
REVIEW ARTICLE

Protective factors against depression in high-risk children
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Objective: From a preventive perspective, this study reviewed the literature on protective factors
against depressive symptoms in high-risk children and adolescents.
Methods: We conducted a thorough search of the PubMed, APA, EMCare, and Embase databases
for studies published between 1946 and August 25, 2023. We included only longitudinal studies that
analyzed protective factors for depressive symptoms in high-risk children or adolescents, excluding
cross-sectional studies, reviews, and pre-clinical studies.
Results: A total of 29 studies with 62,405 participants were analyzed and 38 protective factors were
identified. Positive individual characteristics, family factors, peer relationships, school-related aspects,
neighborhood characteristics, and intrinsic religiosity were associated with improved depression
outcomes.
Conclusion: These findings have important implications for preventive strategies in this population.
Addressing protective factors can help prevent depression and enhance lifetime mental health.
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Introduction

According to the Global Burden of Diseases, since 1990
depressive disorders have consistently been among the
top 10 causes of disability-adjusted life-years across
various age groups, including people aged 10-49 years.1

In 2019, along with anxiety disorders, depressive dis-
orders ranked among the top three causes of disability-
adjusted life-years among women, highlighting their
enduring impact on health burdens.1 Childhood and
adolescence are particularly critical periods for brain
development and the subsequent emergence of depres-
sive symptoms.2 Approximately one in five adolescents
will experience a diagnosable depressive episode by
18 years of age, which demonstrates the importance of
identifying at-risk youth and mitigating the long-term
impact of this disorder.3 Risk factors for mental disorders
in childhood are often discussed in the literature as a
combination of negative environmental exposures that
typically co-occur. Early adverse experiences, such
as childhood poverty, parental mental illness, family

instability, exposure to violence, substance abuse or
criminality, and child maltreatment are the strongest and
most consistent risk factors for both depressive and
anxious symptoms.4 Such experiences can disrupt
parent-child attachment5 and alter the development of
affect regulation and stress response systems.6

However, the significant role that protective factors play
in healthy development and reducing the impact of risk
factors must also be emphasized.7 These factors can be
regarded as positive influences in the environment that
facilitate healthy development. While they may not
necessarily promote normal progression in the absence
of risk factors, they can make a notable difference when
risk factors come into play.8 Understanding the intricate
interplay between risk factors, protective factors, and the
development of depressive symptoms enhances our
comprehension of depression’s etiology, guiding effective
prevention interventions. It is crucial to identify protective
factors that promote resilience and enhance mental well-
being, particularly for individuals vulnerable to depressive
symptoms. Hence, this study examined the literature from
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a preventive perspective, focusing on longitudinal studies
that investigated protective factors for depressive symp-
toms in high-risk children and adolescents.

Methods

The literature search was conducted in accordance with
the Preferred Reporting Items for Systematic Review and
Meta-Analysis (PRISMA) guidelines – Key Items for
PRISMA.9 To ensure the transparency of our methodol-
ogy, the study protocol and search strategy are detailed in
Supplementary Material S4. Table 1 provides a compre-
hensive and objective overview of our inclusion and
exclusion criteria. Our focus was on longitudinal studies
investigating protective factors for depression in high-risk
children and adolescents (age p 18 years). High-risk
criteria were defined as at least one of the following risk
factors: low socioeconomic status, parental psychiatric
disorders, or a history of maltreatment. We excluded
studies that did not specifically explore protective factors
in high-risk populations agedp 18 years. Review articles,
preclinical studies, cross-sectional, case-control studies,
and clinical trials were excluded.

We conducted a comprehensive search of the PubMed/
MEDLINE, Embase, EMCare, and APA databases for
studies published between 1946 and December 15, 2022,
including cohort studies in any language. When language
posed a barrier, we engaged translation services to ensure
inclusivity. The primary outcome was a reduced incidence
or diagnosis of depressive symptoms. On August 25, 2023,
we performed an updated search to ensure the most
current data for our study. Six investigators were paired to
independently conduct primary and secondary screening.
Primary screening consisted of title and abstract assess-
ment. PDFs of potentially eligible articles were obtained,
and each pair of researchers performed an independent
secondary screening. Any discrepancies during the pri-
mary or secondary screening phases were resolved
through consensus.

After the screening phase, the six authors were paired to
systematically extract data from each article, including the
sample’s population type, geographical location, publica-
tion year, sample size per group, follow-up duration, sex
distribution, mean baseline age, and the investigated risk
factors (e.g., low socioeconomic level, parental psychiatric

history, or maltreatment). We also collected details about
the instruments used to measure risk and protective
factors, the authors’ key conclusions, and the studied out-
come in each article. The outcomes ranged from depres-
sive symptoms, diagnosis of major depressive disorder,
internalizing/externalizing problems, and emotional and
behavioral issues. We used this systematic approach to
study outcomes due to the studies’ varied depressive
symptomatology assessment methods. Figure 1 is a
comprehensive overview of the literature search process,
and Figure 2 demonstrates the study’s flowchart.

Quality assessment

The studies’ methodological quality was determined using
a heat map created using the Research Triangle Institute
(RTI) item bank, which assesses sample size and
representativeness, comparability between groups, the
thoroughness of the statistical reports, and the determi-
nation of outcomes and protective factors. Further
information on this process is presented in Supplemen-
tary Table S1. Each study was scored according to the
number of applicable RTI items and was subsequently
graded as low (0.00-0.40), moderate (0.41-0.70), or high
(0.71-1.00) methodological quality/risk of bias.10 The
critical appraisal was performed independently by two
authors, with discrepancies resolved through discussion.
We used the Grading of Recommendations, Assessment,
Development, and Evaluations criteria (GRADE) to
evaluate the evidence quality (classified as high, moder-
ate, low, or very low).11 This assessment resulted in an
overall score for each study. To construct the evidence
map (Supplementary Table S2), we calculated the mean
individual scores from each study that explored the
corresponding protective factor, subsequently arranging
them from low to high risk of bias.

Results

We identified 29 articles, all published between 2002 and
2023, that reported a total of 38 protective factors. The
number of participants per study varied from 72 to 14,694,
totaling 62,405 individuals. Most of the studies were
conducted in the United States (n=20), with others from
the United Kingdom (n=2), Germany (n=3), Australia

Table 1 Inclusion and exclusion criteria

Inclusion criteria Exclusion criteria

Longitudinal population studies Review articles, clinical trials, any therapeutic or public intervention trial,
pre-clinical trials, case-control studies or cross-sectional studies

Included individuals aged p 18 years at high-riskw

of depression
Studies that did not specifically examine individuals at high-risk of depression OR

Studies that did not examine children and adolescents (aged p 18years)

Studies assessing protective factors during
childhood that reduced the incidence of
depression

Studies that did not investigate protective factors for depression

Original studies published in any language

wHigh-risk criteria (at least one of the following): 1) low socioeconomic level; 2) positive parental psychiatric history; 3) maltreatment.
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(n=1), Spain (n=1), Sweden (n=1), and China (n=1). The
median follow-up was 4 years (interquartile range 2.06-10
years), and the mean age at baseline was 9.75 years
(interquartile range 6.53-14 years). Some studies took a
comprehensive approach to defining high-risk popula-
tions, considering multiple risk factors simultaneously.
The most frequently employed criteria for high-risk
populations in longitudinal studies were childhood mal-
treatment (n=13), followed by socioeconomic risk (n=12),
and parental mental health problems (n=9). For detailed
information on each article, see Table 2. The majority of
studies received a low overall risk-of-bias score (p 40%),
with a 15.70% mean overall risk of bias. The heat map,
produced from RTI-bank scores, is presented in Supple-
mentary Table S3. Of the 38 protective factors, 18
(47.36%) had high certainty of evidence according to
GRADE, as shown in the evidence map in Supplementary
Table S2. A comprehensive list of the protective factors is
provided in Table 3.

Individual characteristics

Eleven studies found significant associations between
11 distinct characteristics and improved depression out-
comes.12,14-16,19,27-29,33,35,36 The most prevalent protec-
tive factor, which was assessed through various
measures, was intelligence and executive function, encom-
passing high cognitive skills,13 high intelligent quotient
(IQ),29,35 verbal intelligence,29 and reading comprehen-
sion.14 Self-efficacy27,36,40 and self-esteem14,15,35 were
frequently cited protective factors, each reported in three
different studies. Nevertheless, one study did not find
a significant association between IQ and depressive

symptoms.14 Positive correlations were also observed
between adaptive stress responses,28,33 easy tempera-
ment,12,14 strong social functioning,12,34,36 intrinsic religi-
osity,18,24 and lower depressive symptoms, while another
study found an association between higher striving19

and decreased depressive tendencies. However, other
studies did not find a significant association between self-
esteem,20 internal locus of control,14 and depressive
symptoms. Another study could not determine whether
easy temperament was a protective effect against inter-
nalizing symptoms.12 One study linked ego-resiliency16

with lower depressive symptoms, while another found that
a particular serotonin receptor genotype (5-HTTLPR
genotype) was associated with improved mental health
outcomes in high-risk children.12 Ethnic identity and an
optimistic view of the future were not found to be significant
protective factors.18

Parenting and family characteristics

The family environment emerged as the focal point in
research on protective factors for depression in children
and adolescents, being investigated across various
dimensions (n = 22).12-15,17,18,20-23,25,27-29,31,35-40,42 Par-
ental attachment was a key focus, with seven studies
highlighting its preventive impact.22,30,34,35,37,39,40 Three
studies emphasized the significance of maternal attach-
ment,13,21,23 while another emphasized paternal attach-
ment.39 Curiously, while some studies found caregiver
involvement and positive parenting17 to have preventive
tendencies, others found them inconclusive14 or even risk
factors for depression.23 Additionally, emotional regula-
tion and sense of coherence in caregivers emerged as
influential protective factors.12,28 The overall household

29 longitudinal studies
38 protective factors

62,405
at-risk

individuals
for

depression
Family attachments
Family cohesion
Maternal attachment
Parental support
Father involvement
Positive parenting
Felt acceptance
Family routines
Caregiver emotional regulation
High maternal sense of coherence
Three family characteristics
Sibling relationship

Positive perception of school
Regular engagement in
organized activities

7 articles

11 articles

10 articles

21 articles

7 articles

Cognitive skills
Self-efficacy
Self-esteem
Coping skills

Easy temperament
Social competence
Intrinsic religiosity

Ego-resiliency
Higher striving

Genotype
Family

School

Peer support

Individual
characteristics

Others
Neighborhood

cohesion
Other adult support

Religious attendance

Figure 1 Comprehensive summary of the results: 38 significantly protective factors across 29 longitudinal studies. Some
articles reported more than one protective factor.
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atmosphere was examined in three studies,15,27,36 with
two applying the Family Environment Scale.43 Three
studies found that feeling family support18,25 and accep-
tance28 was a significant protective factor. Some studies
also investigated the family structure’s impact on depres-
sion prevention, highlighting the protective effects of a
two-parent household,40 higher parental education
levels,40 and lower perceived marital discord.20 Positive
sibling relationships14 and having a family routine38-40

also contributed to future mental health.

School, community, and relationships outside the family

The quality of personal relationships was investigated in
12 studies,14,15,17,18,21,25,34,36,37,39,40 with only one14 fail-
ing to find that supportive friendships had a significant
protective effect for depressive symptoms. Five studies
found a significant protective association between positive
school experiences and depressive symptoms.14,18,32,34,39

Notably, one study found that a positive perception of
school had a significant protective effect, although it did not
find the same association for high school engagement or
school attendance.14 Two studies found that regular
participation in extracurricular activities had a protective
effect,14,30 while another found it had no effect.25

Experiencing support,15,27 particularly from individuals
outside the immediate family,25 was found to be a
protective factor. However, one study found that suppor-
tive friendships had no significant protective effect,14 and
another found no significant impact from teacher sup-
port.18 Neighborhood social cohesion was found to be
a protective factor in three studies,28,40,42 but not in
two others.25,38 Similarly, there were mixed results for
attending religious services, with a significant protective
effect found in one study26 but not in two others.14,24 In
addition, service provision,35 perceived high socioeco-
nomic level,40 and strong academic performance20 were
not found to be significant factors.
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– PubMed: 485
– Embase: 466
– APA: 178
– EMCare: 217

n=1,346

– PubMed: 12
– Embase: 31
– APA: 4
– EMCare: 6

n=53

Records identified in the original search
(until December 15, 2022):

Records identified from update
(until August 25, 2023):

Records after duplicates removed:
n=620

555 records excluded
after initial screening
of titles and abstracts

Full-text articles excluded:

– 1 same population of another
included study

– 40 different outcome
– 18 different study design
– 21 different risk criteria

Studies included in systematic review:
n=29

Full-text articles assessed for eligibility:
n=82

Figure 2 Flowchart showing the identification and selection of studies for inclusion in the systematic review.
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Table 3 Comprehensive data summaryw

Characteristics

Individual characteristics
Significant protective factors Non-significant or risk factors
[4] Child IQ estimate (internalizing and externalizing

behavior problems and Youth Axis I diagnoses)/high
cognitive skills (depressive symptoms)/high linguistic
ability reading skills and accuracy (depressive
symptoms)/verbal intelligence (depressive symptoms)

[1] Higher IQ (depressive symptoms)

[3] Self-efficacy (depressive symptoms 2x and
internalizing and externalizing problems)

[3] High self-esteem 2x (depressive symptoms and
internalizing and externalizing behavior problems and
Youth Axis I diagnoses)/positive outlook of self (MDD)

[1] Self-esteem (internalizing and externalizing symptoms)

[2] Coping strategies (depressive symptoms)/responses to
stress (MDD – adaptive responses to stress, high
effortful engagement and low involuntary
disengagement, buffered the effect of maternal
depression)

[1] Internal locus of control (depressive symptoms)

[2] Easy temperament (externalizing problems and
depressive symptoms)

[1] Easy temperament (internalizing problems)

[2] Good social functioning (internalizing and externalizing
problems)/social competence (internalizing and
externalizing problems)

[1] Children’s social skills and self-esteem (internalizing and
externalizing symptoms)

[2] Intrinsic religiosity (depressive symptoms)/religious
orientation (significantly buffered against externalizing
behavior for females only)

[1] Religious importance (MDD)

[1] Striving (depressive symptoms)
[1] Ego-resiliency (internalizing and externalizing

problems)
[1] Ego-control (risk of externalizing problems)

[1] 5-HTTLPR genotype (internalizing and externalizing
problems)

[1] Ethnic identity (internalizing and externalizing symptoms)
[1] Future optimism (internalizing and externalizing symptoms)
[1] High mental flexibility (depressive symptoms)

Parenting and family characteristics
Significant protective factors Non-significant or risk factors
[7] Parental involvement (internalizing and externalizing

problems)/caregiver-child closeness (depressive
symptoms)/parental attachment (depressive
symptoms)/parental warmth x2 (depressive symptoms
and depressive and anxious symptoms)/family
attachments (depressive symptoms)/perceived parent
- child relationship quality (internalizing and
externalizing behavior problems and Youth Axis I
diagnoses)

[1] Attachment to grandparent (depressive symptoms)

[3] Family cohesion (MDD)/family climate x2 (depressive
symptoms and depressive and PTSD symptoms)

[1] Family characteristics (internalizing and externalizing
symptoms)

[3] Maternal attachment (depressive symptoms)/healthy
mother-infant dyads (internalizing and externalizing
problems)/maternal caregiver involvement (time with
caregiver had a protective effect for depressive
symptoms initially in sample 1, but was related to
increased symptoms over time in both samples)

[2] Protective aspects of maternal parenting: nurturing, appropriate
developmental expectations (depressive symptoms)/maternal
caregiver involvement (time with caregiver had a protective
effect against depressive symptoms initially in sample 1, but
was related to increased symptoms over time in both samples)

[2] Parent support (prevented internalizing symptoms but
did not affect externalizing symptoms)/family support
(depressive symptoms)

[1] Father involvement (depressive and anxious
symptoms)

[1] Positive parenting (depressive symptoms)
[1] Felt acceptance (internalizing and externalizing

problems)
[1] Family routines (depressive and anxious symptoms)
[1] Caregiver emotional regulation (internalizing and

externalizing problems)
[1] Two-parent family (depressive symptoms)
[1] Low perception of marital discord (internalizing and

externalizing symptoms)
[1] High maternal sense of coherence (internalizing and

externalizing problems)
[1] High parental education (depressive symptoms)
[1] Sibling relationship (depressive symptoms)

School, community, and relationships outside the family
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Discussion

This comprehensive review of longitudinal studies on
protective factors for depression in children and adoles-
cents found a wealth of positive influences that can
improve depression outcomes among high-risk children
and adolescents. By understanding and addressing these
factors, we could pave the way for more effective mental
health promotion for vulnerable youth.

While certain protective factors, such as IQ, tempera-
ment, intrinsic religiosity, or genotype, may be inherently
non-modifiable, the majority of our findings suggest that
targeted programs could influence various protective
factors. Interventions emphasizing the development of
self-efficacy and healthy coping strategies have demon-
strated positive effects on overall well-being in children
and adolescents.44,45 Notably, increased self-efficacy,
reflecting a belief in personal competence and stress
management abilities,46 has proven to be a protective
factor for mental health,47 particularly in the context of
major depression.48 Of note, a number of individual
characteristics were not found to significantly protect
against depression in our review. This might be

attributable to a deficiency in positive intrinsic character-
istics among high-risk individuals, leading to dependency
on the environment for support. For instance, maltreated
children may have lower self-esteem, self-efficacy, and IQ
scores.49-51

Low IQ has been recognized as a risk factor for
depressive symptoms across various clinical and popula-
tion samples.52,53 Consequently, it is reasonable to
expect that individual traits linked to higher cognitive
capacity, such as higher IQ, advanced cognitive skills,
and superior reading comprehension, would be protective
factors against the onset of depressive symptoms in our
study.14,19,29,35 While one study found no significant
relationship between overall IQ scores and resilience, it
did find that other measures of cognitive abilities, such as
high cognitive skills and advanced linguistic abilities were
protective factors, which could suggest bias in its testing
methodology.14 Nevertheless, intelligence has been
associated with emotional and behavioral regulation,
greater inhibitory control, better problem-solving skills,
and effective communication abilities, enabling individuals
to cope with stressors in ways that may reduce
depressive symptoms in adulthood.29,54,55

Table 3 (Continued )

Characteristics

Significant protective factors Non-significant or risk factors
[11] Interpersonal relations (MDD)/peer relationship

quality (depressive symptoms)/peer relationships x2
(depressive symptoms and depressive and anxious
symptoms)/child peer relationships (internalizing and
externalizing problems)/peer attachment (depressive
symptoms)/positive peer influence (depressive
symptoms)/peer support (depressive symptoms)/
friend support x2 (1 study found it protective against
depressive symptoms only for girls and another found
it protective for both sexes)/kinship support
(internalizing problems and externalizing problems)

[1] Supportive friendships (depressive symptoms)

[5] Positive perception of school (depressive symptoms)/
school satisfaction (prevented externalizing symptoms
for girls but did not affect internalizing symptoms)/
school connection (depressive symptoms)/school
engagement (depressive symptoms)/school
connectedness (depressive and anxious symptoms)

[1] High school engagement and school attendance (depressive
symptoms)

[3] Other adult support (depressive symptoms)/social
support 2x (MDD and depressive symptoms)

[1] Teacher support (internalizing and externalizing symptoms)

[3] Neighborhood cohesion (internalizing and externalizing
problems)/positive community environment
(depressive symptoms)/collective efficacy (depressive
symptoms)

[2] Neighborhood social cohesion (depressive symptoms)/social
cohesion (depressive and PTSD symptoms)

[2] Regular engagement in extracurricular activity
(depressive symptoms)/organized activity participation
(participation in academic organizations was the only
type of activity that was related to lower depressive
symptoms)

[1] Time spent in structured activities (depressive symptoms)

[1] Religious service attendance (MDD) [2] Religious attendance (depressive symptoms)/engagement with
religion (depressive symptoms)

[1] High perceived SES (depressive symptoms)
[1] Service provision (internalizing and externalizing behavior

problems and Youth Axis I diagnoses)
[1] Good school achievement (internalizing and externalizing

symptoms)

IQ = intelligence quotient; MDD = major depressive disorder; PTSD = posttraumatic stress disorder; SES = socioeconomic status.
wThe factors are arranged according to frequency of appearance (shown in brackets) and are listed using the nomenclature they received in
the respective articles. To aid comprehension, the color-coding correlates with the frequency of each protective factor; darker tones signify
higher frequencies. The outcomes prevented by each protective factor are indicated in parentheses. Non-significant factors are listed beside
corresponding significant factors, facilitating comparison between the frequencies of related significant and non-significant factors. Factors in
italic font denote protective elements that, unexpectedly, increased the risk of depression.
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Cross-sectional studies have consistently shown posi-
tive health outcomes for children raised in functional
families, characterized by close emotional relationships
between parents and children, mutual support, and quality
time together.56-59 Our review further corroborated these
findings, despite the heterogeneous measurement of
family environments. A more structured and cohesive
family environment clearly appears more protective,
including a lower incidence of depression in the children
of actively involved parents with greater emotional
regulation. Interestingly, one study indicated that spend-
ing more time with a mother who has mental health issues
increased the likelihood of depression during follow-up.
This shows the significance of interventions that attempt
to lower the risk of depression in children by preventing
and treating mental disorders in their parents. Such
interventions should focus on increasing parental attach-
ment, promoting positive parenting techniques, and
developing parental emotional regulation skills, as well
as effectively treating those in need of mental health
support.

Several studies in our review found quality peer
relationships to be especially protective for depressive
symptoms, in addition to a positive perception of school.
These findings align with the results of cross-sectional
studies on the significance of positive friendships,
particularly during adolescence.60 Interventions in school
settings that nurture peer relationships could yield
additional benefits, simultaneously enhancing both the
school environment and peer support. These dual
benefits could have an additional preventive effect against
depression. A systematic review investigated positive
school experiences within a broader concept of school
connection,32,39 finding that a higher level of school
connectedness in children and adolescents predicted
lower depressive and/or anxiety symptom levels in both
population-based and intervention studies during
adulthood.61

The results for participation in structured activities were
inconsistent, with equal numbers of studies finding it
protective or not. This may have been because other
related aspects, rather than the extracurricular activities
themselves, helped prevent depressive symptoms.
A parallel observation was made by Cahill et al.,14 i.e.,
a positive perception of school had a protective effect in
a population of maltreated children and adolescents,
although high school engagement and attendance did not
have a significant effect. Also of note, a large study of
children at psychosocial risk did not find teacher support
to be significantly protective, while other types of sup-
port were.18 It is possible that teachers in socioecono-
mically deprived areas are less available to provide
emotional support, leading students to seek help from
other sources.

Although another review found that positive neighbor-
hood factors have a protective effect on mental health,62

our findings were inconsistent. This may stem from two
studies which found that in participants at risk of
maltreatment, neighborhood connection was a protective
factor.40,42 Nevertheless, individuals at psychosocial risk

may not experience as much benefit from their community
regarding depressive symptoms, as indicated by other
studies.25,38 Given the ample evidence that a child’s
neighborhood can be a protective63 or a risk factor64 for
mental health outcomes, more studies with high-risk
children should be conducted to determine how positive
neighborhood traits influence risk factors like maltreat-
ment and psychosocial risk.

Religiosity contributed to resilience against depression,
reflecting the findings of studies on maltreated children,
i.e., that religiosity has a protective effect for internalizing
and externalizing symptomatology.65 Notably, higher
rates of spiritual/religious well-being seem to reduce the
likelihood of depressive symptoms and risk-taking beha-
viors in children and adolescents.66 However, the effect of
attending religious services was inconclusive in our
review, with two papers finding non-significant results.
Interestingly, one study found that attending religious
services had a protective effect, while religious impor-
tance did not.26 This discrepancy may stem from context;
the study that found service attendance to be a protective
factor focused on the children of parents with mental
health issues, while the studies that did not find it effective
targeted populations with psychosocial and maltreatment
risk. This suggests that children with mentally ill parents
may find solace in a structured religious environment,
potentially experiencing greater protection against
depression than populations in disadvantaged commu-
nities or victims of maltreatment.

Given the significance of various protective factors in
preventing depression, it may be worthwhile to explore an
approach that considers the cumulative effect of these
preventive factors, as in Zhang et al.41 Their study, which
involved a sample of 2,288 high-risk individuals, found
that children with two or three positive childhood
experiences had better outcomes than those with zero
or one, regardless of the specific nature of the positive
experiences. Previous research highlights this quantita-
tive balance, indicating that cumulative positive childhood
experiences can counteract risk factors, regardless of the
specific quality or type of positive experience, contributing
to improved outcomes.67 Consequently, it may be
advantageous to shift the focus from providing singular,
advantageous experiences to promoting a diverse array
of positive experiences that align with individual, family,
and cultural contexts.56

To our knowledge, this is the first review of longitudinal
studies in high-risk children and adolescents with a
preventive perspective. However, we encountered limita-
tions due to the prevailing focus on illness in the literature,
resulting in a predominance of pathology-oriented
research and a scarcity of studies on protective factors
and resilience. The diverse methods used to assess
depressive symptoms, along with innovative statistical
approaches, impeded meta-analysis, preventing a reli-
able quantitative comparison of effect sizes for distinct
protective factors. Moreover, the heterogeneity arising
from diverse methodologies, populations, and evidence
quality levels complicated synthesis of the results and
restricted our ability to draw definitive conclusions.
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It should be pointed out that manual searches were not
included in our search methodology, thus relevant manu-
scripts may have been overlooked. Additionally, publica-
tion bias, favoring studies with positive or significant
results, could have influenced overall interpretation of the
evidence. Furthermore, although our study was not
registered in PROSPERO, our comprehensive study
protocol is available in the Supplementary Material to
ensure methodological transparency.

In conclusion, the prevalence of depression and its
impact on individual lives and functioning make it a
significant public health concern. Early identification of
potential protective factors is crucial, since effective
interventions in high-risk children and adolescents can
prevent adverse mental outcomes in adulthood. By
promoting protective factors and providing appropriate
support, we can improve lifelong mental well-being and
overall quality of life. Shifting our perspective to protective
factors and embracing a mental health-oriented approach
could prove pivotal for high-risk individuals, fostering a
more comprehensive, proactive, and effective approach
to mental health care.
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