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Abstract
The COVID-19 pandemic and associated restrictions have had a negative impact on the mental health and wellbeing of many people worldwide, but there is
evidence to suggest this has been a particularly challenging for adolescents. However, there is a paucity of research examining the factors that have promoted
good mental health during this time. The aim of the current study was to identify the protective factors among early adolescents in the UK that promoted
better mental health outcomes (internalising and externalising di�culties, and wellbeing) during the �rst national COVID-19 lockdown. Between September
and December 2020, 290 11–14 year olds across the North West of England were recruited to complete an online survey, consisting of several measures
pertaining to their experiences of lockdown, and their mental health and wellbeing. Hierarchical multiple regression was used to analyse the data. Results
indicated that higher participant-rated lockdown experience (the extent to which it was fun, easy, and good) and higher levels of optimism were protective
factors for all three outcomes of interest. Greater adherence to Government guidance was also a protective factor for internalising di�culties and general
wellbeing. Stronger family connection was a protective factor for externalising di�culties only, while stronger peer connection was a protective factor for
general wellbeing only. In summary, the ‘ordinary magic’ of supportive relationships and positive experiences appear to be some of the key factors needed to
ensure adolescents maintain good mental health and wellbeing, and to help them overcome the di�culties posed by the COVID-19 pandemic.

Introduction
Worldwide restrictions to prevent infection during the COVID-19 pandemic have included isolation, social distancing, and school closures (1). Whilst these
measures are implemented to reduce the spread of infection and prevent loss of life (2), such measures can have a negative impact on mental health. Risk
factors associated with poorer mental health, including uncertainty, anxiety, social isolation and loneliness, are heightened during pandemics due to both the
disease itself and the associated restrictions (3), and are considered to present particular challenges to adolescents (4). Evidence suggests that, relative to
adults, adolescents are at an increased likelihood of experiencing mental health problems such as depression, anxiety, and heightened stress, including post-
traumatic stress, as a result of COVID-19 (5–7). However, there is currently a paucity of research exploring the promotive and protective factors among early
adolescents that reduce the likelihood of mental health di�culties during this time. Further knowledge in this area will be useful in enhancing the support that
is available for young people, to help ensure they continue to thrive, despite the challenging circumstances.

Disruption during the COVID-19 pandemic
Early adolescence (ages 11–14 years) is a key period of development, when young people typically grow in independence and begin to prioritise relationships
with peers over family members (8). Peer relationships are associated with positive wellbeing and adjustment during adolescence (9), serving as important
sources of social support and in�uence, and helping to shape young people’s behaviour, identity, and attitudes (10). In the UK, repeated school closures
(March-July 2020 and January-March 2021 to date), alongside community-wide Governmental advice such as staying at home, reducing social contact, and
closure of leisure and retail businesses, have likely resulted in reduced face-to-face contact with peers and changes to routines that are di�cult to adjust to
(11). As such, adolescents’ normative developmental experiences are likely to have been disrupted during this time. Whilst the long-term psychological effects
of lockdown are unknown, evidence from previous pandemics indicates that loneliness during quarantines is associated with long-term depression and
anxiety in adolescents (12).

UNESCO (13) have highlighted the interruption to learning as a key adverse consequence of the pandemic, with lockdown exacerbating existing disparities and
health inequalities within the education system. Furthermore, many young people rely on other school-based provision such as access to teaching facilities,
free school meals and pastoral/wellbeing or safeguarding teams; all of which were substantially reduced during lockdowns (8, 14). School closures have
meant that many young people with poor mental health or those experiencing other adversities (e.g., poor living conditions, family relations, or poverty) may
have missed out on this vital support; resulting in potentially detrimental consequences to the most vulnerable young people in our society. For those
adolescents who identify with mental health needs, school routines are seen as important coping mechanisms (11).

Early adolescence is a critical period for the onset of mental health di�culties, with 50% of lifetime conditions having their �rst onset by the age of 14 years
old (15). One in seven 11–16 year olds were thought to have at least one mental health condition before the COVID-19 pandemic (16). Speci�cally,
internalising disorders (i.e., emotional or inward-facing di�culties such as anxiety and depression) were the most common type of disorder (9%), with girls at
an increased likelihood of experiencing di�culties in this domain (10.9% vs. 7.1%). Conversely, externalising di�culties (i.e., behavioural or outward-facing
di�culties such as conduct or hyperactivity disorders) were more common in boys (10.6% vs. 5.7%; NHS Digital, 2018). When combining these existing rates
with the heightened adversity and disruption young people may have faced during the COVID-19 pandemic, adolescents could be at an even greater risk of
developing potentially long-term mental health di�culties.

Overcoming adversity
In acknowledging the heightened risk factors and negative impacts of the COVID-19 pandemic and associated restrictions, it is important to highlight the
resilience process that some adolescents use to cope and thrive despite adversity (17, 18). The concept of resilience focuses on strengths as well as de�cits
and can be understood in terms of both risks and protective/promotive factors (19). This de�nition stipulates that in order to demonstrate resilience, children
must be �ourishing despite exposure to adversity (20), and is considered a dynamic process that all children are capable of demonstrating if the right
mechanisms are in place (19, 21). The literature has historically centred on identifying individual characteristics predictive of resilience in children; coping
skills, problem solving, self-e�cacy, self-regulation, expressiveness, re�ectiveness, sense of competence, optimism, autonomy, cognitive skills, temperament
and communication skills have all been identi�ed (21–24).

However, recent research in the resilience �eld has indicated a shift in focus from the individual child to the child’s interactions with their environment, and
there is increased emphasis on the factors that facilitate the development of wellbeing under stress (25, 26). Wellbeing is de�ned not simply as the absence of
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poor mental health, but also the presence of good mental health, whereby individuals with strong general wellbeing are feeling good and functioning well; in
other words, they are �ourishing (27). Resilience work is therefore moving away from the study of vulnerable children, to a focus on the socio-ecological
factors that operate at multiple levels to promote good wellbeing; thus, family and community factors are also integral (28). Furthermore, in keeping with
Bronfenbrenner’s ecological systems theory (29), it is thought that these levels interact with and impact one another (30). Thus, Goldstein and Brooks (31)
advocate that resilience research should centre on the interaction between the child and their social environment. Ungar (32) further developed this by
suggesting that resilience could be understood as the child’s ability to access the resources they need from the community, to establish and maintain their
wellbeing in the face of risk or adversity. These resources, known as protective factors, and are thought to come from ‘everyday’ elements of their environment,
such as having trusted friendships and supportive family; in other words, protective factors are considered to be ‘ordinary magic’ (21).

Whilst optimism is closely aligned with resilience, it is considered distinct - de�ned as a stable personality trait, with generalised positive outcome
expectancies (33, 34), thought to be most relevant in situations with little scope for personal control (35, 36). Optimism has been found to be positively related
to psychological wellbeing, and negatively with depression and anxiety (35), with higher levels of optimism related to better subjective wellbeing in times of
adversity (37). Optimism has been positively associated with coping styles in light of stressful events, demonstrating �exibility of adopting problem-focused
coping with controllable stressors and emotion-focused coping with uncontrollable stressors as the situation demands (38).

While many promotive and protective factors (individual, social, and environmental attributes that are associated with positive youth development; 39) have
previously been established in the extant evidence base, there is limited research explicitly examining the protective factors during the COVID-19 pandemic and
its associated restrictions, such as school closures. Given the change in social and familial circumstances for young people as a result of COVID-19 related
restrictions, the resources typically drawn from in terms of resilience may also be limited. Dispositional optimism may therefore act as a protective factor
when community factors are disrupted. There is also sparse research exploring the speci�c COVID-19 related factors that may boost adolescents’ wellbeing
during the pandemic, such as family shielding or keyworker status, and individuals’ understanding of and level of worry regarding COVID-19.

Resilience during the COVID-19 pandemic
Just as we need to understand which young people are at increased risk of mental health di�culties during this pandemic, it is also vital we understand the
factors that help to ensure adolescents continue to thrive. Uni�cation of evidence relating to both risk and protective factors provides a more holistic picture of
what is happening in young people’s lives (40). Furthermore, an understanding of the effective protective factors for positive mental health and wellbeing can
advance our understanding of how young people respond to crises, and can help inform the services and resources offered (17).

Emerging evidence suggests that optimism is important for promoting resilience during the COVID-19 pandemic (41), with 12–18 year olds in China who
report higher levels of optimism for the COVID-19 pandemic reporting lower levels of anxiety and depression symptoms (42). Furthermore, older adolescents
aged 16–19 years in a qualitative study in the UK reported adopting a positive outlook (e.g., remaining hopeful and optimistic for the future) as an intentional
coping strategy for promoting good wellbeing during the COVID-19 pandemic (43), with similar themes regarding intentional coping strategies reported
amongst 16–24 year olds in Portugal (4). Repeated lockdown phases (that is, strict Government-led restrictions of limited social contact, social movement not
allowed between social households and school, leisure and non-essential business closures) indicate shifts in attitudes towards lockdown experiences, with
2,438 13–25 year olds surveyed in January 2021 in the UK reporting having implemented and established coping mechanisms and routines they had learnt
from two earlier periods of strict lockdown restrictions to support their mental health, and 79% believing their mental health will improve once restrictions are
lifted (44). However, most of these protective factors are individual-level attributes, and so the social and environmental (and speci�cally the pandemic-
related) factors that are associated with better adolescent mental health outcomes are currently unknown.

The current study
While evidence continues to emerge for the effects of the COVID-19 pandemic and associated restrictions on the mental health and wellbeing of young people,
most research has focused speci�cally on the negative outcomes. Indeed, evidence so far suggests that the pandemic has put young people at increased risk
of experiencing poor mental health (e.g., Loades et al., 2020). Thus, more research is needed regarding the protective factors that counteract this risk and
contribute to good mental health outcomes in young people, and in particular, the protective factors related speci�cally to the pandemic. Furthermore, most
COVID-19 related research has investigated the impact on adults or older adolescents (16–19 years e.g., Demkowicz et al., 2020; Pascual-sanchez et al., 2020);
less evidence exists regarding the effects on younger adolescents. This is particularly important given that they are at a critical stage in their development and
a point of heightened vulnerability to mental health di�culties (15).

Thus, this study aims to examine not only the psychological protective factors, but also the social and environmental factors, that promoted better mental
health outcomes during the �rst lockdown in early adolescents in the UK. Speci�cally, we aim to identify the factors associated with home, school, peers, and
the community, as well as the factors associated with the pandemic speci�cally (e.g., adherence to guidelines, living with key workers) that were associated
with better mental health outcomes, namely internalising di�culties (inward facing di�culties e.g., emotional problems), externalising di�culties (outward
facing di�culties e.g., conduct problems), and general wellbeing, during this time.

Materials And Methods

Participants and recruitment
Five secondary schools participated in the study, three were coeducational and two were single sex (one boys’ and one girls’). The single sex schools were also
academically selective, and the girls’ school was fee paying. Two hundred and ninety pupils in years 7–9 (the �rst three years of secondary education)
participated, aged between 11 and 14 years (M = 11.95; SD = .85). Of the participants, 52.8% identi�ed as male and 45.2% as female, with the remaining 2%
identifying as ‘other’ or indicating that they preferred not to say. Sixteen per cent reported that they were in receipt of free school meals (FSM; a proxy for
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belonging to a low-income household). Other demographic data is presented in Table 1. The sample is broadly in line with the national average for pupils of
this age in terms of proportion eligible for FSM (17.3%) and belonging to a Black or Minority Ethnic (BAME) group (32.3%) (46).

An a priori sample size calculation, performed using the G*Power software v. 3.1.9.2 (47, 48) showed a minimum sample of size of 208 participants would be
required to detect a moderate effect size (f2 = .15) at standard alpha (p < .05) and power (.95) values for 17 predictor variables. There were 12.8% of values
missing in the data. In order to establish any systematic variation in patterns of missingness, an omnibus test for missing completely at random (MCAR) was
conducted using Little’s test (Little, 1988). Little’s test was not statistically signi�cant, χ2(1266) = 1333.54, p = .09, indicating MCAR can be assumed.
Accordingly, missing data were handled using an Expectation Maximisation (EM) algorithm in the SPSS v.25 software. EM is preferred to listwise and pairwise
deletion which can result in biased parameter estimates (49).

Table 1
Demographic data

Demographic %

Gender  

Male 52.8

Female 45.2

Other/prefer not to say 2.0

Ethnicity  

White 76.9

Asian/Asian British 8.8

Mixed Ethnicity 7.5

Chinese/Chinese British 2.0

Black/Black British 1.0

Another Ethnic Group 2.0

Sexuality  

Heterosexual 79.9

LGBTQIA+ 9.5

Prefer not to say 10.2

Religion  

Christianity 32.7

Islam 8.2

Hinduism 1.4

Receiving Free School Meals 16

Measures
The survey consisted of three parts: Part 1 asked participants a series of questions relating to their demographic characteristics, Part 2 asked about
experiences of lockdown, and Part 3 presented a series of measures pertaining to participants’ mental health and wellbeing.

Demographics
Part 1 presented a series of questions regarding participants’ age, gender identity, ethnic group, religion, sexuality, and FSM status. All questions were optional
and offered a ‘prefer not to say’ response.

Lockdown factors
Part 2 contained a series of questions designed for this study, asking about participants’ experiences of COVID-19 and what their lockdown looked like.
Questions asked about their home and who they were living with (e.g., ‘who is looking after you?’; 1 parent/2 parents/carers/grandparents/other family
member/other), including if any household members were shielding or were key workers (yes/no/don’t know/prefer not to say). There were also questions
asking participants’ to rate theirs and their family members’ perceived knowledge level regarding COVID-19 (1 = poor; 7 = good), and the extent to which they
were following the guidance (1 = not at all; 7 = completely). Six items pertained to ‘fear of COVID-19’, asking participants to rate the extent to which they were
worried about themselves or their family member becoming unwell with COVID-19 (e.g., ‘if my friends and family were to develop COVID-19 they would suffer
badly from it’; 1 = strongly disagree, 5 = strongly agree). Participants were also asked about their experiences of lockdown. Participants were presented with
three items relating to lockdown, and were asked to rate their experiences of each on �ve-point Likert scales (very bad-very good; very hard-very easy; very
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boring-very fun). Scores for these items were summed, to form an overarching ‘lockdown experience’ variable, with higher scores indicating a better lockdown
experience.

Mental Health Di�culties
Me and My Feelings (M&MF; Deighton et al., 2013) was used to measure mental health di�culties. M&MF is a brief, 16-item school-based self-report measure
of child mental health, covering two broad domains: internalising di�culties (e.g., emotional problems) and externalising di�culties (e.g., behavioural
problems). Statements are provided (e.g., I feel lonely; I lose my temper), and young people are asked to rate the extent to which they feel each statement
represents them on a three-point Likert scale (never/sometimes/always). The �rst 10 items comprise the internalising di�culties subscale, while the remaining
six form the externalising di�culties subscale. Scores are summed for each subscale, with higher scores indicating higher levels of di�culties. Internal
consistency in the context of the present data was αs = 0.77–0.80. Psychometric properties are well reported, including previously established construct,
convergent, and discriminant validity, and the measure has been validated for use with children aged eight years and over (50, 51).

Wellbeing
The Short Warwick-Edinburgh Mental Wellbeing Scale (SWEMWBS; 2008) was utilised as a measure of mental wellbeing. SWEMWBS is a seven-item self-
report measure, consisting of a series of positively-worded statements about thoughts and feelings (e.g., I’ve been feeling relaxed). Participants are asked to
rate each statement on a �ve-point Likert scale (1 = none of the time, 2 = rarely, 3 = some of the time, 4 = often, and 5 = all of the time) that best describes their
experiences over the last two weeks. Scores are summed, with higher scores indicative of higher positive mental wellbeing. The SWEMWBS is recommended
for use with secondary school pupils ((27, 53)) and has established convergent and construct validity (54). Internal consistency for the current study was α = 
0.88.

Resilience

Sources of support
Four subscales from the Student Resilience Survey (SRS; Lereya et al., 2016) were used to measure participants’ perceptions of their protective factors at the
individual-level, as well as those embedded in the environment. Speci�cally, the family connection (four items), peer support (11 items), community connection
(four items), and school connection (four items) subscales were used. Respondents are presented with a series of statements (e.g., at school there is an adult
who really cares about me), and they are asked to rate the extent to which each statement �ts them best on a �ve-point Likert scale (1 = never; 5 = always).
Scores are summed for each subscale, with higher scores indicating greater levels of protective factors in each domain. Psychometric properties include
criterion validity, and validated for use in children aged 11 years and over (55). Internal consistency in the current study was α = 0.80–0.93.

Optimism
The revised Life Orientation Test (LOT-R; Herzberg et al., 2006) was used as a measure of optimism. The LOT-R is a 10-item self-report measure designed to
assess individual differences in generalised optimism versus pessimism. Participants are presented with a series of statements (e.g., in uncertain times, I
usually expect the best; if something can go wrong for me, it will), and are asked to rate the extent to which they agree on a �ve-point Likert scale (strongly
disagree/disagree/neutral/agree/strongly agree). Scores are summed, with higher values indicating higher levels of optimism. The LOT-R has successfully
been utilised with secondary school aged children and has reported discriminant validity (57, 58). In the current study, internal consistency was α = 0.60–0.78.

Design and procedure
The current cross-sectional study utilised quantitative survey data collected as part of the Adolescents’ Lockdown-Induced Coping Experiences (ALICE) study.
The ALICE study was conducted in the North West of England with �ve secondary schools, between September and December 2020, following the �rst UK
lockdown. Secondary schools were recruited to participate via social media, and through existing networks and connections. Schools sent information sheets
to the parents/carers of all pupils in years 7–9, along with a link to an online survey, consisting of a suite of measures exploring young people’s mental health
and wellbeing during the COVID-19 pandemic, and their experiences of lockdown. If the parents/carers consented to their child taking part, they were asked to
provide them with the survey link. Informed assent was sought from the young people, who were asked to tick a box at the beginning of the survey if they
consented to taking part. The ALICE study received ethical approval from the institutional Research Ethics Committee (Ref: 20/NSP/037).

Analytic strategy
Hierarchical multiple regression analyses were conducted to establish how much variance in the three outcome variables of interest (internalising di�culties,
externalising di�culties, and wellbeing) could be accounted for by the predictor variables (lockdown factors and resilience factors), after controlling for
demographic characteristics (gender, age, and FSM status). For each of the three models, demographic variables were added in step 1 in order to control for
their effects, lockdown factors added in step 2 to establish the unique variance explained by predictors relating speci�cally to the COVID-19 pandemic, and
�nally resilience factors added in step 3.

Results

Descriptive statistics
Descriptive statistics are presented in Table 2. Participants generally rated themselves as having high levels of support from home, school, the community,
and their peers, with support from home rated highest. Levels of wellbeing were in line with population norms for SWEMWBS (27). Mean scores for optimism,
internalising di�culties, and externalising di�culties fell around the mid-way point for all three variables (3.3/5, 1.7/3, 1.5/3 respectively).
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Table 2
Descriptive Statistics

  Mean SD Observed Ranges Skewness Kurtosis

PART 2          

Experience of Lockdown 2.93 0.94 1–5 0.08 -0.33

Fear of COVID-19 3.75 1.36 1–7 0.24 -0.59

Number of Parents at Home 1.85 0.36 1–2 -1.98 1.95

Number of Siblings at Home 1.30 1.13 0–8 2.28 9.84

Personal Knowledge of COVID-19 5.53 1.27 1–7 -0.48 -0.44

Family Knowledge of COVID-19 6.17 1.00 1–7 -1.08 0.68

Following Government Guidance 5.77 1.16 2–7 -0.77 0.01

PART 3          

Resilience: Family Connection 4.55 0.59 1.25-5 -2.07 5. 43

Resilience: School Connection 3.79 0.91 1–5 -0.55 -0.10

Resilience: Community Connection 4.15 1.05 1–5 -1.02 0.52

Resilience: Peer Support 4.11 0.83 1.36-5 -1.02 0.52

Optimism 3.30 0.57 1.6–4.9 -0.21 0.36

OUTCOMES          

Internalising Di�culties 1.69 0.42 1-2.8 0.42 2.33

Externalising Di�culties 1.49 0.40 1-2.83 0.92 0.82

Wellbeing 3.49 0.72 1.14-5 -0.38 0.29

Bivariate Correlations
Bivariate correlations are presented in Table 3. Levels of optimism had the strongest relationship with all three outcome variables. Regarding lockdown-related
factors, the majority were associated with levels of internalising di�culties, externalising di�culties, and wellbeing. Number of parents at home and having a
family member shielding at home, as well as the number of siblings at home was associated with internalising di�culties only, and fear of COVID-19 with
wellbeing only. Home connection was the resilience factor most strongly associated with lower levels of internalising and externalising di�culties, whilst peer
support was the resilience factor most strongly associated with higher levels of wellbeing.

Hierarchical regression analyses

Internalising di�culties
For Model 1 (internalising di�culties) a signi�cant model was identi�ed in step 3 (Table 4), F(17,272) = 23.72, p < .001. The R2 indicates the predictors in the
model accounted for approximately 59% of the variance in internalising di�culties, indicative of a large effect size (59). After controlling for demographic
factors, two lockdown factors emerged as signi�cant predictors, lockdown experience and the extent to which participants followed Government guidance,
with more positively rated lockdown experiences (β = − .27, p < .001) and higher levels of adherence to guidance (β=-.12, p = .006) were associated with lower
levels of internalising di�culties. Lockdown experience was a stronger predictor of internalising di�culties than guidance adherence. Only one resilience
factor, optimism, emerged as a signi�cant predictor in step 3, with higher levels of optimism associated with lower levels of internalising di�culties (β = − .47,
p < .001). Several additional predictors were also identi�ed at step 2 of the model, but these coe�cients were no longer signi�cant at step 3 of the model, after
resilience factors were included (see Table 5 for details).

Externalising di�culties
For Model 2 (externalising di�culties), a signi�cant model was identi�ed in step 3, F(17, 272) = 7.83, p < .001. The R2 indicates the predictors in the model
accounted for approximately 33% of the variance in externalising di�culties, indicative of a large effect size. After controlling for demographic factors, one
lockdown factor signi�cantly predicted externalising di�culties, lockdown experience, with a more positively rated lockdown experience associated with lower
levels of externalising di�culties (β = − .22, p < .001). Furthermore, two resilience factors, family connection and optimism, were also signi�cant predictors,
with higher levels of family connection (β = − .20, p = .012) and optimism (β = − .20, p = .003) associated with lower levels of externalising di�culties. Several
additional predictors were also identi�ed at step 2 of the model, but these coe�cients were no longer signi�cant at step 3 of the model, after resilience factors
were included (see Table 5 for details).

Wellbeing
For Model 3 (wellbeing), a signi�cant model emerged in step 3, F(17, 272) = 32.75, p < .001. The R2 indicates the predictors in the model accounted for 67% of
the variance in wellbeing, indicative of a large effect size. After controlling for demographic factors, three lockdown factors emerged as signi�cant predictors,
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lockdown experience, fear of COVID-19, and the extent to which they followed the guidance, with more positively rated lockdown experiences (β = .17, p < .001),
higher levels of concern about COVID-19 (β = .12, p = .006), and higher levels of adherence to the rules (β = .13, p = .002) associated with higher levels of
wellbeing. Two resilience factors, peer connection and optimism, emerged as signi�cant predictors in step 3, with higher peer connection (β = .21, p < .001) and
optimism (β = .50, p < .001) associated with higher levels of wellbeing. Optimism was a stronger predictor of wellbeing than peer support. Several additional
predictors were also identi�ed at step 2 of the model, but these coe�cients were no longer signi�cant at step 3 of the model, after resilience factors were
included (see Table 5 for details).



Page 8/14

Table 3
Bivariate correlations

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

1.
Experience

— − .11 .06 .06 .01 − .12 − .03 .07 .17** .23** .08 .11 .13* .28** − .46** − .34

2. Fear   — .07 .13* − .14* .22** − .03 − .04 − .10 − .13* .01 − .06 − .13* − .22** .23** .16*

3. N Parents     — .14* .01 − .03 − .04 .01 − .04 .02 .06 .01 .02 .11 − .09 − .11

4. N Siblings       — − .12* .08 − .15* − .29** − .09 − .25** − .13* − .13* − .19** − .04 .08 .13*

5. keyworker         — − .04 .06 .11 .11 .07 .11 − .04 .08 .11 − .12* − .15

6. Shielding           — .07 .18** .02 .73 .03 − .002 .01 − .06 .07 .10

7. Personal
Knowledge

            — .63** .29** .29** .24** .11 .19** .21** − .14* − .18

8. Family
Knowledge

              — .26** .37** .22** .15* .25** .24** − .19** − .17

9. Guidance                 — .38** .24** .19** .22** .21** − .32** − .26

10. Home
Support

                  — .43** .60** .54** .52** − .49** − .43

11. School
Support

                    — .46** .51** .31** − .35** − .28

12.
Community
Support

                      — .49** .38** − .39** − .28

13. Peer
Support

                        — .49** − .44** − .28

14.
Optimism

                          — − .68** − .43

15.
Internalising

                            — .49*

16.
Externalising

                              —

17.
Wellbeing

                               

* p < .05. ** p < .01. *** p < .001.

Table 4.

Hierarchical multiple regression models (step 3)

  Internalising Problems Externalising Problems Wellbeing

  ΔR2 β ΔR2 β ΔR2 β

Step 1: Demographics .035*   .026*   .047**  

  Gender   .047   .037   − .034

  Age   .204   .035   − .006

  FSM   .020   .017   − .051

Step 2: Lockdown Predictors .298***   .207***   .268***  

  Experience of Lockdown   − .265***   − .222***   .170***

  Fear of COVID-19   .060   .026   .103**

  Number of Parents at Home   − .027   − .086   − .015

  Number of Siblings at Home   .027   .073   − .021

  Personal Knowledge of COVID-19   .034   − .094   − .030

  Family Knowledge of COVID-19   .016   .076   .079

  Following Government Guidance   − .121**   − .061   .121**

  Family member shielding   .001   .045   − .024
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  1. 2. 3. 4. 5. 6. 7. 8. 9. 10. 11. 12. 13. 14. 15. 16.

  Family member keyworker   − .026   − .077   .097

Step 3: Resilience Predictors .263***   .095***   .356***  

  Home Connection   − .024   − .196*   .015

  School Connection   − .079   − .098   .039

  Community Connection   − .083   − .024   .054

  Peer Support   − .051   .055   .213***

  Optimism   − .474***   − .200**   .499***

  Total R2 .590   .328   .671  

Note. Standardised regression coe�cients reported from Step 3 of the model.

* p < .05. ** p < .01. *** p < .001.

Table 5
Hierarchical multiple regression models (step 2)

  Internalising Problems Externalising Problems Wellbeing

  ΔR2 β ΔR2 β ΔR2 β

Step 1: Demographics .035*   .026*   .047**  

  Gender   .067   .050   − .050

  Age   .120*   .116*   − .125*

  FSM   .018   .028   − .067

Step 2: Lockdown Predictors .298***   .207***   .268***  

  Experience of Lockdown   − .407***   − .312***   .328***

  Fear of COVID-19   .128*   .052   .017

  Number of Parents at Home   − .095   − .124*   .056

  Number of Siblings at Home   .054   .111   − .059

  Personal Knowledge of COVID-19   − .047   − .147*   .055

  Family Knowledge of COVID-19   − .058   .018   .168*

  Following Government Guidance   − .178**   − .123*   .186**

  Family member shielding   .002   .042   .125*

  Family member keyworker   − .049   − .085   .125*

  Total R2 .333   .467   .315  

Note. Standardised regression coe�cients reported from Step 2 of the model.

* p < .05. ** p < .01. *** p < .001.

Discussion
The present study aimed to identify the individual, social, environmental, and COVID-19 speci�c protective factors associated with better mental health
outcomes (namely internalising and externalising di�culties, and wellbeing) for 11–14 year olds following the �rst UK lockdown. Results indicated that higher
participant-rated lockdown experience (perceptions of the extent to which it was fun, easy, and good) and higher levels of optimism were protective factors for
all three outcomes of interest. Greater adherence to Government guidance was also a protective factor for internalising di�culties and general wellbeing.
Stronger family connection was a protective factor for externalising di�culties only, while stronger peer connection was a protective factor for general
wellbeing only.

It is particularly noteworthy that despite the signi�cant impact COVID-19 has had on the daily lives of adolescents, mean scores for lockdown experience
ratings (i.e., the extent to which they thought it was good, fun, and easy) were approximately three out of �ve, indicating that, generally, adolescents in this
study did not �nd it to be a completely negative experience; a potentially reassuring sign. Indeed, research conducted during the COVID-19 pandemic suggests
that on average there has been wide spread resilience in response to the pandemic (60). However, it is important to bear in mind that this score is the average,
and some young people in this study reported a very challenging lockdown. Given that lockdown experience was a protective factor across all three aspects of
mental health and wellbeing, this is particularly concerning. Thus, it is vital that, moving forward, young people who experienced a di�cult lockdown are
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identi�ed, and receive appropriate intervention and support (32). Furthermore, should any further lockdowns be required, it will be of upmost importance that
these adolescents are appropriately supported, and their lockdown experience improved as far as possible.

Schools are typically considered to be a valuable location for the early identi�cation of children experiencing mental health di�culties and the implementation
of mental health interventions (e.g., promoting mental health literacy, social and emotional wellbeing, coping skills; Caan et al., 2015; Vostanis et al., 2013). It
is now recognised that all schools have a responsibility for supporting the mental health of their pupils, particularly following the recent Government Green
Paper recommending that all English schools appoint a designated mental health lead (63). However, prioritising mental health con�icts with more recent
Governmental concerns regarding pupils’ academic progress, which places schools under considerable pressure to ensure their pupils ‘catch up’ following the
school closures (e.g., (64)). Thus, schools may �nd themselves in a position where they are in a conundrum regarding whether to reach targets for academic
progress, or prioritise ensuring the mental wellbeing of their pupils. Nevertheless, given the importance of peer support to adolescents’ general wellbeing
identi�ed in the present study (and in previous research e.g., (9)) it appears that, particularly for those who have had a di�cult lockdown, allowing time in
school for adolescents to socialise with their friends and build relationships may be invaluable in counteracting the negative experiences of lockdown. In case
any further lockdowns occur, it will also be vital that, as far as possible, schools help to ensure their pupils’ experiences of learning in lockdown are positive;
for instance, through the provision of pastoral support and frequent contact with teachers. Qualitative research highlights the importance of teachers, with
adolescents emphasising the value of having access to teachers for their learning and wellbeing during school closures (65).

More broadly, Government policy must prioritise the provision of effective support and resources for young people who are experiencing, or who have
previously experienced, di�cult lockdowns. This may be in the form of strategies that can directly improve a young person’s lockdown (e.g., providing support
to families experiencing poverty, or technology for adolescents to access schoolwork), or the availability of resources and support services (e.g., adolescent
mental health services) that can help to mitigate the longer-term impact of any negative experiences. Findings from the Mental Health Foundation’s (60)
research echo this need, calling on the Government to speed up the roll out of evidence-informed psychotherapeutic digital mental health interventions,
implement trauma-informed therapies, and provide safe places for social connection and interaction in the community.

Regarding optimism, greater levels of optimism predicted greater wellbeing, and less internal and externalising di�culties. These �ndings highlight optimism
as a personality trait which is associated with resilience and wellbeing, often in the face of a lack of personal control, where dispositional optimism is
considered a stress buffer on mental health in adolescents (66). The COVID-19 pandemic, and in particular the �rst lockdown phase considered in the current
study, presented a time of uncertainty, and results suggest that those adolescents who have a more optimistic stance are more likely to experience fewer
psychological di�culties and greater wellbeing, thus potentially mitigating the psychological impact of COVID-19 (67). This is consistent with �ndings that
suggest optimism mediates the relationship between stress related to COVID-19 and psychological di�culties (68, 69). Whilst in this study dispositional
optimism is explored, learned optimism can also be applied as a useful intervention in enhancing wellbeing and a movement towards �ourishing for the
individual (70).

Another noteworthy �nding from the present study is the importance of relationships; speci�cally, the association between strong family connection and lower
levels of externalising di�culties, and strong peer connection and improved wellbeing. This �nding is consistent with qualitative research with older
adolescents that suggests family disputes and tension could be a source of di�culty during lockdowns, whereas keeping in touch with peers was considered
bene�cial (43). The impact of family relationships on adolescents’ mental health is perhaps unsurprising given that the vast majority of participants were
likely solely with their family for prolonged periods during lockdown, and the existing evidence highlighting the important role of family relationships. For
instance, even in the absence of risk, well-structured home environments and warm relationships within the family are important for positive development (55),
but having a supportive family has been found to be particularly valuable for children trying to cope with stressful experiences (71, 72), as is the case at
present for many young people.

Conversely, the relationship between stronger family connection and lower levels of externalising di�culties speci�cally is interesting. Previous research has
found similar results with family functioning, suggesting children’s externalising di�culties are more strongly associated with poorer family functioning than
internalising di�culties (73). However, a longitudinal study by Mastrotheodoros et al. (74) indicated that adolescents (aged 15) with higher levels of
externalising di�culties tended to be those who later experienced worse family functioning, but not vice versa, suggesting that higher externalising di�culties
in children cause poorer family functioning. Thus, it may be that the relationship between externalising di�culties and family connection found in the present
study was a result of pre-existing di�culties (or the absence thereof). Unfortunately, the cross-sectional nature of the current study does not allow for an
identi�cation of the direction of these relationships. However, previous studies have focused on family functioning; less research has looked at family
connection, and so the direction of the relationship remains unclear.

Nevertheless, the �ndings from the current study, combined with existing evidence, still highlight the importance of fostering good relationships with family
members, in order to effectively promote adolescents’ mental health during the pandemic. Various strategies exist, such as family support programs, which
aim to improve parent wellbeing and parenting, and in turn improve adolescent mental and behavioural health (75), or the provision of family support workers
(FSWs) for those identi�ed as at-risk. FSWs can help to strengthen parents’ and children’s social supports and coping skills through the provision of a range of
behavioural and parent-training interventions, in order to prevent the escalation of more severe di�culties (76). Alternatively, parenting classes may provide a
less resource-intensive and more readily available option that can be implemented in the community, while still strengthening family connections (77).

Outside of the family, peer connection was associated with higher levels of general wellbeing. Early adolescence is a crucial period of social development;
young people spend more time building relationships outside of the family, and peers become increasingly important in terms of identity formation, fostering
independence, and the development of social skills (78). Thus, given the circumstances of lockdown, whereby young people could not socialise with their
peers face-to-face, maintaining strong peer connection may have been more important than ever for promoting adolescents’ wellbeing. Furthermore, early
adolescence is a time where peers are increasingly relied upon for social support (10). Previous research in the �eld of help-seeking suggests that young
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people have a preference for informal sources of support, such as peers, if they are experiencing mental health di�culties (79, 80), which may also explain
why stronger peer connections protected against poorer wellbeing during the coronavirus lockdowns.

Other research has highlighted similar concerns regarding adolescents’ peer groups, with young people reporting they found maintaining relationships during
lockdown di�cult (43, 65), and 41% of 8–24 year olds saying they are lonelier than pre-pandemic (81). As mentioned previously, allowing young people to
spend time with peers and develop their relationships on their return to school will be of upmost importance. Indeed, a panel of child mental health experts
have already written to the Government, urging them to prioritise children’s social and emotional wellbeing when re-opening schools, and emphasising the
importance of play (82). Strategies such as peer support initiatives may also be bene�cial in schools. These can include approaches such as peer tutoring or
mentoring, peer counselling, befriending, or buddy systems. Previous research suggests peer support initiatives cannot only promote wellbeing and positive
mental health, but also facilitate appropriate and quality access to help and signposting for further support (83). Given adolescent’s tendency to seek help
from peers �rst, these initiatives may be particularly valuable for this age group.

Finally, it is worth noting that only one COVID-19 speci�c predictor, adherence to Government guidance, was identi�ed as a signi�cant protective factor for
both internalising di�culties and wellbeing. While the reason for this is unclear, there is a potential that the families who adhered to the guidance were those
who were more accepting and/or understanding of the COVID-19 pandemic, resulting in children feeling less anxiety or stress during this time. Interestingly, no
other COVID-19 speci�c factors, such as having a parent who was shielding or a keyworker, were signi�cantly associated with children’s mental health
outcomes. Thus, although largely null results were identi�ed regarding these predictors, the absence of signi�cant negative mental health outcomes for these
groups of children could be considered a good sign, and still contributes to the evidence base regarding the COVID-19 related factors that are (or are not) a
cause for concern.

Limitations

There are several limitations of the present study that should be noted. In terms of the sample size, there were a relatively small number of participants (n = 
290) limited to one regional area in England (the North West). Secondly, participants were also self-selecting, as the survey was sent home via their school,
and they were free to choose whether to participate. Thus, there is potential that the �ndings were not representative of the experiences of this age group
nationally. However, participant demographics were broadly re�ective of national averages (46) in terms of the proportion of young people eligible for FSM
and those belonging to a BAME background. Third, the proportion of missing data was relatively high (12.8%). To account for this, an EM algorithm was used,
in order to reduce bias (49), and so this was not considered to be problematic. Furthermore, it was not possible to include all possible candidate protective
factors in the present study, and so some signi�cant contributors to adolescent mental health outcomes may have been missed. Finally, the cross-sectional
nature of this study limits the extent to which causation can be inferred. Thus, the direction of the relationships between the predictor and outcome variables
cannot be con�rmed.

It is also worth highlighting potential issues with the use of the term ‘protective factors’ in the present study. There is some contention in the resilience
literature regarding the use of the terms protective and promotive factors; some suggest the use of the term ‘protective factors’ is only appropriate when
examining the interaction term or moderating effect of factors on the relationship between risk factors and poorer mental health outcomes. Conversely,
‘promotive’ should be used for factors that are directly associated with positive outcomes, regardless of risk status (84). As risk factors or interaction terms
were not directly explored in the present study, there may be some question over whether protective factors were truly identi�ed. However, Luthar et al. (19)
have suggested that the importance of interaction effects should not detract from the signi�cance of main-effect associations, and the term ‘protective’ should
be used in a broader sense, referring to all constructs linked with positive adaptation in at-risk groups. Arguably the COVID-19 pandemic has been a risk factor
for all adolescents in terms of their mental health and wellbeing and, although they have not all had equal experiences, emerging evidence suggests that as a
group they are at increased risk of developing mental health di�culties as a result of the pandemic (e.g., (45)). Nevertheless, in time, future research should
seek to explore longitudinally the distinct promotive and protective factors that contributed to the onset of adolescent mental health di�culties for at-risk
groups, as a direct consequence of the pandemic.

Conclusion
The present study aimed to address a key gap in the present literature by examining protective factors across multiple domains for positive mental health
outcomes among early adolescents, during the COVID-19 pandemic. Findings highlight the value of ensuring that young people have a positive experience
during any future lockdowns, and the importance of identifying and intervening with any who have had negative experiences. Importantly, the role of optimism
is highlighted as a protective factor in the face of adverse experiences that are beyond our control. Furthermore, results also emphasise the need to boost
young people’s connections with others on the return to formal schooling, and during the easing of lockdown restrictions in the future. In summary, the
‘ordinary magic’ of supportive relationships and positive experiences appear to be some of the key factors needed to ensure adolescents maintain good
mental health and wellbeing, and to help them overcome the di�culties posed by the COVID-19 pandemic. Thus, results mirror what Masten (21) �rst posited
twenty years ago: “resilience does not come from rare or special qualities, but from the everyday magic of the ordinary, normative human resources in…
children, in their families and relationships, and in their communities”.
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