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from different European countries, North America, and Aus-
tralia [6] found an inverse relationship between a low SES 
and mental health problems in children and adolescents. 
Thereby, children and adolescents living in families with 
a low SES are two to three times more affected by men-
tal health problems than children and adolescents living in 
families with a high SES [5, 7]. Associations between low 
SES and internalizing problems [8], e.g., depression [9–12], 
and depersonalization [13] as well as externalizing problems 
[14], e.g., antisocial behavior [15] and ADHD [16] were 
found. A low SES also has an impact on the severity and 
persistence of mental health problems [17]. In addition, per-
manent family income has a significant protective effect on 
mental health and persistent poverty is linked to an increase 
in the likelihood of mental health problems [18]. Since the 
COVID-19 pandemic, mental health problems among chil-
dren and adolescents have increased significantly (about 
10% points from 18% pre-pandemic to 31% [19]), which 
particularly effected children and adolescents from families 
with low SES [20, 21].

Introduction

A large number of studies show a link between socioeco-
nomic status (SES) and mental health problems in child-
hood and adolescence. Studies from Germany [1–5] as well 
as a review of international studies, which included studies 
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Moreover, the period of transition between adolescence 
and emerging adulthood appears to be a significant time in 
terms of mental health problems. During this period, several 
mental disorders mark their onset [22, 23] and increase dur-
ing this time [24]. In the phase of emerging adulthood, there 
are several challenges to overcome (e.g., identity explora-
tions, feeling in-between adolescence and adulthood) that 
are important for mental health [25]. Therefore, the focus of 
this study is on this transition period from adolescence into 
emerging adulthood.

The research framework of this study is based on the 
nature and processes in human resilience (e.g., [26–30]). 
Resilience refers to successful and positive adaptation dur-
ing development in the face of difficult challenges [27] 
and describes a dynamic system that withstands or recov-
ers from these significant challenges [28]. Mental health is 
a criteria for a successful and positive adaptation [29]. A 
lower familial SES can be considered a risk factor for men-
tal health problems [29]. According to Masten and Barnes 
[29], when a risk factor is present, protective factors can 
enable successful and positive adaptation, e.g., by having a 
moderating effect. Protective factors are important in devel-
oping prevention and intervention measures for children and 
adolescents [5, 28, 31]. These factors can refer to the child, 
the family, and the social environment (so-called personal, 
familial, and social factors) [27, 31]. However, a successful 
and positive adaptation in development, whereby the focus 
is on mental health may be influenced by various factors 
(e.g., trauma [32], adverse childhood experiences [33], self-
regulation [34], and emotion regulation [35]) [27, 29].

As far as we know, there are only a few studies, which 
investigated protective factors regarding mental health in 
children and adolescents from families with low SES. These 
studies identified relevant personal protective factors (e.g., 
self-regulation [36], self-efficacy [37], and social compe-
tence [37, 38]) and familial protective factors (e.g., posi-
tive parenting [39] and maternal warmth [40]). In addition, 
the results of a cross-sectional study from Germany showed 
that children and adolescents from families with low SES 
have fewer psychosocial resources available to them and 
suggest that these may be especially important for children 
and adolescents from families with low SES [41]. Further, 
because previous studies have found associations between 
mental health problems and gender [5, 23, 42], age [23, 24], 
and migration background [43], these factors should be con-
sidered as well.

The aim of this study is to identify protective factors for 
adolescents from families with lower SES regarding their 
mental health in emerging adulthood based on a large Ger-
man longitudinal study in order to draw conclusions for pre-
vention and intervention measures.

Three factors were chosen as potential protective factors: 
self-efficacy, family climate, and social support. The per-
sonal factor, self-efficacy is understood as the conviction that 
one’s own actions can have an effect [44, 45]. The familial 
factor, family climate is characterized by good relationships 
between family members, cohesion and mutual support, as 
well as active leisure time and rules that are perceived as fair 
by everyone [5, 46]. Finally, the social factor social support, 
refers to the support adolescents receive from their social 
environment [5]; this involves sympathy and help with 
problems and difficulties from other people [47].

The following hypotheses were tested: First, lower famil-
ial SES in adolescence is associated with increased men-
tal health problems in emerging adulthood. Second, this 
association remains even when controlling for gender, age, 
migration background, and mental health problems in ado-
lescence. Third, higher self-efficacy, better family climate, 
and more social support in adolescence is associated with 
fewer mental health problems during emerging adulthood. 
Fourth, self-efficacy, family climate, and social support in 
adolescence moderate the association between SES dur-
ing adolescence and mental health problems in emerging 
adulthood.

Materials and Methods

Study Design

For the present study we used data from the population-
based longitudinal BELLA study, which is the mental health 
module of the National Health Interview and Examination 
Survey for Children and Adolescents (KiGGS) conducted 
by the Robert Koch Institute (RKI, Federal Public Health 
Institute of Germany) [48–51]. The BELLA sample is a 
randomly selected subsample of the KiGGS sample. The 
BELLA study includes a baseline survey (2003–2006) 
and four subsequent waves. The study combines a cross-
sectional and longitudinal design. To maintain representa-
tiveness in the cross-sectional samples and to counteract 
drop-out in the longitudinal sample, new participants were 
recruited [50, 51]. The present analyses are based on data 
from the BELLA study conducted between 2009 and 2012 
(referred as t0) and the 5-year follow-up conducted between 
2014 and 2017 (referred as t1).

At t0, data were collected by computer-assisted inter-
views and subsequent questionnaires. At t1, data were col-
lected through an online survey. Approvals by the Ethics 
Committee of the Hamburg Medical Association and the 
Federal Commissioner for Data Protection and Freedom 
of Information were obtained. For further details on design 
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and methods of the BELLA study see Ravens-Sieberer et al. 
[50] and Otto et al. [51].

Participants

In total 3,840 participants aged 3 to 26 years participated 
at t0. For the present analyses participants were included 
if they (i) were 13 to 17 years old at t0 (n = 1,076), and (ii) 
participated at t1 and were 18 years or older (n = 498), and 
(iii) gave valid data for all variables of interest for both mea-
surement points (n = 426).

Measures

Sociodemographic Variables

Sociodemographic variables comprise gender, age, migra-
tion background, and socioeconomic status. Gender 
(0 = male, 1 = female), age (in years), and migration back-
ground (0 = non-migration background, 1 = migration 
background) were assessed at t0. Migration background 
was determined if (i) participants and at least one parent 
had immigrated to Germany, or (ii) both parents had immi-
grated, or (iii) both parents do not have the German citizen-
ship [52].

The SES was determined by a SES index using the most 
commonly used indicators of SES, i.e., parental education, 
parental occupation, and household income [53]. All SES 
indicators were assessed from parents at t0 and were equally 
weighted in the SES index. The index ranges from 3 to 21 
with higher values indicating a higher SES.

Mental Health Problems

Mental health problems in adolescence (t0) were assessed 
by self-reports using the German Version [54] of the 
Strength and Difficulties Questionnaire (SDQ) [55]. The 
SDQ includes four subscales for mental health problems 
(emotional problems, conduct problems, hyperactivity and 
peer problems) with 5 items each. The items were offered 
with a three-point response scale (0 = “not true” to 2 = “cer-
tainly true”). The sum of these 20 items were calculated and 
build the total difficulties score, which ranges from 0 to 40. 
A higher score indicates more severe mental health prob-
lems. The internal consistency for the SDQ in the present 
study was acceptable (Cronbach’s α = .75).

The emerging adults’ mental health problems (t1) were 
measured by self-reports using the Symptom Checklist 
Shortversion 9 (SCL-S-9) [56], which is a short version 
of the SCL-90-R [57]. Each item of the SCL-S-9 includes 
a five-point response scale (0 = “not at all” to 4 = “very 
severe”) and refers to one of the nine scales of the SCL-90-R 

(somatization, obsessive-compulsive, interpersonal sensi-
tivity, depression, anxiety, hostility, phobic anxiety, para-
noid ideation, and psychoticism). A total sum score was 
calculated, which ranges from 0 to 36. A higher score indi-
cates more severe mental health problems [56]. The inter-
nal consistency was good in the present study (Cronbach’s 
α = .86).

Self-efficacy

The personal protective factor self-efficacy in adolescents 
(t0) was measured by self-reports using the General Self-
Efficacy Scale (GSE) [58, 59]. The ten items (e.g., “I can 
usually handle whatever comes my way”) were offered 
with a four-point response scale (0 = “not true at all” to 3 
= “exactly true”). A total sum score was calculated ranging 
from 0 to 30. A higher score indicates higher self-efficacy. 
The internal consistency of the GSE was good in the present 
study (Cronbach’s α = .87).

Family Climate

The familial protective factor family climate (t0) was 
assessed by self-report using nine items of the German Fam-
ily Climate Scale (FCS) [46], the German adaptation of the 
Family Environment Scale (FES) [60]. The items (e.g., “In 
our family everybody cares about each other’s worries”) 
were answered on a four-point response scale (0 = “not 
true” to 3 = “exactly true”). A total sum score was calcu-
lated ranging from 0 to 27. A higher score indicates a bet-
ter family climate. The internal consistency of the FCS was 
good in the present study (Cronbach’s α = .82).

Social Support

The social factor social support (t0) was assessed by self-
reports using the Oslo-3 Social Support Scale [47]. The 
scale includes the quality and the quantity of social support 
by measuring personal support. It consists of three items 
(e.g., “How many people are so close to you that you can 
count on them when you have serious problems?”) that 
asked the participants about the number of supportive peo-
ple they have when they have serious problems (0 = “no 
one” to 3 = “more than five”), the amount of sympathy and 
interest of other people (0 = “no sympathy and interest” to 4 
= “a lot of sympathy and interest”), and how easily they get 
practical help from others when help is needed (0 = “very 
easy” to 4 = “very difficult”). A total sum score was calcu-
lated ranging from 0 to 11. A higher score indicates higher 
perceived social support. The internal consistency of the 
Oslo-3 Social Support Scale was low in the present study 
(Cronbach’s α = .56).
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coefficient β and p-values are reported. The standardized 
coefficient β was interpreted according to Cohen [61] β = .10 
as small, β = .30 as medium and β = .50 as large. Adjusted R2 
was computed for variance explanation of the model and 
was interpreted R2 = .02 as small, R2 = .13 as medium, and 
R2 = .26 as large [61]. The change of R2 and F-tests were 
determined for the significance of change in model fit.

Scale scores were calculated according to the manuals. 
Unless otherwise stated in the manual, a maximum of 30% 
missing values per scale was tolerated for calculation.

The significance level of all analyses was determined as 
α = .05. All analyses were computed using IBM SPSS Sta-
tistics Version 27®.

Results

Descriptive Results

The final sample was comprised of n = 426 adolescents aged 
13 to 17 years (M = 15.17, SD = 1.28) at t0 and aged 18 to 24 
years (M = 19.98, SD = 1.36) at t1. More than half of the par-
ticipants were female (n = 249; 58.5%) and n = 19 (4.5%) 
had a migration background. For a detailed overview, see 
Table 1.

Bivariate Analysis

The bivariate analyses are presented in Table 2. The bivari-
ate analyses revealed that lower familial SES in adolescence 
was associated with increased mental health problems not 
only in adolescence, but also at 5-year follow-up in emerg-
ing adulthood. Both showed small effects (r = − .173, 
p ≤ .001; r = − .134, p ≤ .01).

Furthermore, higher self-efficacy, better family climate, 
and more social support in adolescence were associated with 
fewer mental health problems in adolescence with medium 
effects (r = − .479, p ≤ .001; r = − .341, p ≤ .001; r = − .326, 
p ≤ .001) and fewer mental health problems at 5-year fol-
low-up in emerging adulthood with small to almost medium 
effects (r = − .255, p ≤ .001; r = − .288, p ≤ .001; r = − .145, 
p ≤ .01).

In addition, more mental health problems in adolescence 
were associated with increased mental health problems in 
emerging adulthood with an almost medium effect (r = .298, 
p ≤ .001). Female gender was associated with more mental 
health problems in adolescence and with increased mental 
health problems in emerging adulthood with small effects 
(r = .212, p ≤ .001; r = .175, p ≤ .001). Higher SES in ado-
lescence was associated with higher self-efficacy in ado-
lescence with a small effect (r = .133, p ≤ .01). All three 
protective factors, self-efficacy, family climate, and social 

Data Analyses

Prior to the main analyses, descriptive analyses were car-
ried out. These were comprised of calculating absolute and 
relative frequencies, means, and standard deviations for all 
included variables. Correlations between the factor familial 
SES, the control variables gender, age, and migration back-
ground, the protective factors self-efficacy, family climate, 
and social support and the outcome mental health problems 
in emerging adulthood were calculated. Following Cohen 
[61], a small effect was interpreted at r = .10, a medium 
effect at r = .30, and a large effect at r = .50.

For the main analyses, linear regressions with a hierar-
chical approach were used. Bivariate and then multiple lin-
ear regression analyses were conducted to finally have one 
model that includes all variables of interest. First, emerg-
ing adults’ mental health (at 5-year follow-up) were pre-
dicted by socioeconomic status in adolescence (Model 1) 
to replicate the evidenced association of SES and mental 
health [1–6]. Second, gender, age, migration background, 
and mental health problems in adolescence were added 
to the model (Model 2). Third, the protective factors self-
efficacy, family climate, and social support in adolescence 
were included (Model 3). Fourth, interaction terms (SES × 
self-efficacy, SES × family climate, SES × social support) 
were added to the final model to test the moderation effect 
of self-efficacy, family climate, and social support (Model 
4). The metric predictors were centered using the sample’s 
grand mean. Regression coefficient B, corresponding 95% 
cofidence intervals (CI), standard errors SE(B), standardized 

Table 1  Descriptive characteristics of the study sample
n (%) M SD min. max.

Gender (t0) 426
  female 249 

(58.5)
  male 177 

(41.5)
Age in adolescence (t0) 426 15.17 1.28 13 17
Age in emerging adulthood (t1) 426 19.98 1.36 18 24
Migration background (t0) 426
  migration background 19 

(4.5)
  non-migration background 407 

(95.5)
SES (t0) 426 13.23 3.42 6.3 21
Self-efficacy (t0) 426 20.81 4.21 2 30
Family climate (t0) 426 15.88 4.57 2 27
Social support (t0) 426 8.46 1.63 4 11
MHP in adolescence (t0) 426 9.10 4.40 0 24
MHP in emerging adulthood 
(t1)

426 7.51 6.05 0 30

Note. n = 426; t0 = first measurement point (2009–2012); t1 = 5-year 
follow-up (2014–2017); min. = minimum; max. = maximum; 
SES = socioeconomic status; MHP = mental health problems.
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(β = .10; p = .043) as well as SES of the family and social 
support in adolescence on mental health problems in emerg-
ing adulthood (β = − .10; p = .038). The interaction of SES 
and family climate in adolescence was not significant. The 
moderator analyses revealed that higher self-efficacy was a 
protective factor for adolescence from families with lower 
SES regarding their mental health in emerging adulthood. 
Whereas, more social support was a protective factor for 
adolescents from families with higher SES regarding their 
mental health in emerging adulthood. Associations between 
female gender (β = .10; p = .034), mental health problems 
in adolescence (β = .17; p = .002), and family climate (β = 
− .18; p = .001) with regard to mental health problems in 
emerging adulthood remained statistically significant with 
small effects.

The final Model 4 is significant (F (11,414) = 7.220, 
p < .001) and explains 14% of the variance, thus, a medium 
amount of explained variance [61].

Discussion

Based on the research framework of human resilience con-
cerned with promoting resilience in people at risk for prob-
lems [26–30], this study examined protective factors (i.e., 
self-efficacy, family climate, and social support) that pro-
mote mental health in adolescents at risk due to lower famil-
ial SES in their transition into emerging adulthood using 
population-based longitudinal data from Germany.

Our study points out that adolescents from families with 
lower SES showed more mental health problems not only in 
adolescence, but also in emerging adulthood. In terms of pro-
tective factors, adolescents who had a higher self-efficacy, a 
better family climate, and more social support showed less 
mental health problems in emerging adulthood. Regarding 
interaction effects we found that higher self-efficacy dur-
ing adolescence mitigated the effect of lower SES in ado-
lescence on mental health problems in emerging adulthood. 
All single effects were small. Together, all explored factors 

support in adolescence were positively associated with 
each other with medium effects (r = .402, p ≤ .001; r = .323, 
p ≤ .001; r = .325, p ≤ .001).

Multiple Linear Regression

An overview of the results of all four models is given in 
Table 3. Findings by means of Model 1 (adjusted R2 = .02) 
indicated that lower SES in adolescence was associated 
with increased mental health problems during emerging 
adulthood with a small effect (β = − .13; p = .006).

Findings by means of Model 2 (adjusted R2 = .10) indi-
cated that the association between a lower SES in adoles-
cence and increased mental health problems in emerging 
adulthood did not remain significant (β = − .08; p = .091) 
when the control variables gender, age, migration back-
ground, and mental health problems in adolescence were 
entered into the model. Further, a significant but small asso-
ciation between female gender and increased mental health 
problems in emerging adulthood was examined (β = .12; 
p = .014). Increased mental health problems in adoles-
cence were associated with more mental health problems in 
emerging adulthood with an almost medium effect (β = .26; 
p < .001).

Findings from Model 3 (adjusted R2 = .13) indicated that 
a better family climate in adolescence was associated with 
fewer mental health problems in emerging adulthood with a 
small effect (β = − .17; p = .001). The association between 
mental health problems in adolescence and mental health 
problems in emerging adulthood remained statistically 
significant with a small effect (β = .17; p = .002), whereas 
female gender was no longer associated with mental health 
problems in emerging adulthood compared to Model 2.

Finally, Model 4 (adjusted R2 = .14), additionally included 
the three interaction terms of SES during adolescence with 
the protective factors self-efficacy, family climate, and 
social support in adolescence. The results revealed small 
interaction effects between SES and self-efficacy in ado-
lescence on mental health problems in emerging adulthood 

Table 2  Bivariate correlations of SES, control variables, potential moderating protective factors, and mental health problems
1 2 3 4 5 6 7 8 9

1 SES (t0) -
2 Gender (t0) − .047 -
3 Age in adolescence (t0) − .093 .014 -
4 Migration background (t0) .010 .002 − .033 -
5 MHP in adolescence (t0) − .173*** .212*** .012 .000 -
6 Self-efficacy (t0) .133** − .213*** − .026 .023 − .479*** -
7 Family climate (t0) .088 − .196*** − .150** .051 − .341*** .402*** -
8 Social support (t0) .061 − .041 .087 .047 − .326*** .323*** .325*** -
9 MHP in emerging adulthood (t1) − .134** .175*** .059 − .036 .298*** − .255*** − .288*** − .145** -
Note. n = 426; t0 = first measurement point (2009–2012); t1 = 5-year follow-up (2014–2017); SES = socioeconomic status; MHP = mental health 
problems; ** p ≤ .01; *** p ≤ .001; significant effects in bold.
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that adolescents from families with higher SES may benefit 
more from social support than adolescents from families 
with lower SES in terms of their mental health.

Furthermore, our results indicate that adolescents from 
families with poorer family climate, suffer from more 
mental health problems in emerging adulthood regardless 
of SES. Since family climate has a general effect regard-
less of the risk factor of lower SES, the factor could also 
be called a promotive factor [27, 29]. Guassi Moreira and 
Telzer [63] showed that family cohesion during the transi-
tion from adolescence to emerging adulthood was important 
with regard to depressive symptoms. An increase of family 
cohesion during this challenging time had a positive effect 
and thus could be a protective factor for everyone during the 
significant phase of transition from adolescence into emerg-
ing adulthood.

Additionally, mental health problems in emerging adult-
hood are often predicted by female gender. Various stud-
ies reported that females are more affected by mental 
health problems than males in adolescence, especially with 
regard to internalizing problems [23]. Previous analyses of 
the BELLA study support this [5, 42]. Van Droogenbroek, 
Spruyt and Keppens [64] for example, assumed that gender 
differences in mental health problems may be due to social 
gender roles and the expectations and beliefs based on them. 
In this study, no association between age in adolescence and 
mental health problems in emerging adulthood was found. 
Thus, long term it may be more important for mental health 
problems in emerging adulthood what a person experi-
enced, perceived, and received at a certain age in develop-
ment rather than the age itself. Further, as discussed in the 
following, e.g., mental health problems in adolescence. We 
found that mental health problems in adolescence were the 
strongest predictor for mental health problems in emerg-
ing adulthood. Previous longitudinal studies showed that 
mental health problems have a high persistence into ado-
lescence and adulthood [51, 65]. In addition, the review by 
Costello et al. [24] showed that during the period of transi-
tion from adolescence to emerging adulthood, mental health 
problems increase. Further, systematic reviews show grow-
ing evidence that over one-third to half of all mental health 
problems start before the age of 14 and almost two-third to 
three-quarters start before the mid-20s, which impacts not 
only individuals but also society [66, 67]. No associations 
between migration background and mental health problems 
in adolescence nor emerging adulthood were shown. Based 
on a systematic review of European studies, it could have 
been assumed that a migration background might be a risk 
factor for mental health problems in childhood and adoles-
cence, especially in Germany [43]. However, it is empha-
sized that other factors probably also play an important role 

in adolescence resulted in a medium longitudinal effect on 
mental health problems in emerging adulthood five years 
later. However, the buffering effect of social support did not 
seem to be present in adolescents from families with lower 
SES, but in adolescents from families with higher SES. This 
is a very interesting result, as both predictors (lower SES 
and less social support) are individually significantly asso-
ciated with increased mental health problems in emerging 
adulthood.

Like our results indicate, numerous studies showed that 
a lower familial SES is related to more mental health prob-
lems in adolescence [6] and can be related to increased men-
tal health problems (e.g., depression [62]) in adulthood. In 
our analysis, we also found this association in the first step, 
but it did not remain significant when further predictors 
were added to the model. The relationship of SES and men-
tal health problems in adulthood seems to be more complex 
than a direct pathway. Self-efficacy, family climate, and 
social support have previously been identified as protective 
factors for mental health in adolescence [31]. Our bivari-
ate analyses support this and show an association between 
higher self-efficacy, better family climate, and more social 
support in adolescence and fewer mental health problems 
in emerging adulthood. The directional prediction of family 
climate remained in the multivariate analyses.

In line with the research framework of resilience, self-
efficacy can be seen as a protective factor [27]. The pro-
tective effect of self-efficacy for adolescents from families 
with lower SES for mental health problems in emerging 
adulthood goes along with the results of Meilstrup et al. 
[37], which surveyed students between 11 and 15 years in a 
cross-sectional study. Further, our bivariate analysis showed 
higher self-efficacy in adolescents from families with higher 
SES, which conversely means lower self-efficacy in adoles-
cents from families with lower SES. Similarly, descriptive 
analyses of the cross-sectional KiGGS study showed that for 
11-17-year-olds children and adolescents from families with 
low SES could draw on fewer personal resources (including 
self-efficacy) than those from families with medium or high 
SES [41]. Moreover, the results suggest that the availability 
of personal resources is of high importance, especially in 
the group of low SES with regard to mental health problems 
[41].

Contrary to our expectations, social support appeared 
to have a buffering effect on mental health problems in 
emerging adulthood among adolescents from families with 
higher SES, but not among adolescents from families with 
lower SES. Earlier studies also showed that children and 
adolescents from families with low SES have fewer social 
resources (i.e., social support) at their disposal [41]. Appar-
ently more social resources were important in regard to 
mental health [41]. Regarding our results, it can be assumed 

1 3

655



Child Psychiatry & Human Development (2025) 56:649–660

from the Global South. Further, it is important to point out 
that cultural aspects and the development of resilience and 
thus also risk and protective factors should be considered 
together [30, 76].

The present study has several strengths. It should be 
emphasized that the age range of the analyses covers a 
significant period in a person’s life. The transition from 
adolescence to emerging adulthood is significant for the 
development of mental health problems [22–24] and there-
fore an important time span for health promotion and 
prevention. Based on the longitudinal data of a population-
based sample for Germany, we are able to give indications 
for an important protective factor for adolescents from 
families with lower SES regarding their mental health in 
emerging adulthood. According to the research framework 
of human resilience, the present study increases knowledge 
on resilience processes through change research [28].

Implications

In further research, other potentially important protective 
factors for mental health problems in emerging adulthood in 
adolescents from families with lower SES should be inves-
tigated. Especially personal protective factors could be of 
interest (e.g. self-regulation, social competence; [36, 38]). 
However, other factors in adolescence may also play a role 
in the association between a lower SES and mental health 
problems, such as neurobiological processes [77]. Further, 
stressful life events should also be considered, because 
children and adolescents who are exposed to stressful life 
events and come from families with lower SES are more 
likely to develop mental health problems [78]. Furthermore, 
the influence of lower SES in emerging adulthood should be 
considered as an important factor, since in adulthood, low 
SES is also associated with mental health problems [79].

Implications for prevention and intervention measures 
can be derived from the results of this study. Thereby, ado-
lescents from families with a lower SES are at higher risk 
of developing mental health problems that might persist or 
recur not only in emerging adulthood, but also for the rest 
of their lives. Early prevention and intervention measures 
are therefore necessary. Hence, for prevention measures 
in children and adolescents from families with lower SES, 
self-efficacy should be promoted. From the very beginning, 
parents and caregivers can support children in the experi-
ence that their own actions can have an impact. Prevention 
measures should be low threshold to reach children and 
adolescents from families with low education, low income 
or precarious employment and living conditions. Further, 
the school context would be exceptionally suitable, as all 
children and adolescents can be reached here, in particu-
lar in Germany, as school attendance is compulsory [80]. In 

in this context [43, 68] (e.g., moderating effect of social 
capital such as social support of peers [68]).

The results lead to the assumption that adolescents from 
families with lower SES have a higher long-term benefit 
from proximal protective factors (i.e., self-efficacy) than 
from distal protective factors (i.e., social support, family 
climate). It is also possible that the influence of SES during 
adolescence fades when the transition to emerging adult-
hood occurs and thus, one’s own personal SES takes on 
greater importance.

Limitations & Strengths

This study includes some limitations. Drop-out analyses of 
the longitudinal BELLA study showed a drop-out bias in the 
direction of participants of families with lower SES [51]. In 
these analyses, only significant differences in gender were 
detected, comparing the adolescents who only participated 
at t0 and those adolescents that participated at both mea-
surement points (t0 and t1). Thus, more females than males 
participated in the study again (see Supplementary Table 1).

 Moreover, data are based on an epidemiological sur-
vey, which includes the assessment of self-reported men-
tal health problems with brief screening instruments, but 
no clinical diagnoses. Nevertheless, the results can provide 
good indications of mental health problems in large pop-
ulation-based samples. Even though the same instruments 
were not used to survey mental health problems at both 
measurement points, both instruments represent the same 
construct. In order to survey mental health problems in an 
age-appropriate manner, instruments for the respective age 
group were selected. The internal consistency of the Oslo-3 
Social Support Scale was low in this study (α = 0.56). How-
ever, this low value could be due to the multidimensional-
ity of the instrument (quantitative and qualitative) [69, 70]. 
Furthermore, in a study on the standardization of the scale 
[71], the low value was attributed by the authors to the small 
number of items with reference to Buehner [72]. Despite the 
low internal consistency, an association between social sup-
port measured with this instrument and mental health prob-
lems could be confirmed in various studies [73–75].

In the present study, the found effects were mostly small, 
but predictors explained 14% of the variance in the final 
model (Model 4) indicating an overall medium effect. The 
addition of further factors influencing mental health prob-
lems in emerging adulthood could presumably explain more 
variance. Even though this study is based on longitudinal 
data, no causal relations can be proven. Finally, it must be 
pointed out that the results of the present study can only 
be transferred to other samples to a limited extent. Since 
in this study, the theoretical background (e.g., Reiss [6]) as 
well as the sample of this study does not refer to adolescents 
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addition, it would be beneficial if prevention would start in 
early childhood [5]. A good family climate should be pro-
moted for all children and adolescents. Prevention and inter-
vention measures may be family-based or for example may 
address parents directly [81].

Summary

Adolescents from families with lower SES are at higher risk 
for mental health problems. In the transition from adoles-
cence to emerging adulthood, several mental health prob-
lems begin or increase. Therefore, the aim of this study was 
to identify protective factors that are particularly important 
for adolescence from families with lower SES in the transi-
tion to emerging adulthood. Data from n = 426 participants 
from the longitudinal BELLA study were used for analyses. 
At t0 (2009–2012) participants were aged 13 to 17 and at t1 
(2014–2017) participants were aged 18 to 24. Hierarchical 
multiple linear regressions with interaction terms were con-
ducted to examine the association between the SES in ado-
lescence and mental health problems in emerging adulthood 
and the effect of self-efficacy, family climate, and social sup-
port as protective factors on this association. Adolescents 
from families with lower SES had more mental health prob-
lems in emerging adulthood. Adolescents with higher self-
efficacy, better family climate, and more social support had 
fewer mental health problems in emerging adulthood. When 
all variables were considered, the associations between bet-
ter family climate in adolescence and fewer mental health 
problems in emerging adulthood remained. Further, a pro-
tective effect of self-efficacy for mental health problems in 
emerging adulthood of adolescents from families with lower 
SES was found. However, social support seemed to have a 
protective effect for adolescents from families with higher 
SES in regard to mental health problems in emerging adult-
hood, but not a protective effect for adolescents from fami-
lies with lower SES. The results of this study indicate the 
implication that especially self-efficacy in adolescents from 
families with lower SES should be promoted as it seems to 
have a long-term impact on their mental health.
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