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Background: There is increased interest in adolescent wellbeing and the factors

that increase or decrease the risk of mental health difficulties during

adolescence. Extensive research exists for risk and protective factors, but few

qualitative studies have been conducted in this area. Analysis of qualitative

data can add insights into adolescents’ perceptions and provide an

opportunity to observe patterns in their subjective experiences.

Objectives: The aim of this research was to explore patterns in adolescent-

reported risk and protective factors in relation to the outcomes of mental

wellbeing and mental health.

Methods: The data for this study were drawn from interviews across five sites in

England, conducted as part of the 5-year national evaluation of the HeadStart

Programme. The sample comprised 63 adolescents aged 11–12 years from the

first annual wave of qualitative data collection in 2017. Ideal-type analysis was

used to construct a qualitative typology to delineate patterns in adolescents’

experiences of risk and protective factors.

Findings: Three distinct “types” or patterns of risk and protective factors in

relation to adolescents’ mental wellbeing and mental health were identified

across the sample: the adolescent with “Uncertain Sources of Support,” the

adolescent with “Self-Initiated Forms of Support,” and the adolescent with

“Multiple Sources of Support.”

Conclusions: Findings illustrate that distinct patterns exist in terms of

adolescents’ profiles of perceived risk and protective factors, with adolescents

having clear differences in the levels of support that they perceived around

them and the extent to which they felt that they could initiate, access, or find

support to manage reported risk and stressors. These profiles may offer insight

into the varied pathways through which adolescents attempt to navigate and

manage threats to their mental wellbeing.

KEYWORDS

wellbeing, protective factors, risk, stressors, adolescent, qualitative, typology, resilience

TYPE Original Research
PUBLISHED 12 September 2025
DOI 10.3389/frcha.2025.1540343

Frontiers in Child and Adolescent Psychiatry 01 frontiersin.org

http://crossmark.crossref.org/dialog/?doi=10.3389/frcha.2025.1540343&domain=pdf&date_stamp=2020-03-12
mailto:mia.eisenstadt@annafreud.org
https://doi.org/10.3389/frcha.2025.1540343
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/articles/10.3389/frcha.2025.1540343/full
https://www.frontiersin.org/articles/10.3389/frcha.2025.1540343/full
https://www.frontiersin.org/articles/10.3389/frcha.2025.1540343/full
https://www.frontiersin.org/articles/10.3389/frcha.2025.1540343/full
https://www.frontiersin.org/articles/10.3389/frcha.2025.1540343/full
https://www.frontiersin.org/journals/child-and-adolescent-psychiatry
https://doi.org/10.3389/frcha.2025.1540343
https://www.frontiersin.org/journals/child-and-adolescent-psychiatry
https://www.frontiersin.org/


Introduction

Adolescence is a significant stage of development marked by

increasing independence, identity formation, and a shift from

familial to peer and wider social influences (1, 2). During this

period, adolescents encounter a range of new stressors and

potential threats to their wellbeing, and begin to develop their

own coping strategies (3–5). Although there is a substantial body

of research on adolescent risk and protective factors in relation

to mental health, wellbeing, and resilience (e.g., 6–9), less is

known about how these factors are subjectively experienced and

navigated by adolescents themselves. Gaining a deeper and more

nuanced understanding of these lived experiences is important,

as the way that adolescents perceive and respond to risk, in their

own words, is a gap in extant research on adolescent resilience

to adversity.

Further, given the important role of protective factors in

reducing the likelihood of poor mental health and promoting

adolescent mental wellbeing, exploring adolescents’ experiences

of protective factors can assist with identifying which and when

adolescents may require additional support after exposure to risk

and stressors (10–14). Fostering resilience during the adolescent

period is important, as adolescents encounter new stressors

during a period of rapid development, which can pose increased

risk for the onset of psychopathology and poor health outcomes

(15, 16). During this time of increasing autonomy, adolescents

form closer bonds with peers outside of the family; however,

research suggests that adolescents’ sense of connectedness and

supportive relationships with parents and carers remain

important for positive mental health and wellbeing (17).

Within the study of resilience, theorists have noted a striking

absence of research featuring children and adolescents’ views on

their own wellbeing and contributors therein (18, 19). Thus,

there is a need to better understand the ways that children and

adolescents describe the factors that contribute to their mental

health and wellbeing. Further, by qualitatively studying the

potential patterns in the ways in which adolescents describe their

overall profiles of risk and protective factors, it is possible to

identify adolescents who may experience co-occurring factors

and may have least protection. An additional gap in existing

literature is the reliance on variable-centred approaches that

examine relationships between multiple risk and protective

factors in predicting mental health and wellbeing outcomes.

Although this approach can yield useful associations, adopting a

person-centred approach may offer a richer and more nuanced

understanding of adolescents’ experiences. Qualitative studies can

potentially illuminate individual experiences, without limiting

responses to pre-conceived categories (20); it can help researchers

to understand what risk factors and protective factors feel like

and how they are subjectively experienced in adolescents’ day-to-

day lives in their own words (21). Further, qualitative studies

take an idiographic approach that is concerned with the unique

characteristics of each individual adolescent versus generalised

characteristics or variables (22). Person-centred studies on risk

and protective factors are an emerging area of research on

adolescent mental health (for recent studies see (23, 24)).

Nevertheless, person-centred methods have been applied to

yield helpful patterns and types. Studies group individuals based

on shared profiles using quantitative analysis techniques, such as

cluster analysis and growth mixture modelling, to categorise

youth according to their exposure to risks and the presence of

protective assets (25–27). These approaches have proven valuable

in constructing typologies of risk and protective factors and

resilience, particularly in research contexts dominated by

variable-focused models (25, 28, 29). For instance, Solberg et al.

(26) examined whether combinations of self-efficacy, internal

motivation, family support, peer and teacher connections, and

exposure to violence were associated with different academic

outcomes in a sample of 758 predominantly Latino and African

American adolescents aged 13–17 years. Their analysis yielded

six distinct clusters, ranging from “most vulnerable” to “not at

risk.” The most vulnerable group reported significantly lower

levels of motivation, peer and teacher support, family support,

and self-efficacy, alongside greater exposure to violence.

Another example typology of adolescent risk and protective

factors was constructed through conducting a latent profile

analysis, a type of structural equation modelling, which linked

community violence, protective factors (self-worth, parental

monitoring, and parental involvement), and adolescent mental

health as an outcome (25). The study found three categories:

“vulnerable,” referring to a class of adolescents with the highest

levels of exposure to violence and low levels of protection; the

second type, “moderate risk/medium protection,” reported lower

risk but had increased self-worth; and third, the “moderate risk/

high protection” group also reported lower risk but had the

highest level of positive self-perceptions in the sample (25).

Notably, there was no category for a low-risk/high-protection

group in this context.

Ungar et al. (27) conducted a mixed methods study of 85

adolescents receiving support from therapeutic relationships in

Canada. The study involved qualitative research interviews and

the calculation of a risk and resilience score for each participant

through their completion of a range of measures. Subsequently,

four types were identified from the quantitative aspect of the

research, comprising “high-risk, high-resilience,” “high-risk, low-

resilience,” “low-risk, low-resilience,” and “low-risk, high-

resilience” adolescents (27). The qualitative interviews revealed

that adolescents in the “high-risk, low-resilience” group preferred

informal support. In contrast, adolescents with higher resilience

scores described helpful therapeutic relationships that were

structured with clear boundaries (27). This typology provides an

example of how patterns in risk and resilience can provide

insight into discernible differences in adolescents’ preferences

regarding support. Although this study took a mixed methods

approach to exploring adolescents’ risk and resilience profiles, to

date there has been a lack of use of qualitative methods to

explore this.

The current paper aims to add to this emerging research and to

address the lack of detailed insight thus far around the perceptions

and experiences of adolescents of risk and protective factors.

Specifically, the aim of this study was to take a typology

development approach to examine patterns qualitatively in
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adolescents’ experiences of risk and protective factors in England.

The main focus was the range of reported risk factors that

adolescents experience and the protective factors or support that

they perceive to be in place in relation to risks.

For the purpose of the current study, the following definitions

have been adopted. A risk factor has been defined as “a

characteristic, experience, or event that, if present, is associated

with an increase in the probability (risk) of a particular outcome

over the base rate of the outcome in the general (unexposed)

population” (30). A protective factor has been defined as a

variable that may change, interact with, improve, or influence an

outcome, either in the context of a known risk factor or not.

This draws on the definition by Kazdin and colleagues that

protective factors refer to “antecedent conditions associated with

a decrease in the likelihood of undesirable outcomes or with an

increase in the likelihood of positive outcomes” (30). In this

study, protective factors have been understood to be variables

that decrease the likelihood of the outcomes of poor mental

wellbeing and/or psychopathology and increase the likelihood of

positive mental wellbeing and the absence of psychopathology.

Methods

Setting for the study

The data for this study were drawn from interviews conducted

as part of the qualitative research strand of the national evaluation

of the HeadStart Programme in England (e.g., 4, 5, 19, 23).

HeadStart was a 6-year initiative funded by The National Lottery

Community Fund. The programme aimed to identify and test

innovative approaches to enhancing the mental health and

wellbeing of adolescents aged 10–16 years, while also seeking to

prevent the emergence of severe mental health challenges. This

objective was pursued through six HeadStart partnerships led by

local authorities in Blackpool, Cornwall, Hull, Kent, Newham,

and Wolverhampton (the research began in five sites and was

later implemented in a sixth site). These partnerships

collaborated extensively with children and adolescents, schools,

families, charities, community organisations, and public services

to integrate mental health and wellbeing as a shared community

responsibility (31).

Participants

Interviews were conducted with 63 adolescents at the first

timepoint of data collection for the qualitative research strand of

the national evaluation of the HeadStart Programme (May to

July 2017). A total of 63 participants were drawn from 14

schools across five HeadStart areas. One school participated from

HeadStart Area 1, contributing 12 participants. Two schools in

Area 2 contributed a total of 14 participants (eight and six,

respectively). In Area 3, two schools participated, providing four

and two participants. Area 4 included two schools, contributing

seven and eight participants. Area 5 involved three schools,

contributing five, three, and eight participants, respectively. At

this point in the evaluation of HeadStart, only five of the six

partnerships were ready to have interviews conducted in their

area (one area was still in the programme preparation phase).

School or HeadStart staff invited adolescents to take part in the

interviews if they were eligible to receive universal (whole class)

or targeted (individual or small-group) support through the

HeadStart programme. Participants self-reported their

demographic information. The sample included 28 girls (44.44%)

and 35 boys (55.55%). Participants’ ages were in the range of

9.10–12.9 years (M = 11.90, SD = 0.59). Ethnicity data for the

sample are shown in Table 1.

Ethical considerations

University College London granted ethical approval for the

qualitative research strand of the national evaluation of the

HeadStart Programme (ID number: 7963/002). Adolescents were

given the option of participating in the interviews, which they

could accept or decline. Before being interviewed, participants

and their parents or carers were invited to read a participant

information sheet outlining the study. Then, informed consent

was obtained from parents and carers, and participants’ assent

was obtained before the interviews began. Interviewees were

informed that the information that they provided would be kept

private unless they revealed something that indicated risk to

themselves or others. During the transcription phase, all

identifiable information was anonymised.

Data collection

All interviews were conducted in private rooms at the

participants’ schools. Semi-structured interviews were chosen to

allow participants to provide free-flowing answers (32), with the

interviewers guided by an interview schedule. The interview

schedule was developed collaboratively with the research team

and Common Room, a youth advocacy organisation. The length

of the semi-structured interviews conducted with participants

was in the range of approximately 15–60 min (M = 39.73 min,

SD = 10.33). Interviews were transcribed verbatim. Identifying

details, such as personal names and the names of specific places,

were altered to protect participant anonymity. The interviews,

conducted as part of the HeadStart Programme national

TABLE 1 Total number and percentage of participants from different
ethnic groups.

Ethnicity Total in time 1 (%)

Asian or Asian British 5 (7.94%)

Black or Black British 3 (4.76%)

Mixed Ethnic background 6 (9.52%)

White or White British 48 (76.19%)

Any other ethnic background 1 (1.59%)

Demographic data for time 1 (2017) of qualitative longitudinal study (2018).
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evaluation, were designed for young people and did not use the

terms “risk” or “protective factors.” Instead, they explored

adolescents’ experiences of life challenges, coping strategies,

sources of support, and what contributed to their happiness, thus

providing qualitative insights into adolescents’ perceptions and

experiences of protective factors and associated risks.

Data analysis

Ideal-type analysis was used to qualitatively explore

adolescents’ experiences of risk and protective factors, and to

understand patterns of adolescent-reported risk and protective

factors in relation to mental wellbeing and mental health. Ideal-

type analysis is derived from a concept developed by the

sociologist Max Weber (33) and was later developed as a

qualitative methodology by Gerhardt (34). In a qualitative

research context, an ideal type is a theoretical construct that

represents a simplified, internally consistent version of a pattern

found across multiple participants’ experiences (35). Ideal-type

analysis is a systematic process of comparison and contrasting all

of the cases or participants in a dataset until general mutually

exclusive categories or patterns of common characteristics

become apparent to the researcher (35, 36). The method for

ideal-type analysis used in this study drew on the seven steps

outlined by Stapley et al. (35, 37).

Step 1: Familiarisation with the dataset
The first author read all of the transcripts and took notes and

made observations about adolescents’ descriptions of risk and

protective factors, based on the set of definitions assigned for the

purpose of this study (see introduction for reference). The

second author also read through the dataset to check that the

first author’s notes and observations reflected the data.

Step 2: Development of individual case

reconstructions
A case reconstruction (description of the transcript content)

was drafted from each transcript by the first author with a

narrative of the reported risk and protective factors from each

transcript. Each case reconstruction was printed onto paper.

Step 3: Constructing the ideal types

To detect patterns in the data, each case reconstruction was

rigorously compared and contrasted with the other case

reconstructions. Participants whose qualitative accounts of their

experiences shared similarities were grouped together to form

“ideal types” or groupings of participants with shared experiences

(35). Due to the large dataset, the comparing and contrasting

was initially undergone with half of the sample of cases (n = 31).

This was performed by the first author, with developing type

names and descriptions shared with the second author. The

second author then independently grouped the cases according

to the type name and description. After discussion and review of

this process, the first author edited the descriptions of the ideal

types to prepare for the next step.

Step 4: Selecting optimal cases

Optimal cases were selected through reading the case

constructions within each ideal type. The optimal case is the

example that best captures the core pattern shared by similar

cases within a group. It acts as a reference point, allowing the

researcher to compare other cases in the same type and assess

how closely they align with it (35). All remaining cases in the

dataset (n = 32) were then clustered around the relevant optimal

case, that is the case that was most similar to them. This was

undertaken by a systematic process of “sorting and forming,”

where cases were matched with other cases that were most

similar (36). An audit trail documenting the rationale for

including each case within each ideal type was maintained in an

Excel spreadsheet throughout the analysis process.

Each case was categorised into one of the ideal types based on

the type descriptions, with the exception of two cases. The data in

these cases were much less rich and detailed, rendering them

difficult to classify into one of the types, but the cases themselves

were not sufficiently distinct to warrant additional type names.

Discussions were held with the second and last authors until a

consensus was reached on the categorisation of these two cases

into the existing types.

Step 5: Forming the ideal type descriptions

With the optimal case for each type in mind, a comprehensive

description of each ideal type was developed. The cases categorised

within each type were represented to different extents by the

descriptions but shared the key features that exemplified that

type (38). Each type was given a heading and a description

drawing on participants’ own use of language where possible.

Step 6: Credibility and consistency checks

The last author then independently grouped all cases according

to the type name and description, as an additional form of

credibility check on the analysis (36). The last author had limited

involvement in the steps of the ideal-type analysis methodology

until this point (they had not read the ideal type descriptions

nor the case reconstructions) and was thus considered

independent. This step is not intended to measure interrater

reliability (as per (35)), but rather to check that the ideal type

descriptions are well grounded in the data and sufficiently clear

and distinct.

All of the researchers involved in conducting interviews and

writing the case reconstructions actively discussed the biases that

they brought to the research process from their subjective

positions and sources of privilege. The first author kept field

notes of biases and assumptions throughout the analysis and

reflections on the interview technique after each interview.

Differences in interpretations of risk and protective factors were

discussed by the first, second, and last authors.

Input and further detailed review were also sought from an

external researcher who reviewed the type names and

descriptions and considered whether each type contained cases

that shared similar characteristics, and further still, if the three

types were sufficiently distinct. Furthermore, as the types aimed
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to represent adolescents’ qualitative data, a young advisor provided

feedback on the type names and the language of the ideal type

descriptions from a young person’s perspective. In the initial type

descriptions, the young advisor suggested that the authors ought

to be careful that the types did not sound deterministic towards

a negative outcome, especially for young people with high levels

of risk factors. For example, one of the types was initially given

the name of “The adolescent on shaky ground,” which the young

advisor felt implied a negative outcome. However, within the

data, this was not always the case. Therefore, in response to this,

this type name was changed to “The adolescent with ‘Uncertain

sources of support.’” The type names and descriptions were

subsequently reviewed by the fourth and fifth authors for

further refinement.

Step 7: Making comparisons

Stronger and weaker examples within each ideal type, in terms

of the degree to which participants’ qualitative accounts reflected

the ideal type descriptions, were identified to understand the

homogeneity and heterogeneity within each type as part of the

write-up of the typology. Stronger examples had a closer

resemblance to the optimal case. Weaker examples had less

similar characteristics to the respective optimal case, but

nonetheless still represented the ideal type description.

Results

Three ideal types of reported risk and protective factors in

relation to mental wellbeing and mental health were developed

through the application of ideal-type analysis. The types were:

the adolescent with “Uncertain Sources of Support” (USS), the

adolescent with “Self-Initiated Forms of Support” (SIFS), and the

adolescent with “Multiple Sources of Support” (MSS). The

number of participants (including a breakdown by sex) assigned

to each type is provided in Table 2. The most common type was

the USS adolescent (N = 35) and the least common was the SIFS

adolescent (N = 7). A description of each ideal type is provided,

together with a description of the optimal case for each type. An

overview of the types of support reported by adolescents in each

ideal type can be seen in Figure 1.

Ideal type 1: The adolescent with “Uncertain
Sources of Support”

The USS type referred to adolescents who reported few

protective factors, which were not always perceived to alleviate

the effects of a risk or stressor or which were described as

inconsistent, ambiguous, or absent. A total of 35 cases (55.55%

of the total sample) represented this type. The number of boys

found in this type was slightly higher than the number of girls:

N = 18 (51.42%) compared to N = 17 (48.57%).

Ideal type description
Adolescents in the USS type tended to describe having few

protective factors or sources of support in the context of multiple

reported risks or sources of stress. Some factors were reported as

protective at times, and at other times were described as a cause

of difficulty in themselves, such as a difficult, though sometimes

supportive, relationship with a parent. Some coping strategies

were described by adolescents in this type that would potentially

constitute styles of maladaptive coping, such as avoiding the

stressor or using a distraction.

Some severe and/or chronic types of risk were described, with

the precise range of risks and stressors unique to each participant.

Some of the adolescents in the USS type experienced a high

number of risks and stressors (more than three or four, as can

be seen in the optimal case) and a lack of protective factors.

Adolescents in the USS type often reported a range of risk

factors that are established correlates of poor wellbeing or risk of

mental health disorder. Individual risk factors included behaviour

issues, difficulties managing thoughts and emotions, and worry.

Family risk factors included parental unemployment, family

poverty, parental ill-health, conflict with parents, difficulties in

relation to parental separation and family transitions, and

conflict with siblings. Community and school risk factors could

include conflict with friends and peers (e.g., negative peer

influence, bullying), difficulties with teachers, school exclusion or

risk of exclusion, difficulties with schoolwork, and worries

about school.

Optimal case: “Freddy”

Freddy described how his parents’ separation, which occurred

when he was much younger, was a present-day source of

unhappiness in his interview. Freddy reported receiving physical

discipline from both of his parents. However, Freddy also

described having a “happy relationship” with his father. He

spoke about his relationship with his mother more negatively

and expressed that there was a lack of “respect” in his

relationship with his mother, who criticises him for “talking

smart.” He shared that he felt threatened by his mother’s current

partner, whom he believes is allied with his mother against him

in arguments. Freddy also finds his relationship with his sisters

to be strained, stating that he does not get much support with

“being a boy” at his mother’s house.

TABLE 2 Number and percentage of participants in the three ideal types,
by number of boys and girls.

Gender The
adolescent

with
“Uncertain
Sources of
Support’” N

(%)

The
adolescent
with “Self-
Initiated
Forms of

Support” N (%)

The
adolescent

with “Multiple
Sources of
Support’” N

(%)

Boys 18 (51.43%) 5 (71.43%) 12 (57.14%)

Girls 17 (48.57%) 2 (28.57%) 9 (42.86%)

Total 35 (55.56%) 7 (11.11%) 21 (33.33%)

The first two rows show the number N (%) of boys and girls within each type; the bottom row

shows the number (%) of adolescents belonging to each ideal type out of the total sample

(N = 63).
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To receive support in relation to risks at home, Freddy has a

range of people that he could call—notably his grandmothers, his

father, and his friends—but he is reluctant to ask for help due to

his fear of burdening others. He described, “To be honest,

I don’t wanna be putting my own problems on other people. …

it’s something that I have to deal with myself, and if… I really

do need help… I’ll know who to get it from.” Freddy reported a

few activities that contribute to his happiness: his enjoyment of

colours through art, watching TV, and “chilling” with his cat.

Freddy expressed difficulty with managing his feelings, either

holding a toy when he is sad or “crying out” his feelings.

When Freddy cries at school, he is sometimes mocked by his

peers, which can lead to fights and conflict. Freddy is part of a

group of friends who are “smart,” but also “troublemakers.” He

values this group but worries about being excluded from school

for his bad behaviour. He appreciates having the opportunity to

share his private thoughts and feelings with a peer mentor (an

older student) who he has recently met through HeadStart,

especially after having been teased at school.

Other cases in the USS type

Cases strongly reflecting this type were those participants who,

like Freddy, stressed ambiguity in the support that they received or

could access, or who reported a perceived absence of support in

relation to risks. For example, Michael reported a recent

experience at school in which he was being bullied and stated

that he was reluctant to seek help from his parents as his parents

knew the bully’s parents. This case differed from the optimal

case because there was an ambivalence in terms of the parental

support available to him in terms of alleviating the stressor

(bullying). This contrasts with the optimal case who reports his

mother as a source of stress and also reports receiving physical

discipline from both of his parents.

In other cases (i.e., those who were less similar to the optimal

case but who nonetheless still represented this type), an adolescent

may have had a source of support or protection that alleviated

some effects of a risk or stressor, but it was ambiguous as to

whether the support was effective and if the adolescent’s overall

profile of protective factors was sufficient in relation to managing

the risks and stressors that they faced. In addition, sometimes

there were elements of protective factors that were perceived as

helpful by these cases. For example, in Thomas’ case, he reported

a difficult custody battle between his separated parents and

struggling with learning difficulties, but close relationships with

his parents and immediate family. In his interview, he indicated

on the one hand that support for his learning difficulties was

ineffective: “She made all the things difficult.” However, he also

expressed on the other hand that his support worker’s strict

discipline had helped him with sitting still: “I was always getting

told off by the teachers saying, ‘Sit still. Other people can do it,

why can’t you?’ So, she sort of, kind of, did help me sit still.” In

this case, Thomas appeared unsure if the support with his

learning difficulties had helped, he struggled with his parents’

separation, but he also felt connected to his parents, and so the

extent that his protective factors overall are effective is

ambiguous. This ambiguity or uncertainty is a characteristic of

this type; however, this case is different from the optimal case in

that he has a close connection with his parents, whereas the

optimal case reports parental maltreatment and a difficult

relationship with his mother.

FIGURE 1

A typology of categories of support in relation to risk and adolescent wellbeing.
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Ideal type 2: The adolescent with “Self-
Initiated Forms of Support”

This type referred to adolescents who predominantly described

a range of “self-initiated” protective factors in relation to their

mental wellbeing and mental health, such as coping strategies

and their own qualities. A total of seven cases represented this

type (11.11% of the overall sample), including 5 (71.42%) boys

and 2 (28.57%) girls.

Ideal type description

Adolescents in the SIFS type tended to emphasise their own

role in coping with the negative effects of risks instead of

drawing on support from parents or school. Adolescents may in

fact support others, rather than receive support themselves. Self-

initiated strategies included engagement in leisure activities (e.g.,

participation in sport, listening to music, or playing games) and

providing emotional or financial support to family members,

friends, or themselves.

Adolescents in the SIFS ideal type sometimes reported

receiving some limited support from sources such as parents,

friends, family, school, or wellbeing interventions at school (e.g.,

HeadStart). Cases in this category more often tended to reflect

on their own coping capacities at the individual level (e.g., traits

such as being mature or independent) or drawing on inner

resources (e.g., self-control, maturity, or concentration skills).

Some adolescents classified as SIFS referenced ambitions they are

achieving in addition to school, including advancing in

extracurricular activities like sports, music, or a career goal.

SIFS adolescents experienced similar types of risk factors

reported in the previous type, this included family poverty,

arguments with siblings, peer conflicts, parental ill-health,

worries about parents, difficulties with schoolwork, and

relationship issues with parents. However, discussions of risk

were often less severe than in the USS type and, in general, they

do not mention as many risks as the previous type. Adolescents

designated as SIFS described having sufficient support in place to

manage risks—for the most part, they manage risk themselves.

Belonging to this type did not entail being protected against all

risks, but it did entail that a participant reported perceiving

themselves to be able to cope with risks and having a range

of resources that are primarily internal (e.g., maturity) and

secondarily external (e.g., parents) to draw on.

Optimal case: “Jamal”

Jamal described himself as a “bright kid” who generally does

well at school. Outside of school, he is a semi-professional sports

player and consequently has an income stream that he can

contribute towards the household, which is helpful given his

parents’ circumstances. However, he reported that having a job

outside of school raises some additional challenges, such as

missing classes and having less time for homework. At school,

Jamal reported that he feels that the experience can be

“disheartening” if he does not achieve the grades that he hoped

to achieve.

Jamal reported that he dealt with problems primarily by

himself, only seeking support from his mother if things became

“overwhelming.” He described his relationship with his mother

as close, in that he feels able to tell her anything. Jamal explained

that his mother then relays information to his father because she

understands everything. Jamal felt that sometimes his mother

shared things with him that he felt were not always appropriate

to share with a child, but that he felt that this had contributed to

him maturing earlier.

Other cases in the SIFS type
Cases strongly reflecting this type were participants who

referred to a pre-eminence of self-initiated strategies in relation

to risks (rather than drawing on support from others). For

instance, Doug described his primary protective factor as

spending time outside with his friends to help him relax and

manage problems at home.

Other cases (i.e., those that were less similar to the optimal case

but who nonetheless still represented this type) in the SIFS ideal

type either described only a few or less effective self-initiated

coping strategies. They were designated as SIFS because they

employed self-generated support rather than turning towards

adults or peers, but unlike the optimal case, their strategies had

mixed results in alleviating difficult emotions or reducing a risk

or stressor.

Ideal type 3: The adolescent with “Multiple
Sources of Support”

Adolescents in this third type reported receiving a range of

effective support from school, parents, and/or other external

sources in either the presence or absence of some reported risks.

A total of 21 cases (35% of total sample) represented this type,

which comprised 12 (57.14%) male adolescents and 9 (42.85%)

female adolescents.

Ideal type description
Adolescents in the MSS type were characterised by reports of

using a variety of types of support or a prominent type of

support from their parents, community, and peers. Some

examples of support also included HeadStart interventions,

mental health services or social services, extracurricular activities

(e.g., sports, creative activities), and places of worship.

Participants in this type reported support sources as positively

associated with increased mental wellbeing, such as feeling

happiest spending time with family. Other protective factors

included those that were perceived to be effective at removing or

reducing a stressor, such as a teacher resolving bullying at school

or receiving assistance with difficult schoolwork.

In contrast to the USS type (where adolescents described more

severe and chronic risks, such as prolonged bullying, ongoing

conflict with a caregiver and maltreatment, or difficulties

managing anger) participants in the MSS type typically reported
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fewer and less severe risks. This group appeared to experience a

relatively stable and manageable day-to-day context, at least from

their own perspective. Thus, the MSS type was characterised by

adolescents who reported experiencing either minor stressors, in

their view, or no risk factors at all. Examples of minor stressors

included occasional sibling disagreements, challenges in a specific

school subject, or disliking a particular teacher. In some cases,

participants explicitly stated an absence of stress, using phrases

such as “I have no problems in my life” or “I am happy with my

life,” which were taken to indicate a sense of overall wellbeing.

Optimal case: “Isobel”

Isobel reported that she generally enjoyed school and

succeeded academically but, at times, felt bogged down by exam

pressure. She feels like she has achieved something if she has

helped another person with a subject in which she is proficient.

She reported careful attention towards her schoolwork, which she

credits to a teacher early on in primary school. In addition to

school, Isobel described how participating in an ongoing school

extracurricular activity gave her a sense of pride and belonging.

In terms of life at home, Isobel reported a positive experience of

family life. She viewed her parents as supportive of her as a person,

her schoolwork, and her extracurricular activities. Isobel described

that she talks to her mother about her daily life, and if her mother

is busy, she would talk to her father or her friends, highlighting the

importance of social support.

Regarding handling difficult situations, Isobel described that

sometimes at home she gets angry and then will go up to her room

and be quiet on her own. She sometimes receives disciplinary

consequences from school for not doing her homework. When she

comes across a peer conflict, Isobel reported that she finds it

difficult, but she handles it by avoiding or trying to resolve it.

Isobel reported that she found a HeadStart peer mentor (an older

student with whom she met periodically to provide support and

problem-solving as part of the in-school HeadStart support) helpful

for sharing instances when she got into trouble at school and did

not want to share it with her mother. Overall, Isobel reported that

she did not have any “big problems” in her life and that receiving

mentoring had helped her to have more confidence.

Other cases in the MSS type

Cases strongly reflecting this type reported effective support

from several of the following sources: parents, siblings, school staff

(including pastoral staff and/or teachers or headteachers),

friendships, staff linked with extracurricular activities, adults

belonging to a religious institution, or staff from the wider

community and individuals related to HeadStart interventions.

Participants in the MSS type referred to their own strengths, such

as managing to regulate their own emotions, and having generally

effective coping strategies and support in relation to difficulties.

Other cases (i.e., those that were less similar to the optimal case

but who nonetheless still represented this type) were those for

whom there were either not many sources of support or wherein

some of the sources of support were mixed in terms of their

efficacy; some were effective in reducing the harmful effects of

stressors, but others were not. For example, Sam discussed

finding some external support through HeadStart interventions

he had received as helpful and enjoying spending time with

family. Yet, Sam also described struggling with disruptive peers

at school and had recently ended a friendship with a boy who

was increasingly involved in deviant activities. Sam felt that he

could not speak with his parents about the behaviours of his

peers at school because doing so might cause undue “worry” to

his mother. Sam was designated as having multiple forms of

support due to a relatively high level of parental support and

other external support, but because the support of his parents

was perceived as limited, he is less similar to the optimal case.

Discussion

This study has presented a typology consisting of three types:

The adolescent with “Uncertain Sources of Support,” the

adolescent with “Self-Initiated Forms of Support,” and the

adolescent with “Multiple Sources of Support.” The typology was

developed using qualitative data from 63 adolescents in England.

The USS type was the most prevalent ideal type in the sample.

The USS type refers to adolescents who reported protective factors

in relation to risks as being absent, variable, or serving as additional

sources of risk. Members of this group reported a high number of

risks and limited support and coping strategies. Although some

protective factors may be in place, it is uncertain if they are

effective at countering risk. When comparing the USS type to

other typologies of protective factors, due to the number of

stressors that can be construed as risk factors reported by the

USS adolescents (e.g., behaviour issues, difficulties regulating

emotions, interparental conflict, low socioeconomic status), this

type resembles the “high-risk” category frequently used in extant

typologies, where risk is ranked from low to high (39). The USS

category might also resemble the “vulnerable” category in other

typologies, which refers to young people with an absence of

support from parents, school, and peers (25, 26).

However, in the USS type, a distinction is also made from “high-

risk” categories found in other typologies because the emphasis is not

only on the amount of risk (which is often high) but also on the

perceived quality of support in relation to risks. Within the USS

ideal type, support is reported as either absent or ineffective to

counter the negative effects of multiple reported risk factors.

Resilience research has found that both “informal” and

“formal” support systems foster resilience and reduce risk of

psychopathology (40, 41). Informal support systems refer to

family, extended family, and friends. Formal support refers to

institutions, such as mental health interventions and social

services who provide support when informal support systems are

lacking (40). For USS adolescents, there is a lack of available

support in both informal and formal systems around adolescents,

as well as in the adolescent’s capacity to negotiate resources from

such systems.

Moreover, some factors—such as parents, other caregivers,

service providers, and friends—can be sources of both support
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and sources of risk or possible harm for adolescents in the USS

group (e.g., through a lack of support and connection with

parents). Other studies have found that sources perceived as

protective factors can also under some circumstances be a source

of risk. For instance, a qualitative study with Australian female

adolescents found that peers could be dually sources of

emotional support and influence adolescents to engage in deviant

behaviour (42). This is a parallel with the USS group where, for

example, parental support could be at times protective and at

times a source of risk with instances of child maltreatment.

The second most prevalent type found in the dataset, the MSS

type, comprised 12 boys and nine girls. The MSS type was generally

in agreement with extant literature that links increased support to

greater mental wellbeing (40, 43). Support has been conceptualised

as those acts that meet an individual’s needs (44, 45). Participants

within the MSS type discussed having positive, supportive

relationships with their parents and other family members. This

reflects previous findings that parents, in particular, can be key

helpers and can provide support that is dependable and durable,

which is important for child and adolescent wellbeing (17, 43,

45). For MSS adolescents, family support was also discussed in

addition to a range of social support around them, which is

understood to decrease risk of mental health disorder in

adolescents and positively linked to wellbeing (41).

When compared with other typologies, the MSS type bears some

resemblance to the “moderate risk/high protection type” found in

other typologies of risk and protection. For example, in the study

by Copeland-Linder et al. (25), the “moderate-risk/high-protection

type” adolescents were found to be exposed to a degree of risk but

have high levels of external and internal protective factors to

counteract risk (such as high levels of parental support). The MSS

type differs, however, in that there is a low level of risk for this

subset of adolescents. The MSS type potentially reflects models in

the literature that posit that greater numbers of protective factors

better protect adolescents against risk and that there are added

benefits that result from cumulative protection (12, 13, 46).

The least prevalent type identified in this study was the SIFS type,

comprising five boys and only two girls. SIFS adolescents tended to

draw on their own resources in coping, problem-solving, and

managing stressors. The SIFS type concurred with current literature

on resilience in some ways and diverged from it in others. For

instance, on the one hand, SIFS can be likened to the “resilient”

type found in other typologies (26, 27). For example, in the

typology by Solberg et al. (26), the “resilient” category described

adolescents who had higher levels of family support and self-

efficacy in the context of exposure to violence. SIFS is comparable

to the “resilient” type because the SIFS type had high levels of self-

efficacy and more exposure to risk than the MSS type in the

current study. However, adolescents in the SIFS type were not

characterised by reported higher family support and so in this

respect are quite different; instead, levels of family support varied.

Nonetheless, their coping behaviours were seemingly effective from

their perspectives, in contrast to adolescents in the USS type.

The autonomous aspect of help-seeking and problem-solving of

the SIFS type has some similarities with the “low-risk, low-

resilience” type that tended to avoid support that was provided to

them identified in the study by Ungar et al. (27). Some adolescents

in the SIFS type in our study did not take up school-based support

or help from adults and did not report perceiving support provided

to them as beneficial. Existing research has also reported that

sometimes mental health support provision, such as therapy, may

be unwanted, unhelpful, or resisted by adolescents (27, 47), and that

adolescents may not seek help to cope with stressors (48, 49).

Within the SIFS type, sex differences were most marked: the

majority were boys. This finding potentially corresponds with

studies that suggest that girls are more likely to engage in help-

seeking behaviour than boys (48, 50). More boys within the SIFS

type could also reflect previous research that has found that boys

are more likely to engage in individualised action towards the

stressor (problem-solving alone) or avoidance coping (avoiding

the stressor) (51), with girls more likely to access social support (1).

Implications for researchers

Some studies of resilience examine the presence of protective

factors through questionnaires, rather than perceived or qualitatively

reported protective factors by adolescents themselves (52, 53). It is

important to explore what support adolescents perceive as risk-

reducing or as helping them to manage stressors. The complex

profiles and variations in support-seeking (external) and

autonomous problem-solving (internal) found here suggest the

importance of understanding the diverse ways adolescents seek

support from different sources (self, family, peers, school,

community), as well as the extent to which each individual

perceives effective support and protection as available. Further, it is

relevant to examine adolescent perspectives on their internal, as well

as external, resources.

Furthermore, the three ideal types or overarching patterns of

adolescents’ experiences of risk and protective factors identified here

provide a possible new emphasis when considering the use of the

language of risk. In many current resilience studies, the focus is on

the adolescent’s level of risk (high, medium, low) (54–57). The shift

that our study suggests is from a focus on the level of risk to a

focus on adolescents’ subjectively perceived experiences of support

and coping. For example, this would involve asking adolescents

what they think about the support that they receive (if available)

and how it helps them manage stressors and challenges, thereby

capturing their subjective evaluations of that support.

The study also lends support to the argument (58) that

designating adolescents as “high risk” may not be appropriate

language to use, as it is too far removed from the language that

adolescents use themselves. Researchers have also noted that the

language of “high risk” can be deterministic regarding negative

outcomes in the areas of mental wellbeing and mental health (58).

Implications for support providers

Clear individual differences were found in three profiles of risk

and protective factors experienced by each adolescent in our study.

The specific needs of the three groups highlights the importance for
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intervention designers to consider that adolescents may cope with

risks and stressors differently and may be highly attuned to

whether support offered is helpful or appropriate for them

individually (vs. peer support or their own strategies). Moreover,

some adolescents may prefer to rely on their own coping

strategies (than from external systems), while others are more

inclined to seek support from parents or institutions, or may

simply have access to support systems that are better suited to

their needs.

The typology has the potential to serve as a framework to guide

a dialogue with adolescents about what support they perceive to be

available to them, and their perceptions and understandings of

what types of protective factors reduce their difficulties in life (4,

5). This could then be used by professionals around an

adolescent to understand their unique context that may

contribute to presenting symptoms or behaviour at school, and

to consider carefully what types of support may be more or less

likely to be helpful for a young person. For example, an

adolescent who reflects the MSS type may benefit from

additional support in the form of short-term, universal

interventions that build on existing support; an adolescent with

SIFS may prefer support that they can access individually or

choices in terms of when and how they receive support; and an

adolescent with USS may require long-term interventions that

support their family’s underlying needs and help reduce stressors

within their broader environment.

Limitations

Participants’ recall of past events may be influenced by factors

such as mood at the time of reporting and social desirability bias,

or the tendency of participants to provide anticipated socially

desirable responses to questions, rather than those that more

accurately represent their actual experiences (59, 60). The

interviews are also a single snapshot in time and so participants’

reports may vary day to day. Additionally, this study consisted of

a secondary data analysis of interviews. It did not aim to collect

reports from other sources about all the types of risk and

protective factors in an adolescent’s life. Further, future studies,

triangulation with parent and teacher reports, and other data

sources on risk factors could strengthen the validity of the

results. It is thus understood that the findings presented here do

not necessarily represent adolescents’ entire experience of risk

and protective factors. A related point is that participants could

have been experiencing risks that were too sensitive to discuss

with the researchers. Such difficulties might be absent from the

data, analysis, and type allocation. The implication of this is that

other sources of data about the adolescent would be required in

the precise assessment of risk assessment, needs, and support

provision. Another limitation is that without further

confirmatory evidence of these types applied to other groups of

adolescents, it would be difficult to generalise the findings from

this study to other samples. Qualitative research is not expected

to be generalisable in the statistical meaning of using a

representative sample to apply results to a broader population

(61, 62). However, scope remains for other types of

transferability; for instance, using the typology with the same

sample longitudinally or exploring the typology in other research

contexts (62). For example, there are opportunities to conduct

follow-up studies using the typology in subsequent time points of

the HeadStart longitudinal study and furthermore inclusion of

the sixth site after data collection in the sixth HeadStart area.

Conclusion

This study applied ideal-type analysis, a person-centred,

qualitative approach, to form three ideal types or overarching

patterns of adolescent-reported risk and protective factors in

relation to mental wellbeing and mental health. The typology

highlights the variation in adolescents’ different perceptions and

experiences of their reported risk and protective factors. The

typology shifts the emphasis from not only the number of risk

and protective factors, or the level of risk and resilience perceived

and experienced by adolescents, towards the perceived quality

and experience of protective factors in relation to risk in their

everyday lives, taking an adolescent-centred qualitative approach.

In this way, our study aims to close the gap in our knowledge

between adolescents’ subjective experiences of support and

protection, as sources of support that may be assumed to

be protective may not be experienced as such by an adolescent.
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