Ethnicity: n/r

N = 80 Psychiatry

Marvin et al. (2017) [64] U.S.A Dx: Any clinically diagnosed SMI requiring residential 
treatment. 31% also had a learning disability. Onset: n/r
Age: M = 14.85 ± 1.78 years. Sex/Gender: 100% Girls. 
Race/Ethnicity: 58% Caucasian

N = 36 Psychology

Hauber et al. (2019) [65] The Netherlands Dx: Personality Disorders. > 50% with co-occurring axis 
1 disorder(s). Onset: n/r
Age: 16–23 years (M = 18.9 ± 1.7). Sex/Gender: 88.6% 
Female. Race/Ethnicity: n/r

N = 70 Psychiatry

Hadebe et al. (2020) [66] South Africa Dx: Any SMI (schizophrenia, depression, bipolar disor-
der, anxiety).bOnset: n/r
Age: 19–34 years. Sex/Gender: 30% Female. Race/
Ethnicity: n/r
Young adults living in a low-resource area

N = 10 Nursing

Gårdvik et al. (2021) [67] Norway Dx: Primary diagnosis of mood disorder or anxiety disor-
der. Former outpatients with high degree of comorbid-
ity and complex symptom patterns. Onset: n/r
Age: T1: 13–18 years (M = 15.7 ± 1.7); T2: 16–21 years 
(M = 18.5 ± 1.6)
Sex/Gender: 56.8% Girls. Race/Ethnicity: n/r

N = 254 Medicine
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Studies are listed in accordance with the research traditions identified in Table 3 (rather than alphabetically / chronologically). n/r, not reported
a Broader age range considered acceptable for inclusion in this review based on retrospective study design [62, 70] and relevance to the study of transition-age youth 
and early intervention [76]
b Included one participant with primary diagnosis of epilepsy [66]
c Multiple academic disciplines identified (rehabilitation, social work, psychiatry, occupational therapy, education). T1 and T2: used to indicate measures at multiple 
time points (e.g., baseline and follow up)

Table 2 (continued)

Author Country Participant Characteristics: Diagnosis (Dx), Onset of 
SMI, Age (Range, Mean ± SD), Sex/Gender (%), Race/
Ethnicity (%)

Sample Size (N) Academic Discipline

Zimmermann et al. (2021) [68] Switzerland Dx: Borderline Personality Disorder (BPD). Onset: n/r
Age: M = 16.6 ± 1.5 years. Sex/Gender: 100% Female. 
Race/Ethnicity: n/r

N = 15 Psychology

Henderson et al. (2015) [69] Australia Dx: First Episode of Psychosis (FEP). Onset: Within 
the past 36 months
Age: 19–28 years. Sex/Gender: 70% Male. Race/Eth‑
nicity: n/r

N = 10 Psychiatry

Las Hayas et al. (2016) [70] Spain Dx: Eating Disorder (e.g., anorexia nervosa (AN), 
bulimia nervosa (BN), both AN & BN, eating disor-
ders not otherwise specified). Onset: Adolescence 
(M = 16.6 ± 3.7 years)
Age: M = 35.6 ± 6.7 years.aSex/Gender: 100% Women. 
Race/Ethnicity: n/r

N = 20 Psychology

Grob et al. (2020) [71] U.S.A Dx: Depression. 47% had co-occurring mental health 
conditions. Onset: Adolescence (< 15 years) to emerg-
ing adulthood (≥ 15 years)
Age: 18–29 years. Sex / Gender: 50% Female. Race / 
Ethnicity: 63.9% White
Participants recruited for maximum diversity (e.g., social 
identities, geographic locations)

N = 38 Medicine

Luther et al. (2020) [72] U.S.A Dx: Schizophrenia or Bipolar Disorder with Current 
Psychosis
Early psychosis group: individuals < 36 years old. Onset: 
M = 19.90 ± 4.49 years
Age: M = 25.47 ± 4.47 years. Sex/Gender: 63% Male. 
Race/Ethnicity: 53% African American

N = 30 Psychiatry

Delman et al. (2017) [73] U.S.A Dx: n/r. Onset: n/r. Young adults in recovery from “seri-
ous mental health conditions”
Age: 21–26 years (M = 24). Sex/Gender: 57% Female. 
Race/Ethnicity: 100% White

N = 7 Psychiatry

Lal et al. (2017) [74] Canada Dx: Schizophrenia Spectrum and Affective Psychoses. 
Onset: Within the past 3 years
Age: 18–24 years (M = 22)
Sex/Gender: 71% Male. Race/Ethnicity: 41% First 
Nations, Asian, and Latin American
Participants from diverse sociocultural and economic 
backgrounds

N = 17 Interdisciplinaryc

Rayner et al. (2018) [75] Australia Dx: Any SMI, defined as a lifelong psychiatric condition 
that substantially disrupts daily functioning. All partici-
pants reported one or more co-occurring disorders (e.g., 
anxiety, depression, schizophrenia, bipolar, borderline 
personality disorder). Onset: n/r
Age: 18–23 years (M = 20). Sex/Gender: 66.7% Female. 
Race/Ethnicity: n/r

N = 15 Psychology

Shalanski et al. (2019) [14] Canada Dx: Any SMI (e.g., PTSD, depression, and addiction). 
History of complex mental health problems and trauma. 
Onset: n/r
Age: 15–16 years. Sex/Gender: 100% girls. Race/Eth‑
nicity: n/r

N = 5 Nursing

Kim et al. (2020) [76] Korea Dx: Psychosis and Schizophrenia Spectrum Disorders. 
Onset: n/r
Age: Acute stage: M = 28.7 ± 8.7 years; Stabilization 
phase: M = 26.6 ± 7.0 years.b

Sex / Gender: 45% Women. Race / Ethnicity: n/r

N = 340 Psychiatry
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illness was not clearly identified in 11 sources). Based on 
the 23 studies that reported sex and/or gender, nearly half 
involved participants identifying as predominantly female 
(29.2%), or girls / women (16.6%). Race and/or ethnicity 
was not reported in sixteen articles. Based on the avail-
able evidence, most samples were predominantly White/
Caucasian; however, 20.8% of the studies involved more 
diverse samples with greater representation of youth from 
racialized or minority groups.

RQ1: HOW has resilience been conceptualized 
and operationalized?
Meta-narrative review was used to map how the concept 
of resilience has been conceptualized and operational-
ized among transition-age youth with SMI. Four research 
traditions were identified, each contributing a unique 
storyline or ‘lens’ to the study of resilience: Stress Adap-
tation (n = 6), Person-Environment Interactions (n = 9), 
Recovery-Focused (n = 4), and Critical and Cultural Per-
spectives (n = 5). Key features of the articles included 
within each research tradition are presented in Table 3.

In terms of study designs, fourteen studies (58.3%) were 
quantitative, nine studies (37.5%) were qualitative, and 
only one study (4.2%) used a mixed-method design. Two 
studies used specific recruitment strategies to improve 
diversity and inclusion among participants, five studies 
reported sex- and gender-based analyses, and two studies 
engaged transition-age youth with SMI in the research 
process. Resilience was operationalized and evaluated as 
one or more of the following: a set of resilience factors 
(e.g., risk / vulnerability and protective factors) (58.3%), 
a mechanism (e.g., mediator or moderator between risks 
and adaptive outcomes) (8.3%), an outcome (20.8%), or a 
process that unfolds over time (41.7%).

Analyses did not elucidate a clear temporal trend based 
on the publication dates of the articles in each research 
tradition. However, results indicated that the study of 
resilience has evolved over time based on: (1) shifts in 
the main theorists and publication dates of conceptual 
papers cited (from interactive and developmental per-
spectives first proposed in the 1990’s, to multidimen-
sional and multi-system perspectives in the early 2000’s, 
to the most recent social-ecological frameworks that 
emerged from 2009/2011 onwards); (2) differences in the 
conceptual focus (from primarily individual-level factors, 
to the immediate environment and macro-level environ-
ment); and (3) changes to the dominant methodological 
approaches (from variable-centred to person-centred 
approaches). The research traditions are ordered and 
described to illustrate these trends, including the theo-
retical orientations, conceptual focus, and methodologi-
cal/instrumental approaches. A visual summary is also 
shown in Fig. 2.

Stress adaptation (2012 – 2020)
The Stress Adaptation research tradition included six 
studies [55–60]. Rutter’s (2012) interactive model [81] 
and Masten et  al.’s (1990) developmental perspective 
[82] of resilience, as well as integrative models of stress 
and coping [77–80], were used to emphasize the role of 
biological, psychological, social, and environmental pro-
cesses that influence resilience throughout youth devel-
opment. By integrating resilience theory with stress 
and coping models, resilience was framed as a process 
of positive adaptation following stressful or adverse 
life experiences, and as a protective factor contributing 
to stress and coping responses. In this tradition, resil-
ience was conceptualized as transition-age youth’s posi-
tive adaptation or resistance to stress, which enabled 
them to maintain their mental health despite exposure 
to risk. Accordingly, definitions of resilience referred to 
young people’s ability to adapt, cope and bounce back in 
response to stress or adversity.

Studies within the Stress Adaptation tradition explored 
the protective role of resilience factors in the relation-
ship between stressful life experiences and the develop-
ment or severity of mental illness. Articles also focused 
on identifying psychological, genetic, and neural markers 
that may confer resiliency or vulnerability to mental ill-
ness. The main outcome of interest was characterized as 
doing psychologically well (e.g., the absence or reduction 
of psychopathological symptoms). All six studies within 
this tradition employed quantitative study designs (e.g., 
cross-sectional, randomized clinical trial, longitudinal). 
Resilience was operationalized and evaluated as a set of 
resilience factors, as a mechanism, and as an outcome. 
Five studies used validated self-report measures of resil-
ience that included items / subscales to capture personal 
characteristics reflective of youth’s resilience (e.g., self-
efficacy, optimism) [83, 84].

Person‑environment interactions (2003 – 2021)
Nine studies make up the Person-Environment Interac-
tions research tradition [26, 61–68], which placed more 
emphasis on how processes of resilience evolve over 
time and are facilitated through supportive environ-
ments. These studies incorporated a wide range of psy-
chosocial theories [85–89] to guide investigations among 
transition-age youth with SMI. In addition to the inter-
active [81, 90, 91] and developmental perspectives [82, 
92, 93] of resilience found in the Stress Adaptation tradi-
tion, the study of resilience was framed through Luthar 
et  al.’s (2000) multidimensional perspective [22], which 
emphasizes the contribution of both internal and exter-
nal factors in shaping youth’s response to hardships and 
individual processes of resilience. Through these guid-
ing frameworks, resilience was conceptualized as a set of 
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transactional processes (between youth and their envi-
ronment), triggered in response to experiences of adver-
sity. Successful adaptation was still a defining component 
of resilience, however, environmental factors and person-
environment interactions were increasingly recognized.

In this tradition, investigations were centered on 
understanding reciprocal relationships between the per-
son and the environment, as well as the protective effects 
of resilience for youth mental health. As such, a broader 
range of key concepts and outcomes were explored 
related to the individual (e.g., psychosocial adjustment, 
symptoms, role functioning) and the immediate environ-
ment (e.g., social support networks, relational / therapeu-
tic processes). The use of longitudinal, mixed-method, 
intervention, and narrative study designs supported the 
exploration of resilience over the life-course and/or mul-
tiple time points. Resilience was operationalized and 
evaluated as a set of resilience factors, an outcome, and a 
process. Three studies directly measured resilience using 
validated scales [94, 95], one of which was designed to 
evaluate multidimensional components (both personal 
and environmental) [96].

Recovery‑focused (2015 – 2020)
The Recovery-Focused research tradition comprised four 
studies [69–72], which shared many features and theo-
retical underpinnings with the first two traditions. How-
ever, this research tradition explicitly situated the study 
of resilience within the context of transition-age youth’s 
mental health recovery. Recovery models [97–99] and 
transdiagnostic frameworks [100] of mental health were 
combined with interpretivist [101], multidimensional 

[22], and social theories [103] of resilience. As such, 
there was a shift in conceptual papers and theorists 
that informed the Recovery-Focused tradition, includ-
ing Luthar et al.’s (2000) and Masten et al.’s (2011) more 
recent work (e.g., multi-systems perspective) [22, 93, 
102], as well as Bonanno [105, 106], Richardson [104], 
and Bottrell [103]. These frameworks and theorists posi-
tion resilience as a complex, multidimensional, and sub-
jective process, involving youth’s adaptation and growth 
following significant adversity. Resilience was conceptu-
alized as both a protective factor and dynamic process 
that enables youth to develop or regain their mental 
health, and is thus a critical component of the recovery 
journey.

Studies within the Recovery-Focused tradition had 
a unique focus on how resilience unfolds in conjunc-
tion with, and in comparison to, processes of recovery. 
Additionally, researchers aimed to clearly distinguish 
the concept of resilience from the concept of recovery. 
From a recovery-oriented lens, studies of resilience 
included a wider range of key concepts and adaptive 
outcomes, including experiences of meaning making, 
re-constructing identity, life purpose, and acceptance. 
There was also greater recognition of the self-regulatory 
strategies that young people adopted to bolster their 
resilience and recovery (e.g., coping skills, help-seek-
ing). Three studies used qualitative grounded theory 
designs to explore interactions among protective factors 
and adaptive outcomes, which operationalized resil-
ience as a process. In the one quantitative study, per-
sonal resilience factors were evaluated using a validated 
resilience scale [84].

Fig. 2 Research traditions. Note: Visual representation of the four research traditions, illustrating main theoretical, conceptual, and methodological 
trends. A Bubble chart. Larger bubbles indicate a greater proportion (%) of resilience factors identified across micro-, meso-, and macrosystems 
(y-axis) within the respective research tradition (x-axis). B Diagram. The solid line (left) represents changes in the theoretical and conceptual focus 
and the dashed line (diagonal) represents shifts in the predominant methodological approaches employed
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Critical and cultural perspectives (2017 – 2020)
Five studies were included in the final research tradi-
tion, Critical and Cultural Perspectives [14, 73–76]. 
This research tradition emphasized the role of broader 
societal systems and contexts in shaping resilience and/
or critically analyzed the implications of resilience 
research among transition-age youth with SMI. Similar 
to the Person-Environment Interactions and Recovery-
Focused research traditions, recovery models of mental 
health [109, 110] were integrated with multidimensional, 
interactive, and developmental perspectives of resilience 
[22, 91, 92, 104]. However, Ungar’s (2011) social-eco-
logical resilience framework [23] and Bottrell’s (2009) 
social resilience theory [103] were at the forefront of 
this research, which have recently brought greater atten-
tion to the cultural context of resilience. Guided by these 
social-ecological frameworks, resilience was concep-
tualized as a process that changes over time, facilitates 
youth’s positive adaptation and recovery, and is depend-
ent on the supportive capacity of one’s environment.

The studies within this research tradition focused on 
macro-level ecological systems that drive resilience pro-
cesses, particularly one’s social, cultural, and institu-
tional environment and the quality of resources / services 
within these contexts. This extended the conceptual focus 
beyond factors within the individual, family, or immedi-
ate environment, and highlighted a wider range of social 
determinants of health (e.g., stigma, housing, work condi-
tions). Additionally, resilience was studied through a more 
critical perspective, whereby studies recognized systemic 
facilitators / barriers to building resilience among transi-
tion-age youth living with SMI, and offered a critique and 
new insights with implications for mental health poli-
cies and services (e.g., patient-centred, trauma-informed, 
gender-responsive, culture-specific services). Four stud-
ies within the Critical and Cultural Perspectives tradi-
tion used qualitative methods, which operationalized and 
evaluated resilience as a process. One study employed a 
quantitative design, evaluating resilience factors using a 
validated self-report measure [111].

RQ 2: What factors influence resilience 
among transition‑age youth with SMI, and what outcomes 
have been studied?
Five core elements of resilience were explored across the 
24 included articles. Results are summarized in Table 4. 
Four types of adversity were characterized as significant 
sources of challenge or hardship specific to youth with 
SMI. Analyses revealed that a large breadth of influen-
tial resilience factors (personal characteristics, environ-
mental resources, self-regulatory strategies) have been 
studied. Most research attention has been placed on 

transition-age youth’s personal characteristics, with a 
total of 31 unique internal protective / risk factors identi-
fied. In contrast, 12 external protective / risk factors were 
identified as part of youth’s environmental resources, 
with most belonging within the immediate environment 
(e.g., family, peers, community) rather than the macro-
level environment (e.g., broader societal, cultural, insti-
tutional systems) [52]. Ten self-regulatory strategies were 
identified, explaining the mechanisms and processes 
that transition-age youth adopted to manage their men-
tal health and build resilience. Twelve resilience-related 
outcomes were measured or described, spanning indices 
of mental illness and functioning, to how youth adapted, 
overcame challenges, and found purpose in life.

Consultation with community advisory groups
Four virtual focus groups were conducted to gain the 
perspectives and feedback of potential knowledge users. 
Table 5 provides a summary of findings from the consul-
tative meetings with illustrative quotes. Ten transition-
age youth aged 20–28  years old who were diagnosed, 
treated, or living with SMI participated in the topic 
consultation and reaction meetings  (Mage = 23.9; 40% 
White; 70% Women). Most reported a history of multiple 
co-occurring mental health conditions (50%; e.g., anxi-
ety, mood, personality disorders, PTSD, or schizophre-
nia spectrum disorders), anxiety (10%), mood disorder 
(20%), or comorbid anxiety and mood disorders (20%). 
Ten clinicians involved in the delivery of health services 
for youth with SMI and researchers in mental health also 
participated in separate discussions  (Mage = 32.6  years; 
50% White; 80% Women). Clinicians and researchers 
were from a variety disciplines, primarily occupational 
therapy (70%), psychology / psychiatry (20%) and rehabil-
itation sciences (10%), and had diverse experiences work-
ing in hospital (50%), community (20%), private practice 
(20%), and university / academic settings (20%). Most 
participants joined online from the province of Ontario 
(n = 15), as well as Alberta (n = 2), Manitoba (n = 1), New 
Brunswick (n = 1), and Quebec (n = 1).

Perceptions of resilience
Resilience was described by participants as multidimen-
sional, involving both personal strengths and support-
ive environments that enable people to bounce back 
after adversities. Particularly, resilience was viewed as 
both a trait (e.g., internal strength or characteristic) and 
a process, in that it changes throughout the life-course 
in response to personal circumstances. Relatedly, par-
ticipants highlighted that resilience is difficult to define 
in real-world contexts, as experiences and meanings 
of resilience for youth are highly personal. In this way, 
participants underscored the plurality and subjectivity 
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Table 4 Five core elements of resilience studied among transition-age youth with SMI

SMI Serious mental illness, HRQOL Health-related quality of life, BMI Body mass index, SES Socio-economic status

Main Category Subcategories

Adversity
Onset / experience of SMI [14, 26, 62, 64–67, 69–71, 73–75]
Trauma / abuse [14, 26, 55, 59, 61, 62, 76]
Difficulty navigating life transitions [62, 69–71]
Disconnection from friends, family, or community [26, 62, 64]

Personal Characteristics (internal protective / risk factors)
 Psychosocial Global (trait) resilience [57–59, 65, 67, 70, 72, 73, 75, 76],

Functional competence / psychosocial adjustment [26, 62, 65, 67, 72, 75, 76],
Perseverance and desire for change [14, 62, 69, 70, 73],
Meaning making [62, 71, 74], Attachment style [26, 61, 62]
Personality characteristics [26, 61], Turning points [65, 70], Trust [14, 65]

 Self & Identity (Cognitive) Self-beliefs / self-perceptions [14, 55, 62, 71, 73, 75],
Self-esteem / self-worth [14, 26, 61, 62, 65, 71],
Self-awareness / self-knowledge [14, 62, 65, 70, 71, 75],
Sex / gender identity [26, 60, 61, 67, 76], Age [60, 76], Identity formation [71, 75]

 Affective Acceptance [69–72, 75], Hope / optimism [14, 55, 65, 70, 75],
Emotional expression [62, 65, 70], Spirituality / autonomy [55, 75]

 Behavioral Responsibility / accountability [14, 65, 70, 75], Substance use [26, 62, 75, 76], 
Criminality [26, 62], Structured style [67]

 Clinical Mental health disorder / symptoms [26, 56, 58, 62, 67, 71, 76], Stage of illness 
[72, 76], Duration of untreated mental illness [76]

 Physical health Psychosomatic symptoms [58], Sexual health [76], HRQOL [76], BMI [76]

 Biological Neural factors [56], Genetic factors [60]

Environmental Resources (external protective / risk factors)
 Immediate Environment Social support networks and connectedness, including:

Family support / environment [14, 26, 61, 62, 66, 67, 69–71, 73, 75, 76],
Peer / interpersonal relationships [14, 26, 61, 62, 65, 66, 69, 73, 75],
Professional support [69, 70, 73, 74], Community resources [14, 67]
Childhood development and life experiences [14, 56, 61, 75],
Informational support [65, 70, 73, 74],
Family history of mental illness / suicidal behaviors [14, 56, 61],
Relational processes [65, 68]

 Macro-Level Education / employment [26, 61, 73, 75, 76],
Stigma / social expectations [14, 71, 73, 75], Family SES / income [61, 75, 76],
Accessibility and nature of health services [74, 75], Isolation / alienation [14, 66],
Housing [74, 75], Working conditions [73]

Self‑Regulatory Strategies (to self‑manage mood, emotions, thoughts, behaviors)
Engagement in services / treatment [57, 60, 63–65, 67–69, 74, 75],
Agency & working towards goals [14, 62, 69–71, 75],
Coping skills & efforts to increase well-being [14, 69–71],
Social / occupational (re)engagement [70, 71, 75], Medication [67, 69, 75],
Help-seeking [14, 62, 69], Helping others [65, 71, 73], Communication style [73],
Mindfulness [63], Living in the here and now [70]

Resilience‑Related Outcomes
Symptoms of mental illness [55, 57, 59, 60, 63–65, 67, 68, 70, 72]
Functioning in valued activities / roles [14, 26, 62, 66, 68, 69, 72, 73]
Mental health / well-being [26, 63, 64, 70, 74]
Positive adaptation / development [14, 62, 66, 69, 70]
Overcoming challenges [14, 62, 66, 69]
Global (trait) resilience [57, 60, 63, 64]
Presence / absence of mental disorder [55, 56, 59, 76]
Personal recovery processes [14, 70, 75]
Finding and pursuing purpose in life [69–71]
Suicidal ideation / behaviors [58, 61]
Therapeutic process [64, 68]
Re-constructing identity [71]
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Table 5 Main categories and subcategories reflecting community advisors’ perspectives and feedback during the review process

Subcategories Exemplary Quotes (pseudonyms)

Topic consultation: Perceptions of resilience
 1. Resilience is a multidimensional construct, without a single “universal” definition
  Involves personal strengths and supportive environments “In terms of resilience in this context, I think of it as like an individual’s ability 

to kind of bounce back from something that um has impacted their mental 
health in a negative way…the individual’s ability to learn from it and then, 
kind of, become stronger.” – Marlot (youth)
“I just feel like resilience is something that is always going to be chang-
ing. Like it’s going to be affected by the clients’ experiences, their cultural 
backgrounds, their support, their families.” – Eva (clinician)

  Difficult to define in real-world contexts “It’s not something that, yeah, like I hear the youth really talk about explic-
itly… so that might be another part of it… when you’re going 
through the weeds, it can be difficult to kind of name.” – Derrick (clinician)

 2. How resilience is framed matters
  Buzzword—personal responsibility vs. external systems “Where um people are constantly in a situation where they need to be ‘resil-

ient’… how is our use of resiliency impacting how we frame these people 
in different situations?” – Jasmine (youth)
“It feels a little bit like a backhanded compliment, like ‘oh, but you’re so resil-
ient,’ when it is more like, more about larger socioeconomic um systems 
at play.” – Isabelle (clinician)

Topic consultation: Main interests and what community advisors most wanted to learn from the review
 1. Environmental factors and strategies that influence resilience
  Role of social determinants of health “Special consideration should be taken to account about, like race, ethnic-

ity and socioeconomic status, and like other demographics…. that really 
impacts, I think, resilience… there’s multiplied effects of being in multiple 
minority groups.” – Helen (youth)
“Highlighting the importance of cultural groups… any of the social deter-
minants of health.” – Isabelle (clinician)

  How to improve resilience “It’s kind of about establishing a toolkit. Like what practices are key 
to resilience? What kind of coping strategies maybe help with resilience 
and which of them are crucial?” – Zoe (youth)
“What about the people that continue to struggle?… what can we learn 
from this that would help prevent that?” – Derrick (clinician)

 2. How resilience is conceptualized
  Definitions “The narrative around resilience… also what you’re trying to be resilient 

from, what you’re going through. And I wonder if there is a definition or cat-
egories of how that will be defined or framed?” – Jasmine (youth)
“I’m curious about how, like, the concept of resiliency has changed 
in the literature.” – Isabelle (clinician)

  Measures and outcomes “If we learn more about how resilience is defined, or maybe learn 
about more outcome measures, maybe that will help us, like, clients 
achieve their goals. Maybe it can help us change our practice.” – Eva (clini-
cian)

Reaction meeting: Overall impression of the review findings
 1. Research traditions and resilience factors that resonated the most with advisors’ personal experiences
  Person-environment interactions and sociocultural determinants “I think for me the social determinants of health, they’re such a big factor 

in everything in your life, but especially you know mental health services… 
factoring in home situations and homelessness.” – Tina (youth)
“It [culture] is going to impact seeking help, accessing resources, knowl-
edge about resources… the impact that it would have with your family so, I 
think that’s a huge consideration.” – Phoebe (clinician)

  Youth recovery and self-regulatory strategies “I thought the recovery focused tradition resonated the most with me… 
the kind of things that I consume that makes the most difference to my 
mental health is actually hearing about… how they were able to overcome 
or get over their mental health issues.” – Yvonne (youth)
“Whether the youth accessed mental health resources before and what 
coping strategies they have like under their belt currently that helps 
them build resilience… that’s kind of what I think about when we talk 
about the recovery focused tradition.” – Julia (clinician)
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Table 5 (continued)

Subcategories Exemplary Quotes (pseudonyms)

  Service-related factors “Sometimes people forget how much of an influence culture has… what 
works for a certain population of people may not work for somebody else 
because it’s not culturally appropriate… I think that also plays into the ser-
vice-related factors.” – Katie (youth)
“Family is so key… it’s often the parents that are calling to ask for resources 
and supports of how to navigate the system… also not so much access 
[but] is it readily available in their environment?" – Kirsten (clinician)

 2. How resilience was portrayed in the results
  Research traditions “I was wondering if like the… the traditions changed, overtime?” – Yvonne 

(youth)
“How you had the different traditions… kind of, how they build their 
story… I think that’s great” – Phoebe (clinician)

  Process model of resilience “One of my favorite things about this is just ‘changing symptoms’. It doesn’t 
necessarily mean positive or negative… it’s okay to kind of like… just re-go 
through the process.” – Zoe (youth)
“I love this, and I think it’s very complex, like I think you have a lot, you’ve 
captured a lot here.” – Phoebe (clinician)

Reaction meeting: Gaps and future research priorities
 1. Macro‑level environment and patient‑oriented research practices
  Culture and spirituality “One thing that uh I think a lot of people don’t look into, at least from my 

experience, is religion.” – Katie (youth)
“Perspectives from different cultures and countries… that also should be 
considered here.” – Kirsten (clinician)

  Diversity and intersectionality “Including like an EDI lens would be very important… different religions, 
races and whatnot… this is something that I am kind of realizing now… 
as someone who um, kind of faced these barriers.” – Ariel (youth)
“Youth resilience research that looks at different marginalized groups…. 
for example, um, youth living with disabilities… youth who are 
from the LGBTQ + community… different underserved groups. That’s kind 
of front and center in my mind.” – Kirsten (clinician)

  Youth and community engagement “Going into the community and actually asking what they want, rather 
than assuming… see what they need… have the community involved 
in that process. Making sure that it’s aligning um with their values.” – Ariel 
(youth)

 2. Transdiagnostic resilience factors over the life‑course
  Co-occurring diagnoses or mental health issues “We should think more about how different mental health issues occur 

together and interact with one-another, since it’s not uncommon for peo-
ple to have more than one issue at the same time.” – Yvonne (youth)

  Physical health “I do think sometimes um, like, psychosomatic symptoms are overlooked, 
um and even just the way your physical health can degrade as a result 
of your mental illness or… side effects of medications.” – Zoe (youth)

  Developmental stages and life transitions “During the different life transitions… people have different resources 
and support, and resilience looks different if you’re 13 versus if you’re, you 
know, 24.” – Lena (clinician)

Knowledge dissemination preferences and applicability
 1. Combining visual and written summaries
  Figures / models “I think a combination of a diagram for visual learners, and also written sum-

mary.” – Eva (clinician)
“Infographics are more accessible for lay audiences.” – Helen (youth)

 2. Application
  Knowledge translation tool “I feel like this is so useful and meaningful to so many people, and especially 

if it’s in a really digestible form… like ‘Oh check out this thing… it shows 
a really comprehensive um kind of overview’… that would be really great… 
it makes it really accessible.” – Zoe (youth)
“Presenting families and um clients with something like similar to this 
model… I’m really interested in like the wave at the bottom… do you think 
showing them… and explaining how it comes from research might help 
them in their resiliency journey?” – Cara (researcher)
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of resilience, expressing that there are multiple ways to 
define and understand this complex concept (as opposed 
to a single, universal definition). Concerns were also 
raised regarding the “weaponization” of resilience. Partic-
ipants elaborated on the use of the term “resilience” as a 
buzzword, which from their perspective emphasizes the 
individual’s role or responsibility in overcoming trauma 
and adversity, over and beyond the health and social sys-
tems that shape resilience processes through the provi-
sion of external resources and opportunities. As such, 
how resilience is framed in research and practice was 
noted as an important consideration.

Main areas of interest in the study of resilience
Identifying environmental factors and strategies that con-
tribute to youth resilience was expressed as a key inter-
est. Participants suggested that understanding the role of 
social determinants of health in shaping resilience pro-
cesses would be valuable information, including the popu-
lation characteristics and demographics of youth who have 
been involved in resilience research (e.g., race, culture, 
socioeconomic status). Specific coping skills and health 
care practices that have been shown to enhance resilience 
were also highlighted as important areas of focus that may 
inform future targets for intervention. Additionally, partic-
ipants expressed interest in understanding how resilience 
has been conceptualized, including definitions, measure-
ment, and resilience-related outcomes. Taken together, 
perceptions of resilience and main interests gathered in 
the topic consultation meetings aligned with the focus and 
scope of the review. Participant feedback was applied to 
refine the charting form and analyses.

Overall impression and results that resonated the most
In the reaction meetings, person-environment interac-
tions were discussed in relation to how clinicians iden-
tify protective factors in practice and the influence of 
youth’s social support network. Relatedly, participants 
highlighted the importance of cultural and social deter-
minants of health in how young people subjectively expe-
rience resilience and navigate the mental health care 
system. The recovery-focused tradition and self-regu-
latory strategies resonated as well. Participants empha-
sized resilience-related outcomes centered on adaptation 

and overcoming challenges as particularly meaningful, 
as this better acknowledged the ebb and flow of clinical 
symptoms, recovery-oriented practices and resources, 
and non-linear pathways of resilience. Self-regulatory 
strategies stood out among participants, as these results 
demonstrated the practical and tangible ways that young 
people build resilience and cope with the challenges of 
SMI. Interestingly, the most salient review findings were 
continuously linked to participants’ perspectives of youth 
mental health services. This underscored the critical role 
of service-related factors that contribute to processes of 
resilience. Clinicians and researchers highlighted the role 
of family-centred services and timely access to support, 
and youth participants emphasized the importance of 
culturally appropriate services. Lastly, the use of research 
traditions to share evolving storylines and trends, as well 
as a resilience model (figure) visually summarizing the 
core elements of resilience, were expressed as favorable 
ways to communicate the results. Collectively, discus-
sions revealed that the review findings resonated with 
participants’ personal experiences and practices.

Gaps and future research priorities
Focus group discussions led to two key areas recom-
mended for future research. First, increased focus on the 
macro-level environment and patient-oriented research 
was suggested. Specifically, participants identified a need 
for more research that considers transition-age youth’s 
culture and spirituality, as well as the importance of 
diversity and intersectionality (e.g., understanding resil-
ience among marginalized and diverse populations with 
intersecting social identities). Youth participants also 
recommended engaging youth and community members 
within research activities as a priority to advance resil-
ience research among transition-age youth with SMI. 
Second, the identification of developmental and trans-
diagnostic resilience factors among youth with SMI was 
proposed as a future research direction (e.g., resilience 
factors, mechanisms and processes that are shared across 
multiple diagnoses and developmental periods). Youth 
participants emphasized the importance of understand-
ing resilience factors that are relevant across diagnoses 
of SMI given the high prevalence of co-occurring mental 
health conditions. This included greater recognition of 

Table 5 (continued)

Subcategories Exemplary Quotes (pseudonyms)

  Tangible resources or programming “Resiliency training has been popping up and could help in different format 
options.” – Tina (youth)
“Programs that could be offered, partnerships that could be pursued 
with different community organizations… Like who’s operating in the eco-
system and who can we connect with to bridge gaps… to just be stronger 
together in different communities.” – Kirsten (clinician)
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biological and physical health indicators, which transi-
tion-age youth described as an often overlooked area that 
is relevant to their resilience and mental health recovery 
(e.g., psychosomatic symptoms, medication side effects). 
In contrast, clinicians and researchers highlighted the 
importance of further exploring similarities and differ-
ences in how resilience unfolds according to different life 
stages and transitions.

Knowledge dissemination preferences and applicability
Participants had a preference for both written and vis-
ual summaries to synthesize information. Participants 
expressed that a figure or model that captures resilience 
processes among transition-age youth with SMI would 
support knowledge translation among peers, colleagues, 
and clients. Additionally, participants suggested that the 
results of the review may be applied to inform the devel-
opment of tangible resources and programming aimed at 
promoting resilience among transition-age youth experi-
encing SMI. In sum, consultative meetings suggested that 
the results of the present review have practical value for 
informing future research and practices in youth men-
tal health care. Participant feedback informed the final 
reporting of the scoping review results.

Discussion
The present scoping review provides a comprehensive 
synthesis of resilience research among transition-age 
youth with SMI, while integrating community advisory 
group feedback. Four research traditions emerged, each 
portraying processes of resilience through a unique 
storyline: Stress Adaptation, Person-Environment 
Interactions, Recovery-Focused, Critical and Cultural 
Perspectives. Resilience factors and outcomes were most 
commonly evaluated at the individual level or within 
the immediate environment, with fewer studies explor-
ing the interplay of cultural processes, contexts, and 
broader societal systems. Community advisors shared 
the extent to which these results reflected their personal 
views, knowledge, and practices. Based on the perspec-
tives of transition-age youth, clinicians and researchers, 
the findings of this review may inform directions for 
future research and advance practices within resilience-
informed care approaches.

Current tensions within and across the research traditions
Tensions arose across the included articles in how resil-
ience was conceptualized and investigated as a process. 
For inclusion in this scoping review, articles had to adopt 
a process-oriented perspective, which acknowledges 
that resilience is a changing state influenced by both 
internal strengths and the environmental resources that 
are afforded to youth [20, 21]. Yet, many studies did not 

adopt methodological approaches that allowed for evalu-
ations of resilience over time, and only one study used 
a validated resilience measure that included subscales 
capturing environmental resilience factors [67]. Simi-
lar tensions and discrepancies have been highlighted in 
prior reviews of resilience research among youth and 
adult populations [17, 18, 30–34, 112]. As noted by 
these authors, variability in how resilience is framed and 
defined has contributed to significant challenges in the 
measurement of resilience, the interpretation of study 
comparisons, and current understandings of resilience-
informed interventions in research and clinical practice. 
There is currently no gold standard for self-report meas-
ures of resilience for those undertaking quantitative stud-
ies [113], and the extent to which existing measures apply 
to youth living with SMI is not well understood [114].

Also similar to prior reviews of resilience research 
[17, 18, 30–34, 112], inconsistencies were observed 
in the terminology used across studies (e.g., resilience 
vs. resiliency; protective factors vs. resilience factors; 
interactions vs. transactions), which can lead to confu-
sion and ambiguity [31]. Researchers are encouraged 
to provide a clear and explicit definition of resilience, 
which logically flows to the study purpose and rationale 
for methodological choices, instruments or techniques 
[31, 32]. The key theorists and conceptual papers 
detailed across the four research traditions identified in 
this review may provide a starting point for the selec-
tion and use of consistent language in future work.

Importantly, the four research traditions described in 
the present review overlapped and showed similarities in 
definitions and measures of resilience. This is expected 
in meta-narrative reviews synthesizing a complex field 
of study, where scientific evidence continuously inte-
grates and builds on past knowledge [36]. However, by 
mapping how resilience has been studied across differ-
ent research traditions, additional tensions were brought 
to light. Conceptualizations and operationalizations of 
resilience among transition-age youth with SMI varied, 
particularly through shifts in the guiding theorists and 
frameworks, which coincided with changes in the con-
ceptual focus and methodologies – from predominantly 
variable-centred to more person-centred approaches. 
Variable-centred approaches often use quantitative 
designs to investigate the link between risk and protec-
tive factors to adaptive outcomes, as well as targetable 
mechanisms that may buffer the impact of risks / adver-
sity on one’s health and development [18, 112, 115]. In 
contrast, person-centred approaches often use longitu-
dinal or qualitative methods to delineate how resilience 
unfolds for specific individuals, enabling evaluations 
and comparisons of resilience over time, individual 
lived experiences, and contexts [18, 112, 115]. With the 
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uptake of more advanced statistical analyses (e.g., mul-
tilevel modelling, network analysis) and mixed-method 
study designs, researchers can leverage the strengths of 
both variable-centred and person-centred approaches 
in studies of resilience among transition-age youth with 
SMI [18, 116, 117].

Prior reviews spanning multiple areas of study and 
populations have highlighted trends in how resilience 
research has evolved over time, which parallel the ten-
sions seen here [18, 30]. Particularly, these changes and 
shifts were similarly reflected as four “waves” of resilience 
research [118–120], which have progressed from a focus 
on personal protective factors, to explorations of socio-
cultural influences and interventions, to the most recent 
multi-system perspective that aims to promote multiple 
levels of analysis and cross-disciplinary research. Khan-
lou and Wray (2014) [30] have also synthesized these 
shifts in their review of resilience literature and outline 
three approaches: a focus on individual factors, a con-
structionist approach, an ecological and ecosystemic 
approach.

Consultative meetings with community advisory 
groups confirmed the potential value of organizing resil-
ience research in a way that portrays unique research 
traditions or ‘storylines’. Particularly, the research tradi-
tions described herein demonstrate evolutions in think-
ing which may be used to guide future theory-driven 
research with strong epistemological congruence. Thus, 
results of the current review may contribute to enhancing 
conceptual clarity within the study of resilience among 
young people with SMI.

Resilience factors and outcomes
The current review also uncovered how five core ele-
ments of resilience have been characterized within the 
transition-age youth mental health literature. Find-
ings revealed that a broad scope of resilience factors 
and outcomes have been studied. Overall, the results 
resonated with community advisors’ personal experi-
ences and perspectives of resilience. However, the cen-
tral role of supportive and accessible health services in 
fostering resilience among transition-age youth with 
SMI was uniquely highlighted in the review findings, 
and equally emphasized in the consultative meetings. 
Transition-age youth who have experienced SMI, clini-
cians, and researchers called attention to the importance 
of contextualizing resilience processes and focusing on 
service-related factors and practices that may support 
youth’s resilience. These results were used to expand 
on the process-oriented models of resilience which 
informed the present study [20, 21], with the addition of 
“service-related factors” as a central component. A pro-
cess model of resilience developed in collaboration with 

transition-age youth, clinicians, and researchers is shown 
in Fig.  3 to clearly depict the main findings and key 
messages.

To date, the greatest amount of research attention has 
been placed on identifying resilience factors assessed at 
the individual level. The personal characteristics identi-
fied largely overlapped with internal risk and protective 
factors that have been highlighted in the adult mental 
health and developmental psychopathology literature 
[17, 18, 30–32, 34]. Also consistent with prior resilience 
research, biological and physical health characteris-
tics were rarely explored as influential resilience factors 
among transition-age youth with SMI. This is somewhat 
surprising considering the well-known physical health 
risks associated with SMI, and emerging therapeutic 
practices targeting healthy lifestyle behaviors and mind–
body connection [121, 122]. The self-regulatory strategies 
identified also mirror prior research [18, 32, 114, 123], 
and highlighted the importance of engaging in supportive 
services, coping skills, youth’s agency in working towards 
goals and participating in meaningful occupations. 
Results demonstrate a variety of potential mechanisms of 
change that can be further explored and expanded on in 
efforts to support processes of resilience in young people 
with SMI.

Importantly, the resilience factors listed above are 
inseparable from individuals’ environmental resources 
and opportunities [25]. Within the context of young peo-
ple’s mental health recovery, researchers have increas-
ingly emphasized the importance of understanding how 
resilience processes arise through person-in-environ-
ment transactions, which are contextually and cultur-
ally dependent [9, 30, 31, 123, 124]. As evidenced by the 
results of the current review, and consistent with prior 
research [17, 18, 30–32, 34], most studies have considered 
environmental resources and transactional processes 
that involve youth’s immediate environment (e.g., social 
support networks). The role of broader social, politi-
cal, institutional, and cultural systems that makeup the 
macro-level environment can be much more difficult to 
investigate, and has therefore received less attention [30, 
35]. Relatedly, findings demonstrated that there is cur-
rently limited resilience research among transition-age 
youth with SMI belonging to racialized, marginalized, or 
other underserved groups. Increased focus on the macro-
level environment and experiences of youth with diverse 
and intersecting social identities would reveal important 
social and contextual factors that impact health inequali-
ties, and in turn influence meanings and processes of 
resilience [25, 30, 35].

Experiences of adversity and positive adaptation 
are considered defining features of resilience that are 
closely linked [8, 9]. The present review revealed that 
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transition-age youth with SMI face unique challenges 
and adversities, which underscores the importance of 
trauma-informed care approaches among this popula-
tion [14]. Future research is warranted that fully contex-
tualizes various types of adversity during this transitional 
period of development [35]. Further, enhancing access 
and engagement in trauma-specific evidence-based treat-
ment should be considered in future research and clinical 
practice, as this may be a central resource for supporting 
positive cascading effects in the resilience processes of 
transition-age youth living with SMI [14, 18, 114]. Simi-
lar to prior reviews of resilience research [31, 34], clinical 
outcomes designed to assess pathology and impairment 
were still a common focus. However, findings illustrated 
a clear trend towards exploring positive outcomes that 
reflect youth’s adaptation, functioning, well-being and life 
purpose, which more closely align with strengths-based 
and recovery-oriented approaches [8, 9, 17, 123, 124]. 
There is ongoing debate in resilience research as to what 
exactly should be considered a positive resilience-related 
outcome [8, 112]. The perspectives of transition-age youth 
who have experienced SMI, members of their social sup-
port network, and mental health professionals should be 

prioritized to identify outcomes that matter the most and 
build on the results of this review [32, 35, 114].

Taken together, the present review synthesized a wide 
scope of resilience factors and outcomes that have been 
studied among transition-age youth with SMI. Results 
extended prior process-oriented models of resilience by 
identifying factors related to the provision of health ser-
vices as a central component unique to this population. 
Further, by uncovering resilience factors and outcomes 
shown to be salient across and beyond specific diagno-
ses of SMI, results can be used to inform the design and 
delivery of services catered to a broader range of youth 
mental health service users. As such, results hold practical 
implications and provide valuable insights into protective 
factors, mechanisms, and transdiagnostic intervention 
targets that may support youth’s positive development, 
functioning, and well-being.

Future research directions
Based on the scoping review findings, including com-
munity advisory group consultations, five key areas are 
recommended for future resilience research among tran-
sition-age youth with SMI:

Fig. 3 Process model of resilience among transition-age youth with SMI. Note: Processes of resilience are depicted through person-in-environment 
transactions. Core elements include: (A) experiences of adversity; multi-modal resilience factors: (B) personal characteristics, (C) environmental 
resources, (D) service-related factors, (E) self-regulatory strategies; and (F) resilience-related outcomes. Resilience processes are illustrated 
as unfolding over time, through non-linear pathways based on one’s subjective experiences, and bound within youth’s context. B & C: Results 
of the present scoping review suggest that personal (internal) and environmental (external) factors may exist along a continuum of risk 
and protective effects. This model was adapted from current process-oriented models of resilience in rehabilitation sciences [20, 21]
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(1) Interdisciplinary and integrative studies are needed 
to build a knowledge base that is relevant to 
researchers and clinicians from various disciplines.

(2) Intersectional approaches and collaborative 
research practices focused on fostering youth and 
community engagement are needed to gain the 
perspectives of more diverse populations and bring 
co-produced knowledge to the forefront of future 
work.

(3) Mixed-method and longitudinal study designs, 
as well as advanced statistical analyses, should be 
applied in future research. These methods have the 
capacity to examine dynamic processes of resilience 
and interactions between multi-modal resilience 
factors.

(4) Further investigations of developmental and trans-
diagnostic resilience factors are needed to clarify 
how resilience unfolds during different life stages 
and resilience factors that are shared within and 
across multiple SMI diagnoses (including physical / 
biological markers).

(5) Macro-level environmental factors which impact 
resilience processes among transition-age youth 
with SMI should be a focus of future resilience 
research to understand broader social and cul-
tural determinants that may inform health policy 
changes. In addition to the research designs and 
methods stated above, future work may consider 
adopting specific strategies suggested for explor-
ing the influence of broader contexts, systems, and 
health services on youth resilience processes, such 
as: participatory / co-design research approaches, 
prioritizing contextually and culturally relevant out-
comes, greater consideration of social determinants 
of health within the main data analyses and report-
ing [35, 114, 125, 126], and the use of resilience 
measures capable of evaluating social-ecological 
resources (e.g., community inclusion and opportu-
nities, cultural identity, spirituality) [96, 127, 128].

Strengths and limitations
There are several limitations to the present review which 
should be noted. First, an assessment of the methodo-
logical quality of evidence was not completed as this is 
beyond the scope of a scoping review design [42, 43, 47]. 
The lack of quality assessment limits the types of con-
clusions and implications that can be drawn from the 
current results [43]. Second, variability in how the pop-
ulation (transition-age youth) and concept (resilience) 
have been defined, as well as restrictions to the search 
strategy based on language, date, and publication type 
may have limited the breadth of the search and contrib-
uted to English language bias. Relatedly, articles that 

did not clearly define or operationalize resilience were 
excluded. As such, there are sources not included in the 
present review that may still be quite informative to the 
study of resilience among transition-age youth with SMI 
(e.g., review papers, interventions that did not define 
resilience).

The application of recent guidelines for high quality and 
transparent reporting is a notable strength to the current 
review which helped to mitigate the challenges and limi-
tations mentioned above [44, 45, 48, 54]. Additionally, the 
scoping review protocol was developed and carried out 
by a multidisciplinary review team with backgrounds in 
occupational therapy / rehabilitation sciences (AEN, SPB, 
EJN), kinesiology (MLdJ, CMS), and psychiatry / early 
intervention (NK). The integration of multiple perspec-
tives and academic disciplines supported the study selec-
tion process and interpretation of the review findings. 
Lastly, the inclusion of community advisory group con-
sultations was a key strength of the present review. This is 
a crucial step that has been recommended for advancing 
resilience research [35] and as part of the scoping review 
methodology [43, 46] to promote a more collaborative 
approach and emphasize the voices of young people and 
knowledge users. Incorporating the perspectives and 
feedback of transition-age youth who have experienced 
SMI, as well as mental health clinicians and researchers, 
was essential for maximizing the relevance and overall 
contribution of the research.

Conclusions
The distinct impact and burden of SMI among young 
people has been increasingly recognized among research-
ers and clinicians. Results of the present scoping review 
demonstrate that investigations of resilience among tran-
sition-age youth with SMI are growing in popularity, and 
hold strong potential for revealing novel strengths and 
resources that can inform the development of innova-
tive youth mental health practices and policies. Further 
research is encouraged that adopts interdisciplinary and 
intersectional approaches, and prioritizes community 
and youth engagement in research practices, in order to 
deepen current understandings of resilience among tran-
sition-age youth with SMI.
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