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Abstract

Prior work has identified the need for replication of psychological research; however, validation efforts are rare. The purpose
of the current study was to confirm latent profiles of comorbid psychological symptoms in an urban adolescent sample and
examine differences in gender and trait mindfulness across these profiles. Cross-sectional data from 201 eighth grade
students (63% female; M, =13.24; 86% Black) across nine Baltimore City public middle schools were analyzed.
Confirmatory latent profile analyses showed that the previously-identified 3-profile solution with boundary constraints was
the best fit for the data, and significant sex and trait mindfulness differences were identified. The current study supports the

need for future replication studies using this methodology to improve theory and targeted interventions.

Keywords

Introduction

Comorbidity of psychological symptoms is highly prevalent
among youth in low-income, marginalized urban commu-
nities (Hogue & Dauber, 2013), largely due to their dis-
proportionate exposure to stressors related to structural and
economic disenfranchisement (Urban Institute, 2015). Prior
research with a nationally-representative sample of adoles-
cents found that 40% of adolescents with one disorder also
met criteria for a second comorbid disorder (Merikangas
et al., 2010), and a study with urban youth referred for
mental health services found that 80% were diagnosed with
more than one mental health disorder (Hogue & Dauber,
2013). Comorbid psychological symptoms in adolescence
are associated with varied detrimental health outcomes,
such as substance use (Cummings et al., 2014) and suicide
(McManama O’Brien & Berzin, 2012). Studies that have
used person-centered approaches to identify youth with
comorbid symptoms, such as latent class analysis (LCA) or
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latent profile analysis (LPA), are relatively few in number
and have various findings due to differences in samples and
measurements. Moreover, few studies incorporate adequate
methods to validate their models of comorbid symptoms.
The current study addresses this gap by validating a pre-
vious LPA of comorbid mental health symptoms in a
sample of urban Baltimore City middle school students, and
by extending this model to examine differences in gender
and trait mindfulness.

Comorbidity Profiles

A small body of literature has focused on identifying sub-
groups of youth experiencing comorbid psychological symp-
toms (for a review of this literature see Webb et al., 2021).
Subgroupings have differed across these studies due to the
disorders being measured, the reporters of those symptoms,
and the environments from which youth are sampled (i.e.,
youth from juvenile justice settings versus those in clinical
care versus those in need of treatment from the community).
The goal of this type of research is to group individuals based
on their experienced/reported symptoms to better understand
the heterogeneity of symptom types and severity, as well as
inform policy and better allocate resources for prevention and
intervention programming (Peiper et al., 2015). Given the
relatively small size of the literature, there are key gaps that
need to be addressed. Few studies have included PTSD or
trauma symptoms in modeling comorbidity in adolescents, and
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studies with urban youth samples have primarily been sampled
from juvenile justice or clinical settings. Moreover, few studies
have included data from multiple raters (Webb et al., 2021).

To address these gaps, a prior cross-sectional study of 426
Baltimore City 8th grade students sought to identify subgroups
of students with comorbid mental health symptoms (Webb
et al., 2021). Based on the literature, it was hypothesized that
three to four groups would be found, including a group with
low mental health symptoms, and a group with overall high
levels of symptoms, with the potential for groups with more
specified types of symptoms (i.e., internalizing or externalizing
symptoms). Three comorbidity groups were identified using
latent profile analysis of student self-reported and teacher-
reported symptoms: (1) low student-reported, high teacher-
reported symptoms, (2) internalizing symptoms, and (3)
overall high symptoms. The internalizing symptom group was
characterized by high student self-reported depression, anxiety,
and trauma symptoms, as well as elevated teacher-reported
internalizing symptoms. Students in the overall high symp-
toms group had the highest self-reported and teacher-reported
symptoms in all categories compared to students in the other
profiles (Webb et al., 2021). Within the last decade, there has
been increased attention paid to the issue of reproducibility in
psychology research (Baucal et al., 2020). Confirming whether
these same groups also characterize a different sample of
Baltimore City students will contribute to evaluating the
robustness of these groups among urban youth, an important
step toward refining theory on psychological comorbidity in
adolescents (Schmiege et al., 2018).

Gender Differences in Comorbidity

A large body of research has examined gender differences in
the prevalence of mental health disorders among youth. Stu-
dies of adolescent mental health have found that girls are more
likely than boys to be diagnosed with anxiety and affective
disorders (Hamblin, 2016), as well as comorbid psychiatric
diagnoses (Cummings et al., 2014). By contrast, boys have a
higher prevalence of externalizing disorders than girls (Ham-
blin, 2016). These gender differences may be explained by
differences in experiencing symptoms, reporting of symptoms,
and/or observations of behavior by adults. Research indicates
that gender roles and norms influence the experience and
reporting of psychological symptoms (Van Droogenbroeck
et al., 2018). For example, girls face a greater level of school
pressure, are expected to be more socially sensitive, and are
more likely to use rumination as a coping strategy than boys,
all of which are associated with increased mental health
symptoms (Van Droogenbroeck et al., 2018). However,
socialization of boys teaches them not to express their emo-
tions, which may lead to an underreporting of symptoms
compared to girls (Hamblin, 2016). Compared to boys, girls
are more likely to seek help for mental health disorders
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(Hamblin, 2016). Research has shown that adults, including
teachers, are better able to identify behavioral problems, such
as externalizing symptoms, in boys compared to girls (Ham-
blin, 2016). Moreover, prior studies show that teachers tend to
have higher academic expectations of female students than
male students (Gershenson et al., 2016), and teachers are more
likely to report negative temperament for their male students
than their female students (Mullola et al., 2012). These factors
may contribute, at least in part, to the gender differences seen
in the prevalence of psychological symptoms and their
comorbidity in adolescents.

Some studies using person-centered approaches have
examined gender differences in comorbidity profiles among
adolescents with mixed findings. One study among
community-referred adolescents that identified five classes of
psychological symptoms (adolescent distress, severely dis-
tressed, parental concern, basic externalizers, and comorbid
externalizers) found significant gender differences. The
severely distressed group had a greater proportion of females,
while the comorbid externalizing group had an equal dis-
tribution of males to females (Hogue & Dauber, 2013).
However, a second study that identified four classes of anxiety
and depressive symptoms (comorbid moderate severity
symptoms, comorbid high severity symptoms, high severity
depressive symptoms, and moderate anxiety symptoms) found
that there were more boys in the group characterized by more
severe comorbid symptoms (Peiper et al., 2015). Finally, a
study that identified three classes of comorbid symptoms
(normative level of symptoms, comorbid emotional disorders,
and comorbid behavioral disorders) found that girls were more
likely to be in the group characterized by comorbid emotional
disorders (Essau & de la Torre-Luque, 2019). Differences in
the sample characteristics and measurements used may con-
tribute to the disparate gender differences seen across these
studies, supporting the need to further examine the role of
gender in modeling comorbid symptoms in a sample of urban
adolescents.

Trait Mindfulness and Mental Health

Trait mindfulness is defined as one’s average level of
mindfulness (Siegling & Petrides, 2014) or the frequency
with which individuals are in a mindful state (Deng et al.,
2020). Trait mindfulness is a complex construct that
encompasses several components, including the ability to
describe inner experiences, observe experiences, act with
awareness, and be non-judgmental of and non-reactive to
experiences (Calvete et al., 2017). In a longitudinal study
with young adults, the trait mindfulness quality of non-
judging served as a protective factor against depression
(Petrocchi & Ottaviani, 2016). In adolescents, studies have
found that trait mindfulness was associated with lower
depressive symptoms (Royuela-Colomer & Calvete, 2016).
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Moreover, a longitudinal study in adolescents found that
acting with awareness attenuated the association between
stress and externalizing symptoms, as well as self-injurious
behavior (Calvete et al., 2017). However, little research has
been conducted examining the associations between psy-
chological symptoms (or their comorbidity) and trait
mindfulness in racial minority, urban adolescents.

Current Study

The existing literature using person-centered approaches to
model comorbid mental health symptoms in youth has some
important gaps, including a lack of validation and reproduci-
bility in research models, and divergent results around gender
differences in comorbidity. Moreover, little research exists on
associations between trait mindfulness and comorbid mental
health symptoms, particularly within primarily racial minority,
urban adolescent samples. To address these gaps, the first goal
of the current study was to use the emerging methodology of
confirmatory latent profile analysis to validate profiles of
comorbid mental health symptoms found in a prior study of
Baltimore City middle school students. The second goal was
to explore gender differences in the comorbidity profiles.
Based on the current literature on gender differences in ado-
lescent mental health, it was hypothesized that the profile with
low self-reported and high teacher-reported symptoms would
include a greater proportion of boys than girls (Hypothesis 1),
as boys are less likely to report their own symptoms, but
teachers may better able to identify externalizing symptoms in
boys than girls. Moreover, it was expected that the profiles
with high internalizing symptoms and overall higher self-
reported symptoms would contain a greater proportion of
females than males (Hypothesis 2), given the higher pre-
valence of internalizing symptoms in girls and evidence
showing girls are more likely to report and seek help for
mental health symptoms. The associations between trait
mindfulness and profile membership were also explored, with
the expectation that higher trait mindfulness would be seen in
the profile with low self-reported symptoms compared to the
other two comorbidity groups (Hypothesis 3). Finally, the
current study explored the moderating effect of gender on the
associations between profile membership and trait mind-
fulness. As this was a novel study question, there were no
specific hypotheses or expectations for this study goal.

Methods
Participants

The current study used baseline data from 201 eighth grade
students (M4, = 13.24 years, SD=0.50 years; 63%

female) across nine Baltimore City public schools. The
sample was primarily Black/African American (86%). A
large portion of the sample also reported Hispanic/Latinx
ethnicity (24%). Students were recruited as part of a larger
randomized controlled trial (n = 618) assessing a school-
based mindfulness program (RAP Club) compared to an
active control program focused on general health education.
Overall, the trial recruited students from 29 Baltimore City
public elementary/middle schools across four years, enrol-
ling a new sample of students in a different set of schools
each year. The sample for the current study included only
the students that were enrolled in the fourth year of the
study, as it was the only year that included measurement of
trait mindfulness. Parental consent and student assent were
collected for each participating student.

Measures

One week prior to randomized intervention assignment,
students completed self-report measures assessing their
psychological well-being and their trait mindfulness.
Additionally, two 8th grade teachers from each school rated
participating students’ symptoms and behaviors. No data
collected after the initiation of the interventions was used in
the current study.

Self-report measures

Students were asked to report on their social and demo-
graphic characteristics, their current anxiety, depressive and
trauma symptoms, social and behavioral problems, and trait
mindfulness.

Social and demographic factors Students reported their
gender (0 = female, 1 = male), Hispanic/Latinx ethnicity, and
race (Black/African American, White, American Indian/Alas-
kan Native, Native Hawaiian/Other Pacific Islander,
Multiracial).

Anxiety symptoms The PROMIS Pediatric Anxiety Item
Bank v2.0 (Pilkonis et al., 2011) measured anxiety symptoms
over the past seven days. The four items asked students about
their feelings of being nervous, worried, worried while at
home, and feelings that something awful might happen (e.g.,
“In the past 7 days, I felt like something awful might happen”).
Students rated each item on a Likert scale ranging from 1
(Never) to 5 (Almost Always). Raw sum scores of the four self-
report items were converted to standardized t-scores. T-scores
above the cutoff of 55 are indicative of elevated anxiety
symptoms. The PROMIS Pediatric Anxiety measure has been
tested and demonstrated its validity to measure the construct of
anxiety (Irwin et al., 2010), as well as its internal consistency
and test-retest reliability (Varni et al., 2014).
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Depressive symptoms The Children’s Depression Inven-
tory — Short Form (CDI-S; Kovacs, 1992) was used to
measure depressive symptoms in youth. The CDI-S is a 10-
item self-report measure of depressive symptoms over the
past two weeks, with a total score that ranges from O to 20.
Items were rated on a 3-point Likert scale, with responses
differing for each item (e.g., “0 =1 feel like crying once in a
while, 1 =1 feel like crying many days, 2=1 feel like
crying every day”). The measure showed adequate relia-
bility in the current sample (see Table 1) and has been used
in prior studies with students in urban school settings
(Sibinga et al., 2016).

Trauma symptoms The Child PTSD Symptom Scale
(CPSS; Foa et al., 2001) was used to measure youth trauma
symptoms (e.g., “In the last two weeks, have you been
having bad dreams or nightmares”). The measure consists
of 17 self-report items that are rated on a 4-point Likert
scale ranging from O (not at all or only at one time) to 3 (5
or more times a week or almost always). The original
version of the measure includes an item that asks youth to
report the most difficult experience they had ever endured,
which was omitted in the current study to protect student
privacy. Items were summed to create an overall symptom
severity score. Prior research has established a cutoff of 17
or higher to indicate elevated trauma symptoms (Nixon
et al., 2013). The measure showed adequate reliability in the
current sample, and has been shown to have strong relia-
bility and validity in samples of adolescent female sexual
assault survivors (Gillihan et al., 2013) and adolescents
exposed to trauma (Foa et al., 2018).

Social and behavioral problems Several subscales of the
Youth Outcome Questionnaire — Self Report (YOQSR;
Wells et al., 2003) were used to measure students’ inter-
personal relations, social problems, and behavioral dys-
function. Items on the YOQSR were rated on a 5-point
Likert scale ranging from O (never or almost never) to 4
(almost always or always). Per scoring instructions, two
interpersonal relations items, one social problems item, and
two behavioral dysfunction items were recoded from —2
(never or almost never) to 2 (almost always or always). The
interpersonal relations subscale ranges from —6 to 34, with
higher scores indicating greater difficulty in interactions
with family, peers, or other adults including verbal
aggression or defiance (e.g., “I have physical fights (hitting,
kicking, biting, or scratching) with my family or others my
age”). The social problems subscale ranges from —2 to 26,
with higher scores indicating more behaviors that violate
social norms, including truancy, physical aggression, or
vandalism (e.g., “I steal or lie”). Finally, the behavioral
dysfunction subscale ranges from —4 to 40; higher scores
indicate more attention difficulties and issues in managing
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impulsive behaviors and organization (e.g., “I have a hard
time sitting still [or I have too much energy]”). The sub-
scales used in the current sample showed adequate relia-
bility with the exception of the social problems subscale
(Cronbach’s o = 0.67). However, the subscale was kept in
the analysis as it was used in the original exploratory study,
and it was close to the conventional cutoff of 0.70. The
YOQSR has shown to have good internal consistency and
test-retest reliability in prior samples of adolescents (Ridge
et al., 2009).

Trait mindfulness The Child and Adolescent Mindfulness
Measure (CAMM; Greco et al., 2011) was used to measure
trait mindfulness. The measure is comprised of 10 items
(e.g., “At school, I walk from class to class without noticing
what I’'m doing”), which are rated on a 5-point Likert scale
ranging from O (Never True) to 4 (Always True). Items were
reverse scored and summed to create an overall trait
mindfulness score, with higher scores indicating greater trait
mindfulness. Prior validation work has found the CAMM to
be a reliable and valid measure of trait mindfulness for
youth in low-income urban settings (Prenoveau et al.,
2018).

Teacher Measures

Teachers were asked to report on their students’ externa-
lizing and internalizing symptoms, as well as their social
and emotional competence.

Internalizing and externalizing symptoms Teachers com-
pleted the Strengths and Difficulties Questionnaire (SDQ;
Goodman, 1997), a 25-item measure of students’ behavior
and potential difficulties that teachers rated on a 3-point
Likert scale ranging from O (not true) to 2 (certainly true).
The measure includes five subscales: emotional symptoms,
conduct problems, peer problems, hyperactivity, and pro-
social behavior. Two scores were calculated from the SDQ:
externalizing symptoms, which is calculated by combining
the 10 items from the conduct problems and hyperactivity
subscales (e.g., “Often loses temper”), and internalizing
symptoms, which is calculated by combining the 10 items
of the emotion problems and peer problems subscales (e.g.,
“Often unhappy, depressed, or tearful”). These subscales
showed adequate reliability in the current sample, and prior
research has shown that the SDQ has strong psychometric
properties (Stone et al., 2010).

Social and emotional competence The current study used
the 7-item social and emotional competence subscales from
the Social Competence Scale (SCS; Kam & Greenberg,
1998). The SCS measures students’ behavioral symptoms
(e.g., “Shows empathy and compassion for others’
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Table 1 Student Demographics

and Mental Health Symptoms in Characteristic Females Males Total Sample
Overall Sample and by Gender n= n= n=
126, 62.7%) 75, 37.3%) 201, 100%)
M Range M Range M  Range
Age in years 132 12-14 134 12-15 132 12-15
n % n % n %
Race
AIAN 1 0.9 1 1.7 2 1.2
African American 95 88.8 48 814 143 86.1
NHOPI 0.0 1.7 1 0.6
White 6.5 102 13 78
Multiracial 3.7 5.1 7 4.2
Hispanic/Latinx 26 213 21 288 47 241
Mental Health Symptoms Reporter Cronbach’s p M SD M SD M SD
o
Anxiety symptoms (PROMIS)  Student 0.84 0.006 59.2 10.2 551 102 57.6 104
Depression symptoms (CDI) Student 0.85 0.002 4.6 4.2 28 35 4.0 4.1
Trauma symptoms (CPSS) Student 0.91 003 193 11.8 154 12.0 17.8 12.0
Interpersonal Relations Student 0.74 038 55 6.7 4.6 6.5 5.1 6.6
(YOQSR)
Social Problems (YOQSR) Student 0.67 0.02 21 35 34 4.1 2.6 3.8
Behavioral Dysfunction Student 0.79 0.86 109 6.3 10.7 8.5 10.8 7.2
(YOQSR)
Externalizing (SDQ) Teacher 0.90 005 53 50 6.8 4.8 59 50
Internalizing (SDQ) Teacher 0.85 034 27 32 32 38 29 34
Problems in Social and Teacher 0.93 0.08 1.7 1.0 20 1.0 1.8 1.0
Emotional Competence (SCS)
Trait Mindfulness (CAMM) Student 0.88 <0.001 24.3 8.4 28.8 9.1 260 89

AIAN American Indian or Alaska Native, NHOPI Native Hawaiian or Other Pacific Islander, p p-value for
independent samples t-tests by gender

Bolded values represent statistically significant independent samples t-tests by gender (p <0.05)

feelings”) with teacher-rated items on a Likert scale ranging
from O (almost never) to 5 (almost always). Items in the
subscale were reverse scored and averaged to create a score
where higher values indicated greater problems in social
and emotional competence. The subscale showed adequate
reliability in the current sample, and prior work has shown
the SCS to have strong internal consistency and validity
(Corrigan, 2003).

Statistical Analyses

The goal of the analysis was to validate a latent profile
structure of comorbid psychological symptoms in urban
middle school students and examine associations between
profile membership, gender, and trait mindfulness. Student
self-reported psychological symptoms (anxiety, depressive,
and trauma symptoms) and behavior (interpersonal

relations, social problems, and behavioral dysfunction), and
teacher-rated behavior (internalizing, externalizing, and
problems in social and emotional competence) were each
normally distributed, with skewness within the range of —2
to 2 (Kim, 2013). Preliminary analyses included indepen-
dent samples t-tests to examine gender differences in mental
health symptoms and analysis of missing data. Each vari-
able was then z-scored for ease of latent profile interpreta-
tion (as each symptom score had its own range), and to base
descriptions of elevated symptoms on the sample mean. A
confirmatory latent profile analyses (CLPA) was first con-
ducted using results from a prior study of Baltimore City
middle school youth (Schmiege et al., 2018). The previous
study found a 3-profile solution with a class-varying diag-
onal variance-covariance structure (Webb et al., 2021).
Thus, 2-, 3- and 4-profile solutions with the same variance-
covariance structure were tested, using various constraints
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on thresholds and boundaries (Schmiege et al., 2018). The
constraints were used to test for the presence of the three
specific latent profiles that were found in the prior study,
including low student-reported and high teacher-reported
symptoms (LSHT), high internalizing symptoms (INT), and
overall high symptoms (HIGH; Webb et al., 2021). The fit
statistics for all models were compared using elbow plots to
find the model that best fit the data, including Akaike
Information Criterion (AIC), Bayesian Information Criter-
ion (BIC), and Sample-Size Adjusted Bayesian Information
Criterion (a-BIC; Masyn, 2013). Models were also com-
pared using the parametric bootstrap likelihood ratio test,
entropy, and class sizes (Masyn, 2013). While Lo-Mendell-
Rubin adjusted likelihood ratio tests (LMR-LRT) are typi-
cally used to compare models in LPA studies, an LMR-LRT
cannot be conducted in models with nonlinear constraints
(i.e., models that include boundary constraints); thus,
bootstrap likelihood ratio tests were estimated and com-
pared in the current study (Masyn, 2013).

After class enumeration using CLPA was completed,
individual students were assigned to their most likely pro-
file, accounting for measurement error with BCH weights
(Masyn, 2013). The most likely membership variable was
used in two latent regression models predicting to (1)
gender and (2) trait mindfulness using the BCH weights
(Nylund et al., 2007). Finally, to examine gender as a
moderator, two latent regression models were conducted to
examine the associations between trait mindfulness and
profile membership in (3) females and (4) males separately.
All four models included race and ethnicity as covariates.
Moreover, each of the models accounted for clustering of
students within schools through the use of a post-hoc
adjustment to the standard errors that account for the nesting
of students within school. Stata Version 14 (StataCorp,
2015) was used for preliminary analyses and evaluation of
missing data, and Mplus Version 8 (Muthen & Muthen,
2017) was used for the confirmatory latent profile analysis
and the latent regressions.

Results
Preliminary Analyses

Sample demographics can be found in Table 1. In the total
sample, 49% of students reported elevated trauma symp-
toms and approximately 69% reported elevated symptoms
of anxiety. Independent samples t-tests indicated that
females in the sample reported significantly greater levels of
anxiety, depression, and trauma symptoms than males (see
Table 1). However, males reported significantly greater
levels of social problems and trait mindfulness than their
female peers.
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Missing Data

Analyses showed <1% missing data in each of the student-
reported demographic variables. Student self-reported
depression and anxiety symptoms, interpersonal problems,
behavioral dysfunction, and trait mindfulness each had <5%
missingness. However, student self-reported trauma
symptoms and social problems had 6.9% and 11.9% missing
data, respectively. Little’s missing completely at random
(MCAR) test for the two variables was not statistically sig-
nificant (X2(2) =491, p=0.09), indicating that the missing-
ness in these two variables was not completely random.
Follow-up analyses showed that missingness within these two
variables was not statistically significantly associated with
other demographic characteristics, such as gender, age, race,
or ethnicity (all rs < 0.13); thus, it was determined that data for
the two variables was missing at random (MAR).

Analyses of teacher-reported data showed greater levels
of missing data. Teacher-reported internalizing, externaliz-
ing, and social and emotional competence problems each
had approximately 14% missing data. Low degrees of
freedom prohibited the use of the Little’s test exclusively on
the three teacher-rated variables; however, when combined
with the two previously-discussed student-reported vari-
ables (trauma symptoms and social problems), the Little’s
test was not statistically significant (y*(15)=11.32, p=
0.73). Follow-up analyses showed missingness within the
teacher variables was not significantly associated with other
demographic characteristics (all rs<0.11); thus, it was
determined that the data was MAR. All following analyses
used full-information maximum likelihood (FIML) estima-
tion, which is robust when working with data that is not
normally distributed and can derive estimates from missing
data (Little et al., 2016).

Confirmatory Latent Profile Model

After comparing the fit indices and class sizes in the seven
models (see Table 2), the 3-profile solution with boundary
constraints was determined to be the best fit for the data.
Elbow plots of the AIC, BIC and a-BIC suggested dimin-
ishing returns with subsequent models. Additionally, the
smallest profile in the 3-profile solution with boundary
constraints contained more than 5% of the sample, sug-
gesting that the model was stable (Nylund-Gibson & Choi,
2018). The solution revealed the same 3 profiles as the
initial study. Interpretation of the conditional profile
response means in profile 1 showed that, compared to the
overall sample means, students in this profile had lower
self-reported symptoms and high teacher-reported externa-
lizing and social and emotional competence problems; thus,
the group was labeled as the low self-reported, high-teacher
reported symptoms profile (LSHT). For profile 2,
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Table 2 Model fit indices for class-varying, diagonal CLPA models

Model Log Likelihood  # of free parameters  Bootstrap LRT  Entropy = AIC BIC a-BIC

3 profile, unconstrained —1976.39 56 236.14%** 0.868 4064.78  4390.39  4238.32
3 profile, fixed thresholds —2162.16 2 1015.68%** 0.886 432832  4274.69  4236.67
3 profile, boundary constraints —1977.62 56 288.22% % 0.862 4067.25  4406.44  4254.37
2 profile, unconstrained —2094.46 37 524.29%** 0.858 426292 4439.33 431894
2 profile, smallest class removed =~ —2180.42 1 1076.20%** 0.879 4362.85  4508.93  4474.08
4 profile, unconstrained —1914.60 75 123.58%*%** 0.866 3979.21 422695  3989.34
4 profile, 3 profiles constrained —1976.39 75 -- 0.895 4102.78  4350.53  4112.92

The parametric bootstrap likelihood ratio test did not terminate normally for the solution with 4 profiles, 3 profiles constrained

Bootstrap LRT parametric bootstrap likelihood ratio test, AIC Akaike information criterion, BIC Bayesian information criterion, a-BIC sample-size

adjusted Bayesian information criterion
n=201
*p <0.05; *#p <0.01; ***p <0.001
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Fig. 1 Z-score conditional response means by comorbidity profile membership. LSHT low self-reported, high teacher-reported symptoms, INT
internalizing symptoms, HIGH overall high symptoms, S.E. Competence social and emotional competence

conditional profile means indicated that students in the
group had higher self-reported anxiety, depression, and
trauma symptoms; thus, the profile was named the inter-
nalizing symptoms profile (INT). Finally, interpretation of
the conditional profile means in profile 3 showed higher
means for all symptoms compared to the sample mean; this
profile was labeled as the overall high symptoms profile
(HIGH). The profile structure and z-score model-estimated
means can be seen in Fig. 1.

Gender Differences

When examining the gender composition of each group, the
INT and HIGH groups were majority female, while the

LSHT group was evenly divided between males and
females (see Table 3). Table 4 displays results of the latent
regression analyses. The first model testing for gender dif-
ferences showed that there was a significantly higher pro-
portion of females in the INT profile compared to the LSHT
and HIGH profiles. There was not a significant difference
between the LSHT and the HIGH symptom profiles.

Trait Mindfulness
The second model examining trait mindfulness found sev-
eral differences across comorbidity profiles (see Table 4),

primarily that students in the LSHT class reported the
highest level of trait mindfulness, followed by the INT and
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Profile 3: HIGH
n=1>59, 29.4%)

(=63, 31.3%)

Profile 2: INT

Profile 1: LSHT

Table 3 Model-Estimated, Class-Specific Means and Standard Deviations with Corresponding 95% Confidence Intervals Based on Class-Varying, Diagonal Three-Class Latent Profile Analysis
n=179, 39.3%)

with Boundary Constraints

Variable

@ Springer

SD

Mean

SD

Mean

SD

Mean

0.57 (0.26, 0.88) 0.95 (0.73, 1.13)

0.56 (0.29, 0.74)
0.74 (0.61, 0.85)
0.91 (0.75, 1.05)
0.76 (0.60, 0.90)

0.31 (0.13, 0.50)

0.86 (0.73, 0.97)
0.31 (0.20, 0.40)
0.68 (0.31, 0.92)
0.60 (0.51, 0.68)

—0.73 (=1.00, —0.47)
—0.72 (=0.83, —0.60)
~0.71 (=1.01, —0.41)
~0.60 (—0.60, —0.60)
~0.37 (=0.50, —0.23)
~0.59 (~0.81, —0.38)

Anxiety symptoms

1.14 (0.93, 1.32)
0.80 (0.63, 0.94)
0.94 (0.77, 1.09)

0.77 (0.40, 1.14)

0.10 (=0.14, 0.35)
0.12 (~0.20, 0.45)
021 (—0.46, 0.04)
~0.36 (—0.52, —0.20)
~0.15 (—0.34, 0.04)
~0.86 (—0.99, —0.72)
~0.52 (—0.63, —0.41)
~0.98 (—0.98, —0.98)

Depression symptoms

0.72 (0.49, 0.95)
0.91 (0.55, 1.27)

Trauma symptoms

Interpersonal Relations

0.87 (0.44, 1.30) 1.30 (1.04, 1.52)

0.54 (0.41, 0.64)
0.61 (0.51, 0.70)
0.36 (0.22, 0.46)
0.37 (0.26, 0.45)
0.60 (0.45, 0.72)

7.56
7.79
6.49

0.47 (0.32, 0.58)
0.71 (0.53, 0.86)
0.78 (0.66, 0.88)

0.67 (0.51, 0.81)

Social Problems

1.02 (0.84, 1.18)
0.95 (0.78, 1.10)

0.85 (0.48, 1.22)

Behavioral Dysfunction

0.82 (0.54, 1.10)

0.03 (=025, 0.32)
~0.10 (=0.29, 0.10)

Externalizing

1.34 (1.10, 1.55)
0.82 (0.68, 0.93)

0.63 (0.25, 1.01)

Internalizing

0.72 (0.48, 0.96)

20.98

0.73 (0.51, 0.89)

7.14
7.44

0.21 (-0.07, 0.49)

31.28
29.55

Problems in S.E. Comp
Trait Mindfulness

23.93
23.32

26.15
77.78%

7.05
10.48

19.41
23.30
60.34%

Females
Males
% Female

6.36

33.19

53.16%

LSHT low self-reported, high teacher-reported symptoms, INT internalizing symptoms, HIGH overall high symptoms, S.E. Comp social and emotional competence

the HIGH symptom profiles, respectively. Latent regres-
sions stratified by gender revealed more significant differ-
ences in trait mindfulness across profiles for females than
males. Among females (Model 3), the LSHT group had
significantly higher trait mindfulness than the INT and
HIGH symptom groups, and students in the INT profile had
higher trait mindfulness than those in the HIGH symptom
profile. Among males (Model 4), the students in the LSHT
symptom profiles had significantly higher trait mindfulness
than the students in the INT and HIGH profiles. However,
no significant differences were seen between the INT and
HIGH groups among males (see Fig. 2).

Discussion

Experiencing comorbid mental health symptoms is a highly
prevalent public mental health issue among adolescents that
is associated with negative outcomes throughout the life
course. While prior studies have used person-centered
methods to identify subgroups of youth with comorbid
symptoms, their findings have differed based on sample and
measurement differences. This literature also has some key
gaps; few studies have included trauma symptoms in
modeling comorbid mental health symptoms or data from
multiple informants, and studies with urban youth have not
included general community samples (Webb et al., 2021).
Moreover, prior studies examining gender differences have
had divergent findings, little prior work has examined the
association between trait mindfulness and comorbid symp-
toms among adolescents, and few studies include adequate
validation efforts. The current study contributes to the lit-
erature on comorbid psychological symptoms in urban
youth by validating a prior latent variable model of varied
mental health symptoms with a sample of youth from the
general population and by examining associations between
profiles, gender, and trait mindfulness.

The current study contributes to the growing literature
utilizing the novel methodology of confirmatory latent
variable modeling. The analyses replicated the same three
profiles of comorbidity reported in prior work (Webb et al.,
2021) using boundary constraints. Of note, neither the ori-
ginal study nor the current validation study identified a
group of students with overall low mental health symptoms.
This finding may be an indication of the level of trauma
experienced by students in low-income urban settings. In
the randomized controlled trial from which the exploratory
and validation samples were drawn, over 50% of the sample
reported at least two adverse childhood experiences
(ACEs). Additionally, over a third of the sample had
experienced the incarceration of a parent or guardian, and
over a quarter of the sample was a witness to or victim of
neighborhood violence. This aligns with prior research
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Tab(;el“ Lfatem o Variables Global Wald Test LSHT vs.  LSHT vs. INT vs.

fodets of comorbidity profie INT (REF) HIGH (REF)  HIGH (REF)

membership with gender, trait

mindfulness, and stratified W) B @) B @) B @)

lyses by gend

analyses by gendet Model 1: Gender 0= 8.09 (0.02) 029 0.03) 006 (0.70)  —0.23 (0.04)
female, 1 = male)
Model 2: Trait 35.05 (< 0.001) 5.95 (0.004) 10.96 (< 0.001)  5.01 (0.004)
Mindfulness (CAMM)
Model 3 (females): Trait 48.20 (< 0.001)  4.98 (0.001) 10.81 (< 0.001)  5.83 (< 0.001)
Mindfulness (CAMM)
Model 4 (males): Trait ~ 19.69 (< 0.001) 8.81 (0.03) 12.81 (< 0.001)  4.00 (0.36)

Mindfulness (CAMM)

LSHT low self-reported, high teacher-reported symptoms, INT internalizing symptoms, HIGH overall high

symptoms

Bolded values represent statistically significant independent samples t-tests by gender (p <0.05)

35

30

25

20

15

10

Mean Trait Mindfulness Score (CAMM)

LSHT INT HIGH

Overall Sample ~ +eeeee Females = = Males

Fig. 2 Mean trait mindfulness across comorbidity profiles for overall
sample and stratified by gender. LSHT low self-reported, high teacher-
reported symptoms, INT internalizing symptoms, HIGH overall high
symptoms, CAMM Child and Adolescent Mindfulness Measure

showing that low-income Black and Hispanic populations
have higher rates of ACEs than white and economically
advantaged populations (Merrick et al., 2018), and the
negative impact of ACEs on mental health outcomes
(McLaughlin, 2017). Further validation work is needed to
determine whether a group of students with overall low
symptoms can be identified in other samples of low-income
urban youth.

As hypothesized, and consistent with prior prevalence
research (Hamblin, 2016), the comorbidity profile char-
acterized by high internalizing symptoms (INT) contained
more females than in the other profiles. While the profile
with high self- and teacher-reported symptoms (HIGH) had
more females than males, the INT group still had a sig-
nificantly higher proportion of females. This larger pro-
portion of females in the HIGH symptom group is
consistent with previous research on gender differences in
mental health; female youth are more likely to report
symptoms of psychological disorders than males (Hamblin,
2016). The study results did not find a greater number of
males in the profile with low self-reported and higher

teacher-reported symptoms (LSHT) as expected. In fact,
this profile was evenly divided between males and females.
This may indicate a more equitable distribution of beha-
vioral symptoms across boys and girls in this urban sample
than in some other student samples. Prior research with low-
income, urban African American youth found no gender
differences in the association between exposure to violence
and aggressive behavior, suggesting that aggression may be
perceived as beneficial or adaptive for prevention of victi-
mization for both males and females (Sanchez et al., 2013).
Similarly, adolescents in the current sample have a high
level of exposure to trauma, including violence, thus
potentially explaining the lack of gender differences seen in
the LSHT profile. Moreover, a previous study of youth in
Chicago found that boys and girls at age 12 had similar
levels of externalizing symptoms; however, as they got
older (ages 15 and 18) boys began to report higher levels of
externalizing symptoms than girls (Jun et al., 2015). It may
be that because the current sample was comprised of 8th
grade students exclusively, there may be fewer differences
in externalizing symptoms (most noticeable by teachers)
during this point in development. However, further research
is needed to understand the potential lack of gender dif-
ferences within this group.

As hypothesized, trait mindfulness was higher in the
comorbidity group with low self-reported and high teacher-
reported symptoms (LSHT) than the profiles with high self-
reported symptoms (INT and HIGH). With the LSHT group
having overall lower symptoms than the HIGH symptom
group, this finding is consistent with prior literature demon-
strating that higher levels of trait mindfulness are associated
with lower mental health symptoms, such as depression and
anxiety (Calvete et al., 2017). However, the majority of
research on trait mindfulness and mental health has relied on
self-reported mental health symptoms (Calvete et al., 2017),
while the current study included reports from teachers as well.
Findings from the current study could be interpreted in mul-
tiple ways. The first is that there may be an issue in the
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measurement of trait mindfulness. Trait mindfulness is an
internal state and relies on self-report to be accurately mea-
sured. Students in the LSHT group, while self-reporting high
trait mindfulness, may not be aware of their behavioral
symptoms that are being reported by their teachers. This
suggests a potential lack of insight into their own behavior and
perhaps lower mindfulness. Alternatively, study findings could
be suggesting that the symptoms reported by teachers may not
have the same associations with trait mindfulness as students’
self-reported symptoms. This suggests potential issues with
relying on teachers alone to refer students for targeted school-
based mindfulness programming. As seen in the study, inter-
nalizing symptoms reported by teachers in the INT group was
lower than the internalizing symptoms reported by the stu-
dents. However, students in the INT group had lower trait
mindfulness than the LSHT group, which teachers identified
as having more noticeable symptoms. If interventionists were
to rely on teacher-reported symptoms alone, students in need
of mindfulness programming may be overlooked.

Results of the current study revealed significant asso-
ciations between gender, trait mindfulness, and comorbid
mental health symptoms. Overall, males had higher levels
of trait mindfulness than females. Studies examining gender
differences in trait mindfulness have focused on samples of
undergraduate students (Wang & Chopel, 2017) and adults
(Thirumaran et al., 2020); however, a dearth of literature
exists examining this question with adolescent samples.
Moreover, findings on gender differences in trait mind-
fulness are inconsistent, supporting the need for further
research to understand the development of trait mindfulness
across gender identities. Greater variations in trait mind-
fulness were seen across profiles for female students than
male students in the current study. Internalizing disorders,
such as depression, have been associated with rumination
and with having a negative cognitive bias (i.e., a focus on
negative content in memories, or interpretation of the
environment; Paul et al., 2013), whereas higher levels of
trait mindfulness have been found to be protective against
rumination (Raes & Williams, 2010) and negative cognitive
bias (Paul et al., 2013). Internalizing disorders (Hamblin,
2016) and rumination coping strategies (Johnson & Whis-
man, 2013) are more common in females than males, which
might account for the stronger negative association between
trait mindfulness and psychological symptoms for girls as
compared with boys in this sample. Research on gender
differences in the response to mindfulness programming is
in an early stage; however, some preliminary studies in
adults (Rojiani et al., 2017) and adolescents (Kang et al.,
2018) suggest that mindfulness programming may have
different benefits for females versus males. If trait mind-
fulness has a stronger link to psychological functioning for
predominantly Black girls in urban contexts as compared
with boys, then it is important for future studies to explore if
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mindfulness-based programs have differential impacts by
gender on mental health in this adolescent population.

Interpretation of the results should be done with con-
sideration of the study’s limitations. Data for the current study
were cross-sectional, so it was not possible to determine the
temporal ordering of the associations between trait mind-
fulness and comorbidity profile membership. Moreover, the
self-report nature of the measure of trait mindfulness may
contribute to the stronger associations with self-reported psy-
chological symptoms seen in the current study.

Conclusion

Given the high prevalence of comorbid mental health
symptoms in adolescents and their long-term detrimental
effects, understanding comorbidity among urban adoles-
cents is key in designing and implementing effective
interventions. This study supports the need for future
research to continue using validation methods to replicate
latent groupings of comorbid symptoms to improve the-
ory and targeted interventions. Further research utilizing
longitudinal data is needed to better understand the
temporal relationship between trait mindfulness and
comorbid psychological symptoms. By establishing
temporality, researchers may be able to determine whe-
ther trait mindfulness is a potential causal or protective
factor in the development of comorbid symptoms, or if
trait mindfulness might be acting as a mediator between
trauma experiences and psychological functioning in
urban youth. Finally, the current study’s findings can
inform future research examining the effects of mind-
fulness programming on the mental health of urban
minority youth, including a focus on potential gender
differences in the impact of mindfulness programming
with adolescents.

Authors’ Contributions L.W. conceived of the study, participated in
study design, conducted analyses, and drafted the manuscript; E.S.
participated in study design; R.M. participated in study design and
interpretation of the data; L.C. assisted in data interpretation and
manuscript drafting; T.M. participated in study design and drafting of
the manuscript. All authors read and approved the final manuscript.

Funding The parent study from which the data for the current study
was collected was supported by grants from IES (Grant #:
R305A160082) and NICHD (Grant #: ROIHD090022). L.W. received
support through a training grant from NIDA (Grant #: T32DA007292-
25). The funders did not play a role in the design or conduct of the
current study; analysis and interpretation of the data; preparation,
review, or approval of the manuscript; or decision to submit the
manuscript for publication.

Data Sharing Declaration The datasets generated and/or analyzed
during the current study are not publicly available but are available
from the corresponding author on reasonable request.



Journal of Youth and Adolescence (2021) 50:2249-2261

2259

Compliance with Ethical Standards
Conflict of Interest The authors declare no competing interests.

Ethical Approval The parent randomized controlled trial received
approval from the Baltimore City Public Schools Institutional Review
Board. Both the randomized controlled study and the current study
were approved by the Institutional Review Board of the Johns Hopkins
Bloomberg School of Public Health.

Informed Consent Informed consent was obtained from the parents/
guardians of participating adolescents. Assent was obtained from all
participating adolescents.

Publisher’s note Springer Nature remains neutral with regard to
jurisdictional claims in published maps and institutional affiliations.

References

Baer, R. A., Smith, G. T., Hopkins, J., Krietemeyer, J., & Toney, L.
(2006). Using self-report assessment methods to explore facets of
mindfulness. Assessment, 13(1), 27-45. https://doi.org/10.1177/
1073191105283504.

Baucal, A., Gillespie, A., Krsti¢, K., & Zittoun, T. (2020). Reprodu-
cibility in psychology: theoretical distinction of different types of
replications. Integrative Psychological and Behavioral Science,
54(1), 152-157. https://doi.org/10.1007/s12124-019-09499-y.

Brown, K. W., & Ryan, R. M. (2003). The benefits of being present:
mindfulness and its role in psychological well-being. Journal of
Personality and Social Psychology, 84(4), 822—848. https://doi.
org/10.1037/0022-3514.84.4.822.

Calvete, E., Orue, 1., & Sampedro, A. (2017). Does the acting with
awareness trait of mindfulness buffer the predictive association
between stressors and psychological symptoms in adolescents?
Personality and Individual Differences, 105, 158—163. https://doi.
org/10.1016/j.paid.2016.09.055.

Corrigan, A. (2003). Social Competence Scale—Teacher Version,
Grade 3/Year 4 (Fast Track Project Technical Report).
http://www fasttrackproject.org

Cummings, C. M., Caporino, N. E., & Kendall, P. C. (2014).
Comorbidity of anxiety and depression in children and adoles-
cents: 20 years after. Psychological Bulletin, 140(3), 816-845.
https://doi.org/10.1037/a0034733.

Deng, X., Gao, Q., Zhang, L., & Li, Y. (2020). Neural underpinnings
of the role of trait mindfulness in emotion regulation in adoles-
cents. Mindfulness, 11(5), 1120-1130. https://doi.org/10.1007/
s12671-019-01276-7.

Essau, C. A., & de la Torre-Luque, A. (2019). Comorbidity profile of
mental disorders among adolescents: a latent class analysis.
Psychiatry Research, 278, 228-234. https://doi.org/10.1016/j.
psychres.2019.06.007.

Foa, E. B., Asnaani, A., Zang, Y., Capaldi, S., & Yeh, R. (2018).
Psychometrics of the Child PTSD Symptom Scale for DSM-5 for
trauma-exposed children and adolescents. Journal of Clinical
Child & Adolescent Psychology, 47(1), 38—46. https://doi.org/10.
1080/15374416.2017.1350962.

Foa, E. B., Johnson, K. M., Feeny, N. C., & Treadwell, K. R. H.
(2001). The Child PTSD Symptom Scale: a preliminary exam-
ination of its psychometric properties. Journal of Clinical Child
& Adolescent Psychology, 30(3), 376-384. https://doi.org/10.
1207/S15374424JCCP3003_9.

Gershenson, S., Holt, S. B., & Papageorge, N. W. (2016). Who
believes in me? The effect of student—teacher demographic match

on teacher expectations. Economics of Education Review, 52,
209-224. https://doi.org/10.1016/j.econedurev.2016.03.002.
Gillihan, S. J., Aderka, 1. M., Conklin, P. H., Capaldi, S., & Foa, E. B.
(2013). The Child PTSD Symptom Scale: Psychometric proper-
ties in female adolescent sexual assault survivors. Psychological

Assessment, 25(1), 23-31. https://doi.org/10.1037/a0029553.

Goodman, R. (1997). The Strengths and Difficulties Questionnaire: A
research note. Journal of Child Psychology and Psychiatry, 38(5),
581-586. https://doi.org/10.1111/.1469-7610.1997.tb01545..x.

Greco, L. A, Baer, R. A., & Smith, G. T. (2011). Assessing mind-
fulness in children and adolescents: Development and validation
of the Child and Adolescent Mindfulness Measure (CAMM).
Psychological Assessment, 23(3), 606-614. https://doi.org/10.
1037/a0022819.

Hamblin, E. (2016). Gender and children and young people’s emo-
tional and mental health: Manifestations and responses [pdf]. p.
51.  https://www.ncb.org.uk/sites/default/files/field/attachment/
NCB%20evidence%20review %20-%20gender%20and%20CYP
%?20mental %20health%20-%20Aug%202017.pdf

Hogue, A., & Dauber, S. (2013). Diagnostic profiles among urban ado-
lescents with unmet treatment needs: Comorbidity and perceived
need for treatment. Journal of Emotional and Behavioral Disorders,
21(1), 18-32. https://doi.org/10.1177/1063426611407500.

Irwin, D. E., Stucky, B., Langer, M. M., Thissen, D., DeWitt, E. M.,
Lai, J.-S., Varni, J. W., Yeatts, K., & DeWalt, D. A. (2010). An
item response analysis of the pediatric PROMIS anxiety and
depressive symptoms scales. Quality of Life Research, 19(4),
595-607. https://doi.org/10.1007/s11136-010-9619-3.

Johnson, D. P., & Whisman, M. A. (2013). Gender differences in
rumination: a meta-analysis. Personality and Individual Differences,
55(4), 367-374. https://doi.org/10.1016/j.paid.2013.03.019.

Jun, H.-J., Sacco, P., Bright, C. L., & Camlin, E. A. S. (2015). Relations
among internalizing and externalizing symptoms and drinking fre-
quency during adolescence. Substance Use & Misuse, 50(14),
1814—-1825. https://doi.org/10.3109/10826084.2015.1058826.

Kam, C., & Greenberg, M. T. (1998). Technical measurement report
on the Teacher Social Competence Rating Scale [Unpublished].
Prevention Research Center for the Promotion of Human
Development, The Pennsylvania State University.

Kang, Y., Rahrig, H., Eichel, K., Niles, H. F., Rocha, T., Lepp, N. E.,
Gold, J., & Britton, W. B. (2018). Gender differences in response
to a school-based mindfulness training intervention for early
adolescents. Journal of School Psychology, 68, 163—176. https://
doi.org/10.1016/j.jsp.2018.03.004.

Kim, H.-Y. (2013). Statistical notes for clinical researchers: Assessing
normal distribution using skewness and kurtosis. Restorative
Dentistry & Endodontics, 38(1), 52 https://doi.org/10.5395/rde.
2013.38.1.52.

Kovacs, M. (1992). Children’s Depression Inventory (CDI) Manual.
Multi-Health Systems.

Little, T. D., Lang, K. M., Wu, W., & Rhemtulla, M. (2016). Missing
Data. In D. Cicchetti (Ed.), Developmental Psychopathology
(Third, p. 37). John Wiley & Sons, Inc.

Masyn, K. E. (2013). Latent class analysis and finite mixture model-
ing. In P. E. Nathan (Ed.), The Oxford Handbook of Quantitative
Methods (Vol. 2, pp. 551-611). Oxford University Press.

McLaughlin, K. A. (2017, April). The long shadow of adverse
childhood experiences: Adverse environments early in life have
lasting consequences for children’s health and development.
Social Science Agenda. https://www.apa.org/science/about/psa/
2017/04/adverse-childhood

McManama O’Brien, K. H., & Berzin, S. C. (2012). Examining the
impact of psychiatric diagnosis and comorbidity on the medical
lethality of adolescent suicide attempts: Diagnosis and suicide
attempt lethality in youth. Suicide and Life-Threatening Behavior,
42(4), 437-444. https://doi.org/10.1111/.1943-278X.2012.00102.x.

@ Springer


https://doi.org/10.1177/1073191105283504
https://doi.org/10.1177/1073191105283504
https://doi.org/10.1007/s12124-019-09499-y
https://doi.org/10.1037/0022-3514.84.4.822
https://doi.org/10.1037/0022-3514.84.4.822
https://doi.org/10.1016/j.paid.2016.09.055
https://doi.org/10.1016/j.paid.2016.09.055
http://www.fasttrackproject.org
https://doi.org/10.1037/a0034733
https://doi.org/10.1007/s12671-019-01276-7
https://doi.org/10.1007/s12671-019-01276-7
https://doi.org/10.1016/j.psychres.2019.06.007
https://doi.org/10.1016/j.psychres.2019.06.007
https://doi.org/10.1080/15374416.2017.1350962
https://doi.org/10.1080/15374416.2017.1350962
https://doi.org/10.1207/S15374424JCCP3003_9
https://doi.org/10.1207/S15374424JCCP3003_9
https://doi.org/10.1016/j.econedurev.2016.03.002
https://doi.org/10.1037/a0029553
https://doi.org/10.1111/j.1469-7610.1997.tb01545.x
https://doi.org/10.1037/a0022819
https://doi.org/10.1037/a0022819
https://www.ncb.org.uk/sites/default/files/field/attachment/NCB%20evidence%20review%20-%20gender%20and%20CYP%20mental%20health%20-%20Aug%202017.pdf
https://www.ncb.org.uk/sites/default/files/field/attachment/NCB%20evidence%20review%20-%20gender%20and%20CYP%20mental%20health%20-%20Aug%202017.pdf
https://www.ncb.org.uk/sites/default/files/field/attachment/NCB%20evidence%20review%20-%20gender%20and%20CYP%20mental%20health%20-%20Aug%202017.pdf
https://doi.org/10.1177/1063426611407500
https://doi.org/10.1007/s11136-010-9619-3
https://doi.org/10.1016/j.paid.2013.03.019
https://doi.org/10.3109/10826084.2015.1058826
https://doi.org/10.1016/j.jsp.2018.03.004
https://doi.org/10.1016/j.jsp.2018.03.004
https://doi.org/10.5395/rde.2013.38.1.52
https://doi.org/10.5395/rde.2013.38.1.52
https://www.apa.org/science/about/psa/2017/04/adverse-childhood
https://www.apa.org/science/about/psa/2017/04/adverse-childhood
https://doi.org/10.1111/j.1943-278X.2012.00102.x

2260

Journal of Youth and Adolescence (2021) 50:2249-2261

Merikangas, K. R., He, J., Burstein, M., Swanson, S. A., Avenevoli,
S., Cui, L., Benjet, C., Georgiades, K., & Swendsen, J. (2010).
Lifetime prevalence of mental disorders in U.S. adolescents:
Results  from  the  National Comorbidity Survey
Replication—Adolescent Supplement (NCS-A). Journal of the
American Academy of Child & Adolescent Psychiatry, 49(10),
980-989. https://doi.org/10.1016/j.jaac.2010.05.017.

Merrick, M. T., Ford, D. C., Ports, K. A., & Guinn, A. S. (2018).
Prevalence of adverse childhood experiences from the 2011-2014
Behavioral Risk Factor Surveillance System in 23 states. JAMA
Pediatrics, 172(11), 1038 https://doi.org/10.1001/jamapediatrics.
2018.2537.

Mullola, S., Ravaja, N., Lipsanen, J., Alatupa, S., Hintsanen, M.,
Jokela, M., & Keltikangas-Jarvinen, L. (2012). Gender differ-
ences in teachers’ perceptions of students’ temperament, educa-
tional competence, and teachability: Gender differences and
temperament. British Journal of Educational Psychology, 82(2),
185-206. https://doi.org/10.1111/j.2044-8279.2010.02017 .x.

Muthen, L., & Muthen, B. (2017). MPlus user’s guide (8th ed.).
Muthen & Muthen.

Niileksela, C. R., & Templin, J. (2019). Identifying dyslexia with
confirmatory latent profile analysis. Psychology in the Schools, 56
(3), 335-359. https://doi.org/10.1002/pits.22183.

Nixon, R. D. V., Meiser-Stedman, R., Dalgleish, T., Yule, W., Clark,
D. M., Perrin, S., & Smith, P. (2013). The Child PTSD Symptom
Scale: An update and replication of its psychometric properties.
Psychological Assessment, 25(3), 1025-1031. https://doi.org/10.
1037/a0033324.

Nylund, K. L., Asparouhov, T., & Muthén, B. O. (2007). Deciding on
the number of classes in latent class analysis and growth mixture
modeling: A Monte Carlo Simulation study. Structural Equation
Modeling: A Multidisciplinary Journal, 14(4), 535-569. https://
doi.org/10.1080/10705510701575396.

Nylund-Gibson, K., & Choi, A. Y. (2018). Ten frequently asked
questions about latent class analysis. Translational Issues in
Psychological Science, 4(4), 440-461. https://doi.org/10.1037/
tps0000176.

Paul, N. A., Stanton, S. J., Greeson, J. M., Smoski, M. J., & Wang, L.
(2013). Psychological and neural mechanisms of trait mindfulness in
reducing depression vulnerability. Social Cognitive and Affective
Neuroscience, 8(1), 56-64. https://doi.org/10.1093/scan/nss070.

Peiper, N., Clayton, R., Wilson, R., Illback, R., O’Brien, E., Kerber,
R., Baumgartner, R., & Hornung, C. (2015). Empirically derived
subtypes of serious emotional disturbance in a large adolescent
sample. Social Psychiatry and Psychiatric Epidemiology, 50(6),
983-994. https://doi.org/10.1007/s00127-015-1017-2.

Petrocchi, N., & Ottaviani, C. (2016). Mindfulness facets distinctively
predict depressive symptoms after two years: The mediating role
of rumination. Personality and Individual Differences, 93, 92-96.
https://doi.org/10.1016/j.paid.2015.08.017.

Pilkonis, P. A., Choi, S. W., Reise, S. P., Stover, A. M., Riley, W. T.,
& Cella, D., PROMIS Cooperative Group. (2011). Item banks for
measuring emotional distress from the Patient-Reported Out-
comes Measurement Information System (PROMIS®): Depres-
sion, anxiety, and anger. Assessment, 18(3), 263-283. https://doi.
org/10.1177/1073191111411667.

Prenoveau, J. M., Papadakis, A. A., Schmitz, J. C. S., Hirsch, E. L.,
Dariotis, J. K., & Mendelson, T. (2018). Psychometric properties
of the Child and Adolescent Mindfulness Measure (CAMM) in
racial minority adolescents from low-income environments.
Psychological Assessment, 30(10), 1395-1400. https://doi.org/10.
1037/pas0000630.

Raes, F., & Williams, J. M. G. (2010). The relationship between
mindfulness and uncontrollability of ruminative thinking. Mind-
Sulness, 1(4), 199-203. https://doi.org/10.1007/s12671-010-0021-6.

@ Springer

Ridge, N. W., Warren, J. S., Burlingame, G. M., Wells, M. G, &
Tumblin, K. M. (2009). Reliability and validity of the youth
outcome questionnaire self-report. Journal of Clinical Psychol-
ogy, 65(10), 1115-1126. https://doi.org/10.1002/jclp.20620.

Rojiani, R., Santoyo, J. F., Rahrig, H., Roth, H. D., & Britton, W. B.
(2017). Women benefit more than men in response to college-
based meditation training. Frontiers in Psychology, 8, 551 https://
doi.org/10.3389/fpsyg.2017.00551.

Royuela-Colomer, E., & Calvete, E. (2016). Mindfulness facets and
depression in adolescents: Rumination as a mediator. Mindfulness, 7
(5), 1092-1102. https://doi.org/10.1007/s12671-016-0547-3.

Sanchez, Y. M., Lambert, S. F., & Cooley-Strickland, M. (2013). Adverse
life events, coping and internalizing and externalizing behaviors in
urban African American youth. Journal of Child and Family Stu-
dies, 22(1), 38-47. https://doi.org/10.1007/s10826-012-9590-4.

Schmiege, S. J., Masyn, K. E., & Bryan, A. D. (2018). Confirmatory
latent class analysis: Illustrations of empirically driven and theore-
tically driven model constraints. Organizational Research Methods,
21(4), 983-1001. https://doi.org/10.1177/1094428117747689.

Sibinga, E. M. S., Webb, L., Ghazarian, S. R., & Ellen, J. M. (2016).
School-based mindfulness instruction: An RCT. Pediatrics, 137
(1), 20152532 https://doi.org/10.1542/peds.2015-2532.

Siegling, A. B., & Petrides, K. V. (2014). Measures of trait mind-
fulness: Convergent validity, shared dimensionality, and linkages
to the five-factor model. Frontiers in Psychology, 5. https://doi.
org/10.3389/fpsyg.2014.01164

StataCorp. (2015). Stata Statistical Software: Release 14. StataCorp,
LLC.

Stone, L. L., Otten, R., Engels, R. C. M. E., Vermulst, A. A, &
Janssens, J. M. A. M. (2010). Psychometric properties of the
parent and teacher versions of the Strengths and Difficulties
Questionnaire for 4- to 12-year-olds: A review. Clinical Child
and Family Psychology Review, 13(3), 254-274. https://doi.org/
10.1007/s10567-010-0071-2.

Thirumaran, M., Vijayaraman, M., Irfan, M., Moinudddin, S., & Shafa-
que, N. (2020). Influence of age and gender on mindfulness-
cognitive science. Indian Journal of Public Health Research &
Development, 11(3), 882-886. https://doi.org/10.37506/ijphrd.v11i3.
1442.

Urban Institute. (2015). How are income and wealth linked to health
and longevity? [Pdf]. http://www.urban.org/sites/default/files/
publication/49116/2000178-How-are-Income-and-Wealth-
Linked-to-Health-and-Longevity.pdf

Van Droogenbroeck, F., Spruyt, B., & Keppens, G. (2018). Gender
differences in mental health problems among adolescents and the
role of social support: Results from the Belgian health interview
surveys 2008 and 2013. BMC Psychiatry, 18(1), 6 https://doi.org/
10.1186/s12888-018-1591-4.

Varni, J. W., Magnus, B., Stucky, B. D., Liu, Y., Quinn, H., Thissen,
D., Gross, H. E., Huang, 1.-C., & DeWalt, D. A. (2014). Psy-
chometric properties of the PROMIS® pediatric scales: Precision,
stability, and comparison of different scoring and administration
options. Quality of Life Research, 23(4), 1233—1243. https://doi.
org/10.1007/s11136-013-0544-0.

Wang, W., & Chopel, T. (2017). Mindfulness and gender: A pilot
quantitative study. Issues In Information Systems, 18(4),
105-115. https://doi.org/10.48009/4 _iis_2017_105-115.

Webb, L., Musci, R., & Mendelson, T. (2021). Co-occurring mental
health symptoms in urban adolescents: Comorbidity profiles and
correlates. Journal of Clinical Child & Adolescent Psychology,
1-13. https://doi.org/10.1080/15374416.2021.1901228

Wells, M., Burlingame, G., & Rose, P. (2003). Youth Outcome
Questionnaire Self Report. American Professional Credentialing
Services.

World Health Organization [WHO]. (2002). Gender and mental health
[pdf]. https://www.who.int/gender/other_health/genderMH.pdf


https://doi.org/10.1016/j.jaac.2010.05.017
https://doi.org/10.1001/jamapediatrics.2018.2537
https://doi.org/10.1001/jamapediatrics.2018.2537
https://doi.org/10.1111/j.2044-8279.2010.02017.x
https://doi.org/10.1002/pits.22183
https://doi.org/10.1037/a0033324
https://doi.org/10.1037/a0033324
https://doi.org/10.1080/10705510701575396
https://doi.org/10.1080/10705510701575396
https://doi.org/10.1037/tps0000176
https://doi.org/10.1037/tps0000176
https://doi.org/10.1093/scan/nss070
https://doi.org/10.1007/s00127-015-1017-2
https://doi.org/10.1016/j.paid.2015.08.017
https://doi.org/10.1177/1073191111411667
https://doi.org/10.1177/1073191111411667
https://doi.org/10.1037/pas0000630
https://doi.org/10.1037/pas0000630
https://doi.org/10.1007/s12671-010-0021-6
https://doi.org/10.1002/jclp.20620
https://doi.org/10.3389/fpsyg.2017.00551
https://doi.org/10.3389/fpsyg.2017.00551
https://doi.org/10.1007/s12671-016-0547-3
https://doi.org/10.1007/s10826-012-9590-4
https://doi.org/10.1177/1094428117747689
https://doi.org/10.1542/peds.2015-2532
https://doi.org/10.3389/fpsyg.2014.01164
https://doi.org/10.3389/fpsyg.2014.01164
https://doi.org/10.1007/s10567-010-0071-2
https://doi.org/10.1007/s10567-010-0071-2
https://doi.org/10.37506/ijphrd.v11i3.1442
https://doi.org/10.37506/ijphrd.v11i3.1442
http://www.urban.org/sites/default/files/publication/49116/2000178-How-are-Income-and-Wealth-Linked-to-Health-and-Longevity.pdf
http://www.urban.org/sites/default/files/publication/49116/2000178-How-are-Income-and-Wealth-Linked-to-Health-and-Longevity.pdf
http://www.urban.org/sites/default/files/publication/49116/2000178-How-are-Income-and-Wealth-Linked-to-Health-and-Longevity.pdf
https://doi.org/10.1186/s12888-018-1591-4
https://doi.org/10.1186/s12888-018-1591-4
https://doi.org/10.1007/s11136-013-0544-0
https://doi.org/10.1007/s11136-013-0544-0
https://doi.org/10.48009/4_iis_2017_105-115
https://doi.org/10.1080/15374416.2021.1901228
https://www.who.int/gender/other_health/genderMH.pdf

Journal of Youth and Adolescence (2021) 50:2249-2261

2261

Lindsey Webb is a Postdoctoral Fellow at the Johns Hopkins
Bloomberg School of Public Health. Her research interests include
adolescent mental health, school-based prevention, comorbidity,
mindfulness, health equity, and latent variable modeling.

Erica Sibinga is a Pediatrician and Associate Professor at Johns
Hopkins School of Medicine. Her research interests include
complementary and alternative medicine, mindfulness, minority
youth, HIV medication adherence, and mental health.

Rashelle Musci is a Professor at the Johns Hopkins Bloomberg
School of Public Health. Her research interests include adolescent

mental health, latent variable modeling, prevention, school-based
interventions, genetics, and aggression.

Laura K. Clary is an Assistant Scientist at the Johns Hopkins
Bloomberg School of Public Health. Her research interests include
school-based interventions, minority youth, bullying, mental health,
prevention, and latent variable modeling.

Tamar Mendelson is a Professor at the Johns Hopkins Bloomberg
School of Public Health. Her research interests include adolescent
mental health, opportunity youth, minority youth, depression, perinatal
depression, prevention, early intervention, mindfulness, and yoga.

@ Springer



	Confirming Profiles of Comorbid Psychological Symptoms in Urban Youth: Exploring Gender Differences and Trait Mindfulness
	Abstract
	Introduction
	Comorbidity Profiles
	Gender Differences in Comorbidity
	Trait Mindfulness and Mental Health

	Current Study
	Methods
	Participants
	Measures
	Self-report measures
	Social and demographic factors
	Anxiety symptoms
	Depressive symptoms
	Trauma symptoms
	Social and behavioral problems
	Trait mindfulness
	Teacher Measures
	Internalizing and externalizing symptoms
	Social and emotional competence
	Statistical Analyses

	Results
	Preliminary Analyses
	Missing Data
	Confirmatory Latent Profile Model
	Gender Differences
	Trait Mindfulness

	Discussion
	Conclusion
	ACKNOWLEDGMENTS
	Compliance with Ethical Standards

	ACKNOWLEDGMENTS
	References
	A9
	A10
	A11
	A12
	A13




