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Abstract

This work describes the distribution of psychopathological indicators and their clinical levels in
Uruguayan high school adolescents by gender, age, and socioeconomic level of the participants. The
proportion of cases with indicators at comorbid clinical levels is also estimated. We evaluated 540
adolescent students of both genders (55.5% female), aged 12 to 18 years (M=15.40; SD=1.92) of five
departments of Uruguay, using the Personality Assessment Inventory-Adolescent (PAI-A; Morey,
2007). In many of the PAI-A scales, significant differences were recorded in the mean scores by gender,
age, and socioeconomic status. A third of the adolescents presented significant levels on one or more
clinical scales, the most frequent being depression, anxiety and somatizations, and the least prevalent,
antagonistic traits. The adolescents with higher scores on the PAI-A scales were female, younger and
with a lower socioeconomic level.
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1. Introduction

Between 5 and 20% of the child-adolescent population internationally is affected by mental
disorders (Belfer, 2008; Copeland et al., 2011). It is estimated that about half of these disorders
develop before the age of 15 and, in most cases, both emotional and behavioral clinical
manifestations persist into adulthood (Stepp et al., 2013). These disorders have important

effects on physical and mental health (Holmstrand et al., 2015), including a greater propensity
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to be victims or perpetrators of violence (Whiting & Fazel, 2020), to consume substances
(Gonzalvez et al., 2016), and commit suicide (Villar-Cabeza et al., 2018). Such effects have a
negative impact on family, social, academic, and work environments (Asselmann et al., 2018).
On an economic level, the negative consequences are also very significant (Domino et al., 2009;
Simpson et al., 2005), as mental difficulties explain 45% of the total disability-adjusted life years
(Gore et al., 2011), a measure of the global burden of disease, expressed as the number of years

lost due to ill-health, disability or early death.

Adolescence is a stage of multiple physical, emotional, and social changes (Goddings et al.,
2014). The stress deriving from these changes, especially in a context of exposure to poverty or
violence, can make it a stage of high vulnerability to mental health problems (World Health
Organization [WHO], 2019). Psychopathological symptoms, often with onset in early
childhood, can act as risk factors for numerous adverse consequences in adolescents, including
mental health disorders at later ages. Symptoms, in the context of psychopathology, are defined
as enduring or recurring subjective experiences or behavior patterns that are indicative of a
mental health problem (Wilshire et al., 2020). They provide some evidence for the existence of
a disorder, and may shed light on its core characteristics, although they do not constitute, by
themselves, mental disorders. The DSM-5, which classifies different types of mental disorders,
outlines the diagnostic criteria for each specific disorder, which primarily consist of self-reported
experiences and self-reported behavior patterns, grouped together, also known as
psychopathological symptoms. Other behaviors observed by a third person, or signs, also act as

diagnostic criteria for mental disorders.

Understanding the prevalence of psychopathological symptoms is especially important for
adequate prevention (Centers for Disease Control and Prevention [CDC], 2012). It appears that
only 6.7% of countries have studies on mental health problem rates in children and adolescents,
with very few in low- and middle-income countries, such as Uruguay and other countries in
South America (Erskine et al.,, 2017). Internationally, the prevalence of mental problems in
adolescents ranges between 13% and 26% (Ghandour et al., 2019; Lawrence et al.,, 2015;
Maalouf et al., 2016; Polanczyk et al., 2015; WHO, 2018), depending on the instruments or
diagnostic criteria used to define them, the samples under study, or the methodological design.
Uruguay lacks epidemiological studies on the prevalence of mental disorders in adolescents,
defined in accordance with internationally agreed diagnostic criteria (for example, the Diagnostic
and Statistical Manual of Mental Disorders [DSM-5] or the International Classification of

Diseases [ICD-10]). There is also little national research on indicators of psychopathological
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symptoms, and these studies vary in their presentation depending on the instrument and
methodology used (Daset et al., 2015; Fernandez et al., 2018; Instituto Nacional de la Juventud
[INJU], United Nations Population Fund [UNFPA] & National Institute of Statistics [INE],
2020). Only one national study, in 1,374 children aged between 6 and 11 years, using the Child
Behavior Checklist (Achenbach & Rescorla, 2001), extensively details the prevalence of
psychopathological symptoms (Viola et al., 2007), indicating that 22% of Uruguayan

schoolchildren registered at least one significant symptom, as reported by their parents.

Among the instruments adapted and validated to assess psychopathological characteristics in
adolescents in Latin America are the Minnesota Multiphasic Personality Inventory in its version
for adolescents (MMPI-A; Casullo, 2003) and the Millon Adolescent Clinical Inventory (MACI;
Casullo et al.,1998), neither of which have adaptations for Uruguayan adolescents. In Uruguay,
using a sample of 362 young people, the Adolescent Self-report has been developed, which is a
118 item-instrument (ADA; Daset et al., 2015) and, at the time of conducting our study, was in
the construction and validation phase. It is interesting to contrast this with the Personality
Assessment Inventory - Adolescent (PAI-A; Morey, 2007). This tool, used internationally for
the study of psychopathological symptoms and variables related to the design of therapeutic
interventions in young people from 12-18 years of age, has proven the robustness of its
psychometric properties in clinical and community samples in American (Morey, 2007), and
Spanish adolescents (Campos, 2017; Cardenal et al., 2018), and in Chinese (Cheung et al., 2008;
Fan et al., 2008), Argentine (Stover et al., 2017), and Brazilian students (Penado et al., 2019). In
addition, it has been used to evaluate American adolescent minor offenders (Lewis, 2017; Venta
et al.,, 2018), and clinical samples with autism spectrum disorders (Hooks & Hernandez, 2020),
border line personality disorders (Venta et al., 2018), and with risky behaviors (Floyd et al.,
2020). Differences in psychopathological symptoms by sex and age have been considered only
in studies with community samples, similar to those in this study. These encompass North
American (Morey, 2007), Chinese (Fan et al., 2008), Spanish (Campos, 2017) and Brazilian
adolescents (Penado et al., 2019). Given their similarities in language and culture, the main
findings from the Spanish and Brazilian samples are interesting. In Spanish adolescents
(Campos, 2017), differences by sex/age ranged from small to insignificant; female adolescents
presented more symptoms related to Somatic complaints, Anxiety, Anxciety-related disorders, Borderline
traits, and Problematic interpersonal relationships; male adolescents, on the other hand, showed higher
scores in the scale of Mania, Antisocial Traits, and Problems with alcobol. In Brazilian adolescents
(Penado et al., 2019), females showed more significant increases in the Depression and Anxiety
scales, and males in Drug Problems and Antisocial Traits. In terms of age, adolescents of the Spanish

3
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sample (Campos, 2017) aged under 15, showed higher scores on the subscales of _Anxiety,
Grandiosity, Persecution and Aggressive Attitude, while those aged between 15 and 18 obtained higher
scores in Somatic complaints, Stress, Problems with alcohol, Problems with drugs and Antisocial traits. Age

differences were not analyzed for the Brazilian adolescents (Penado et al., 2019).

For ethical reasons, and to optimize the limited resources for prevention in mental health,
priority should be given to policies that demonstrate empirical evidence of their effectiveness,
starting with an adequate diagnosis (WHO, 2004). That is why determining the prevalence of
youth mental health difficulties, far from pigeonholing adolescents, represents an act of care
and commitment to the needs of this population group (WHO, 2019). In addition, the adequate
use of these data could aid the implementation of concrete measures for preventing and treating

mental health difficulties in juveniles, based on the risk and protection factors involved.

Child-adolescent psychopathology is associated with the interaction of biological, genetic,
perinatal, family, psychological and environmental features (Goodman & Scott, 2012). Among
the environmental factors, an inverse relationship has been found between socioeconomic
status and the probability of developing a psychiatric disorder (Rutter, 2015). It is often argued
that socioeconomic difficulties may be linked to bartiers to accessing health interventions,
including those for mental health (Yi & Hong, 2020), as well as to greater exposure to socio-

community stressors and their cumulative effect (Elgar et al., 2015).

The prevalence and category of the presenting psychopathological symptoms also vary
depending on the gender and age of the young people. A systematic review of 32 studies (Silva
et al., 2020) aimed to assess the global prevalence of Common Mental Disorders (CMD), i.e.,
depressive and anxiety disorders, using the Global Health Questionnaire in 79,892 adolescents
wortldwide, aged 12-19. The results indicate that female adolescents more frequently present
internalizing disorders (anxiety/depression) and bonding difficulties. In contrast, disruptive
(behavior/oppositional) disorders, problematic substance use, and attention deficit disorder
with or without hyperactivity are more prevalent in males (Ara, 2016; La Maison et al., 2018).
In Uruguay, higher levels of subjective well-being and a lower prevalence of depression and

social anxiety have been found in adolescent males than in females (Daset et al., 2015).

The findings are less conclusive in relation to variations by age (Fonseca-Pedrero et al., 2011).
Some research reports that symptoms increase with age (Van Droogenbroeck, et al., 2018),
while other studies suggest an opposite trend for some disorders (Van Roy et al., 2006). For

example, it has been documented that the clinical presentation of externalizing disorders
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(behavior problems and oppositional defiant disorder) seems to remit with age, while

internalizing disorders (anxiety and depression) worsen (Salum et al., 2010).

In Uruguay, two studies describe psychopathological symptoms in adolescents, both with
samples from private educational institutions in Montevideo (Daset et al., 2009; Fernandez et
al., 2018). In the first of these (Daset et al., 2009), using the Youth Self Report (YSR; Achenbach
& Rescorla, 2001), 374 adolescents were categorized as carriers of internalizing and externalizing
symptoms; females had the highest scores in depression/anxiety syndrome, while conduct
disorder was most prevalent in males. In relation to age, this study indicates an increase in
depression-anxiety, oppositional defiant disorder, and conduct disorders as the adolescent
grows, while withdrawal-avoidance syndromes and thought disturbances decreased with age. In
the second study (Fernandez et al., 2018), 325 students from a private Catholic high school in
Montevideo were evaluated using the Adolescents Self-Report (ADA; Daset et al., 2015) and
the Subjective Wellbeing Index (Cummins et al., 2003). Male adolescents showed lower levels
of psychopathology (lower levels of depression and anxiety, fewer conduct disorders, and less
social anxiety) than adolescent females, and greater subjective wellbeing. Younger adolescents
presented a higher level of subjective wellbeing and fewer disruptive behaviors, including the
consumption of alcohol or other substances, than older adolescents. These studies analyze the
differences in psychopathological symptoms by age and gender, but they do not report their

prevalence or their relationship with socioeconomic status.

The prevalence of clinical personality indicators in the adolescent population of Uruguay and
their variation by socioeconomic level, age, and gender remains a question. Psychopathological
symptoms seldom present in isolation. Comorbidity, defined as the coexistence of at least two
different psychopathology diagnoses or psychopathological features in the same individual
(Angold et al., 1999), is extremely common and complicates diagnosis and prognosis (Kessler
et al., 2014). It reaches 16% in the adolescent population, and there is evidence that it increases
problems at educational, family, relationship, and general mental health levels (Thapar et al.,
2012). Thus, it is also necessary to establish the proportion of Uruguayan adolescents who may
present comorbidity between two or more indicators of clinical conditions, given the impact

that this has on therapeutic intervention and prognosis.

Therefore, this study aimed to establish the risk and prevalence of factors associated with
psychopathological symptoms in Uruguayan adolescents. Specifically, the study: 1) describes the
distribution of psychopathological indicators and their clinical levels; 2) explores their

association with three sociodemographic variables (gender, age, and socioeconomic status); and

5



MJCP |9, 3, 2021 Machado et al.

3) estimates the presence of cases with indicators at comorbid clinical levels in a sample of 540
Uruguayan adolescent students, using the Personality Assessment Inventory-Adolescent (PAI-
A; Morey, 2007). Some hypotheses can be generated based on past research in this area: 1)
Female adolescents present a higher prevalence of psychopathological symptoms of anxiety and
depression, as well as suicidal ideation, and males are more prone to engage in conduct
problems; 2) Older adolescents have higher psychopathological indicators; and 3) A low SES is

associated with more psychopathological symptoms in adolescents.

2. Method
2.1 Participants

The original sample consisted of 540 students (55.55% female) aged between 12 and 18, from
seven public and private secondary education institutions, in Montevideo (43.25%) and in four

departments in the rest of the country.

The scores on the PAI-A validity scales were analyzed and 57 cases were discarded in accordance
with the recommendations of the manual (Cardenal et al., 2018, p. 31). Participants were
excluded based on both non-content-based responsiveness (Inconsistency [ICN] and Infrequency
[INF]), and response style distortion (Positive Inmpression Management |PIM] and Negative Impression
Management [INIM)]). Invalid PAI-A profiles were determined based on the following criteria: a)
T scores > 78 in Inconsistency INC) (#=23), b) T > 78 in Infrequency INF) (»=23), ¢c) T'> 85 in
Negative Impression Management (NIM) (n=13) and, finally, d) T > 72 in Positive Impression
Management (PIM) (n=5). The final sample was made up of 483 students (57.8% females) from
the following departments: Paysandu (18.4%), Durazno (5.6%), Artigas (6.4%), Canelones
(28.8%) and Montevideo (40.8%). The mean age was 15.40 (5§D = 1.92). The age distribution
of the entire sample was as follows: 12 years (#=38, 7.9%), 13 years (=71, 14.7%), 14 years
(7=61, 12.6%), 15 years (n=54, 11.2%), 16 years (»=85, 17.6%), 17 years (n=97, 20.1%) and 18
years (n=77, 15.9%). Thirty-six per cent of the sample (#»=174) attended public schools and 64%
(n=309) private schools.

The groups with valid and invalid profiles were not differentiated by gender [y2 (1, N=540) =
1.55, p=0.21], but they were by age. There were more with valid profiles (M=15.40, $D=1.92)
than with invalid profiles (M=14.23, SD=1.68) [# (74.83) =4.90, p< 0.001]. They were also
differentiated by socioeconomic status (SES); the group with low SES tended to present more
invalid profiles (15.7% of all cases at this level) than the groups with medium (8.3%) and high
SES (9.5%) [x2(2, N=540) =6.07, p< 0.05]. Table 1 shows the characteristics of the participants.

6
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Table 1. Characteristics of the participants differentiated by gender

Characteristics Males (n=204) Females (n=279)
Age (M; SD) 15.47 (1.89) 15.35 (1.95)
7 (%) 7 (%)
Department of residence
Artigas 15 7.4 16 5.7
Canelones 57 27.9 82 29.4
Durazno 6 2.9 21 7.5
Montevideo 88 43.1 109 39.1
Paysandu 38 18.6 51 18.3
Type of School
Public 110 3.94 64 31.4
Private 169 60.6 140 68.6
Year of high school
1st 31 15.2 49 17.6
2nd 30 14.7 42 15.1
3rd 25 12.3 32 11.5
4th 29 14.2 31 11.1
5th 48 23.5 64 22.9
6th 41 20.1 61 21.9
Family type
Nuclear 106 52.0 145 52.0
Single parent 38 18.6 59 211
Extended 22 10.8 25 9.0
Blended 31 15.2 39 14.0
Other 11 34 11 3.9
Socioeconomic status
Low 57 27.9 72 25.8
Average 112 54.9 166 59.5
High 35 17.2 41 14.7

2.2 Variables and Instruments

Sociodemographic characteristics: To assess the SES, the INSE Socioeconomic Level Index was used
in its abbreviated version (Llambi & Pifieyro, 2012). This groups households by their capacity
of consumption as low, middle, and upper class. It asks about the type of family makeup of the
participant, the number of people living in the home, educational level of the parents,
neighborhood of origin, health provider of the main support of the household, number of

people who contribute to the family income, and the services that the dwelling possesses.

Psychopathological indicators of personality: this variable was evaluated in the experimental version for
Argentina (Stover et al., 2017) of the Personality Assessment Inventory - Adolescent (PAI-A) (Morey,

2007). The PAI-A is made up of 264 items with a Likert-type response format (false = 0; slightly
7
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true = 1, fairly true = 2; and completely true = 3). Its administration takes approximately 80 minutes.
It was designed to evaluate adolescents between 12 and 18 years of age and is composed of 4
validity scales that allow bias detection in the responses (Posztive Impression Management, Negative
Impression Management, Inconsistency and Infrequency), 11 clinical scales (Somatic complaints, Anxiety,
Anxciety-related disorders, Depression, Mania, Paranoia, Schizophrenia, Borderline features, Antisocial
Jeatures, Aleohol problems and Drug problems) 5 scales related to treatment (Aggression, Suicidal ideation,
Stress, Nonsupport and Treatment rejection) and 2 scales on interpersonal styles (Wammth and
Dominance). The PAI-A has been adapted to samples in Spain (Cardenal et al., 2018), China
(Cheung et al., 2008), and Argentina (Stover et al., 2017). In Uruguay, the technique is currently
in the process of adaptation, and this study constitutes part of the preliminary studies to achieve
this objective. Since the scale has commercial rights, and it is automatically corrected on-line, it
is not possible to identify the items conforming each scale. Cronbach’s coefficient for each of
the PAI-A scales is presented below, obtained from the very similar geographical and cultural
background of Argentine adolescents, for which the same experimental version of the PAI-A

was used as in this study.

The dimensionality of the inventory was tested in the Chinese sample using a principal
component analysis with Promax rotation. The results indicated two factors grouping the
clinical scales (49.93% of explained variance) and four when considering all the scales (Cheung
et al., 2008). In its Argentine version, when performing the principal component analysis with
the 22 scales, four dimensions were found (62.31% of the explained variance), and divergent
coefficients of congruence when comparing the components with studies in samples from other
countries (Stover et al., 2017). Both in its original version (Morey, 2007), and in the adaptations
for samples from China (Cheung et al., 2008) and Argentina (Stover et al., 2017), high values of
internal consistency have been reported in clinical scales, and moderate values for the clinical

subscales and validity scales.
2.3 Process

The sample was obtained through non-probabilistic convenience sampling. Secondary
education institutions were contacted, both public and private, located in Montevideo and other
states. The inclusion criteria were: being an adolescent and a high school student (from first to
sixth year of basic cycle or high school) in Uruguay. At least one high school was selected from
each region of the country. Authorization to carry out the evaluations was requested from the
directors of the schools. In those that accepted, an informed consent was sent through the
institution to the parents or guardians of each student. The final sample consisted of those

adolescents whose parents or guardians signed the consent and who agreed to respond to the
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instrument by signing an informed assent. The administration of the instrument was in groups
of between 15 and 45 students depending on the center, during school hours and in classrooms
equipped for this purpose. It took approximately 90 minutes and was in the charge of
professionals trained in psychological evaluation. Each participating school obtained a report of
the differentiated results by class, in which the average obtained in each scale of the PAI-A was
presented. The study was endorsed by the Ethics Committee of the Catholic University of

Uruguay (Resolution No. A010317).
2.4 Data Analysis

The data processing and analysis was carried out with version 23 of the Statistical Package for
Social Sciences (SPSS; IBM, 2015). For the descriptive analyses of the characteristics of the
participants and the variables under study, absolute frequencies and percentages were estimated
for qualitative variables, and means and standard deviations for the quantitative variables. To
analyze the differences in the T scores of the PAI-A clinical scales by gender (males/females)
and age (=14 years, >14 years), analyses were performed using the Student’s t test for
independent groups. Differences by SES were analyzed using one-factor analysis of variance

(ANOVA) and Tukey's post hoc multiple compatison tests.

Finally, the prevalence of the clinical levels of each scale was compared by gender, age, and SES,
using contingency tables, the chi-square statistic (y2), and the estimation of Odds Ratio (OR).
The cut-off points used to estimate the presence of clinical levels were those indicated in the
manual of the Spanish version of the PAI-A (Cardenal et al., 2018) for the 11 clinical scales (i.e.,
T > 70, except for Mania (MAN) [T > 73] and Antisocial features (ANT) [T > 65]).

3. Results
3.1 Descriptive Statistics and Comparisons by Age and Gender

Average T scores (M) and standard deviations (§D) are presented in Table 2 for the total sample
(columns 2 and 3). In general terms, the highest T scores were related to Anxiety and Somatic
Complaints (ANX and SOM) and the lowest to antagonistic traits (Antisocial features and
Dominance). The same table presents the compatisons by gender (columns 3 to 6) and age
(columns 8 to 10). Statistically significant differences were observed between gender groups,
with females presenting higher scores in 27 of the 34 measures. Male adolescents presented
higher scores on the scales of antisociality and physical aggression, grandiosity, and refusal of
treatment (column 7). Those under 14 years of age had higher scores in 18 of the 22 measures
where significant differences were recorded, except for drugs, alcohol, stress, and dominance,

where adolescents aged 15 years and over presented higher scores (column 10).

9
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Table 2. Means and standard deviations of T scores on PAI-A scales and subscales compared by gender and age.

All Males (#=204) Females(#=279) 12 to 14 years 15 to 18 years
M SD M SD M SD Dif (2 M SD M SD Dif (7
SOM 56.64 11.30 52.00 10.05 56.57 11.79 -4.60x* 55.20 11.86 54.34 11.00 0.80
SOM-C 54.57 11.76 53.18 10.11 55.58 12.75 -2.31% 55.08 12.14 54.29 11.55 0.70
SOM-§ 52.55 11.50 49.58 10.11 54.73 11.97 -5.12%xk 52.52 11.09 52.57 11.73 -0.04
SOM-H 53.90 11.15 51.64 10.13 55.54 11.59 -3.85%xk 54.99 12.70 53.30 10.19 1.50
ANX 55.83 10.84 52.09 9.37 58.57 11.04 -6.96*** 56.09 10.18 55.69 11.20 0.38
ANX-C 53.41 10.13 50.37 9.00 55.03 10.35 -5.96%** 54.06 9.70 53.05 10.35 1.05
ANX-A 58.38 11.51 54.52 10.08 61.20 11.68 -6.73%xk 59.06 10.99 58.01 11.78 0.95
ANX-P 53.93 11.48 51.08 9.86 56.01 12.13 -4.92%x% 53.34 10.50 54.25 11.98 -0.86
ARD 54.07 10.06 50.56 9.23 56.03 9.88 -6.85%x* 55.69 10.06 53.19 9.97 2.63%*
ARD-O 50.27 9.78 48.83 8.85 51.32 10.29 -2.85%* 49.89 9.74 50.47 9.81 -0.62
ARD-P 54.70 10.88 51.99 10.80 56.70 10.53 -4.80%** 57.44 11.04 53.22 10.52 4.1 45%¢
ARD-T 53.25 10.86 50.42 9.85 55.33 11.11 -5, 2%k 54.40 10.89 52.63 10.81 1.72
DEP 54.23 9.30 52.77 8.51 55.30 9.72 -2.97%* 55.79 9.45 53.39 9.12 2.73%*
DEP-C 52.84 10.53 51.72 9.35 53.67 11.26 -2.08* 53.85 10.82 52.29 10.34 1.56
DEP-A 54.99 11.23 52.88 10.04 56.53 11.80 3,67k 56.70 12.38 54.06 10.47 2.36*

DEP-P 52.84 8.66 52.22 8.25 53.30 8.93 -1,36 54.09 8.01 52.17 8.93 2.35%

10
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10.36

9.69

10.21

10.91

11.95

7.43

7.35

7.72

3.06%*

2.777**

3.56%#*

0.21

4,645

1.85

4.82%%*

2.99%*

2.38*

*3.68%*

1.06

0.77

1.49

0.38

1.83

1.46

0.68

-1.42

-1.93

0.34
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ANT-S 48.44 8.54 49.36 8.36 47.76 8.63 2.04* 47.61 8.39 48.88 8.61 -1.57
ALC 51.14 8.91 50.91 9.13 51.31 8.75 -0.49 48.08 7.48 52.80 9.19 -0.11%%*
DRG 52.56 10.07 52.76 9.80 52.41 10.28 0.38 50.62 7.58 53.62 11.07 -3.51%%*
AGG 49.61 8.02 49.13 7.58 49.97 8.32 -1.13 50.91 8.26 48.91 7.80 2.64%*

AGG-A 50.56 8.50 48.93 7.44 51.75 9.03 -3.76%** 51.78 8.13 49.90 8.04 2.33*

AGG-V 49.31 8.12 48.19 7.81 50.14 8.27 -2.63** 49.79 7.77 49.06 8.31 0.94

AGG-P 48.82 9.27 50.51 9.25 47.57 9.10 3.48%kk 50.61 10.37 47.84 8.47 2.98**
SUI 50.40 11.58 49.35 9.94 51.17 12.60 -1.77 52.14 12.71 49.46 10.82 2.32%
STR 47.57 9.22 46.65 8.37 48.25 9.75 -1.04 46.43 8.80 48.19 9.39 -2.02*
NON 50.81 9.86 51.63 9.60 50.21 10.02 1.57 50.26 10.19 51.10 9.67 -0.89
RXR 46.30 10.12 48.78 10.06 44.48 9.78 4.772%%x% 47.61 10.70 45.59 9.73 2.11*
DOM 46.73 9.91 46.50 9.81 46.91 10.00 -0.46 44.28 9.72 48.07 9.77 -4.07Hx*
WRM 48.49 9.26 46.73 8.91 49.78 9.32 -3.62%** 48.34 10.25 48.58 8.69 -0.26

Note: *p < 0.05; **p < 0.01; *** p < 0.00

SOM: Somatic complaints; SOM-C: Conversion Symptoms; SOM-S: Somatization; SOM-H: Health Concerns; ANX: Anxiety; ANX-C: cognitive; ANX-A: Affective; ANX-P:
Physiological; ARD: Anxiety-related disorders; ARD-O: Obsessive-compulsive; ARD-P: Phobias; ARD-T: traumatic stress; DEP: Depression; DEP-C: Cognitive; DEP-A: Affective;
DEP-P: Physiological; MAN: Mania; MAN-A: Activity level; MAN-G: Grandiosity; MAN-I: Irritability; PAR: Paranoia; PAR-H: Hypervigilance; PAR-P: Persecution; PAR-R:
Resentment; SCZ: Schizophrenia; SCZ-P: Psychotic Expetiences; SCZ-S: Social withdrawn; SCZ-T: Thought disorder; BOR: Borderline features; BOR-A: Affective instability; BOR-
I: Identity problems; BOR-N: Negative relationships; BOR-S: Self-harm; ANT: Antisocial features; ANT-A: Antisocial behaviors; ANT-E: Egocentricity; ANT-S: Stimulus-seeking;
ALC: Alcohol problems; DRG: Drug problems; AGG: Aggression; AGG-A: Aggressive attitude; AGG-V: Verbal aggression; AGG-P: Physical aggression; SUI: Suicidal ideation; STR:
Stress; NON: Nonsupport; RXR: Treatment rejection; DOM: Dominance; WRM: Warmth.
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3.2 Descriptive Statistics and Comparisons by SES

T scores were compared according to three socioeconomic levels (Table 3). Differences were found in 12 of the 49 measures compared (24.49% of the total
measures) (column 7). In 9 of these, those with low SES tended to have higher T scores than the rest of the groups (column 8). Those with high SES had

significantly higher scores on two scales: those related to alcohol consumption and the dominant interpersonal style.

Table 3. Means and standard deviations of T scores on PAI-A scales and subscales compared by socioeconomic status (SES)

LOW SES AVERAGE SES® HIGH SES¢
Dif (F)  Post hoc (Tukey)
M SD M SD M SD
SOM 54.98 11.32 55.04 11.80 52.59 9.11 1.48 ns
SOM-C 54.98 11.94 54.96 12.45 52.41 8.18 1.53 ns
SOM-S 52.05 10.46 53.18 12.00 51.11 11.29 1.14 ns
SOM-H 54.89 11.89 53.82 11.25 52.50 9.34 1.12 ns
ANX 55.91 10.39 55.99 11.48 55.11 9.17 0.20 ns
ANX-C 53.60 9.87 53.47 10.70 52.83 8.39 0.15 ns
ANX-A 58.27 11.66 58.28 11.70 58.95 10.66 0.11 ns
ANX-P 53.98 11.28 54.36 11.98 52.26 9.79 0.99 ns
ARD 54.78 9.78 54.43 10.39 51.51 8.97 2.98 ns
ARD-O 48.83 9.38 51.04 10.07 49.89 9.15 2.33 ns
ARD-P 57.63 10.84 54.18 10.95 51.67 9.63 8.17+Fk  3.45Fkab/-5.96%**ac
ARD-T 53.64 11.13 53.54 10.97 51.54 9.90 1.13 ns
DEP 55.76 9.74 54.15 9.30 51.93 8.05 4.12% 3.83*ac
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DEP-C
DEP-A
DEP-P
MAN
MAN-A
MAN-G
MAN-I
PAR
PAR-H
PAR-P
PAR-R
SCzZ
SCZ-P
SCZ-S
SCZ-T
BOR
BOR- A
BOR-1
BOR- N
BOR- S
ANT

ANT-B

54.87
56.60
53.28
51.50
50.71
48.02
54.51
54.55
54.43
49.98
56.84
53.46
50.28
52.05
55.04
53.35
53.04
53.16
52.16
53.26
45.74

46.47

11.25
12.62
8.34
9.26
9.66
8.67
1.01
8.98
9.71
9.60
9.33
10.92
11.05
9.61
11.74
10.85
9.89
10.01
10.99
13.52
7.25

7.34

52.32
54.87
53.21
52.74
50.97
49.29
55.46
53.18
53.69
49.51
54.73
53.04
50.69
51.63
54.19
53.95
52.87
53.76
53.01
54.03
46.77

47.47

10.23
11.17
8.63
9.98
10.52
10.67
10.95
9.50
9.63
9.74
9.56
10.37
10.71
9.33
11.31
10.38
9.57
10.48
1091
12.42
7.80

7.60

51.30
52.71
50.79
51.14
49.95
47.13
55.09
50.72
50.26
46.83
55.32
50.86
48.28
50.43
52.88
51.33
53.14
51.57
48.96
51.46
47.33

48.37

9.99
8.29
9.12
8.26
8.45
9.92
9.68
8.85
9.11
8.34
9.89
8.29
8.24
8.67
10.31
9.38
9.11
8.93
10.09
11.06
7.00

7.33

3.58*
2.92
2.56
1.25
0.31
1.68
0.36
4.08*
4.96**
2.95
2.15
1.72
1.60
0.74
0.88
1.42
0.03
1.41
4.20*
1.26
1.26

1.63

3.57*ac
ns

ns

ns

ns

ns

ns
3.83*ac
4.17**ac/3.43*bc
ns

ns

ns

ns

ns

ns

ns

ns

ns
4.05*bc
ns

ns

ns
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ANT-E 45.22 7.13 46.06 8.15 46.21 7.69 0.60 ns
ANT-S 47.81 8.11 48.62 9.00 48.83 7.56 0.49 ns
ALC 49.08 8.07 51.29 9.08 54.07 8.83 7.81F0F  2.22%ab/-4.99%F*ac/-2.TT*bc
DRG 51.83 9.04 52.95 10.79 52.39 8.91 0.55 ns
AGG 49.94 7.83 49.38 8.13 49.91 7.97 0.27 ns
AGG-A 52.12 8.57 49.85 8.50 50.51 8.13 3.19% 2.28*ab
AGG-V 48.56 7.88 49.31 8.08 50.62 8.04 1.54 ns
AGG-P 48.98 9.43 48.88 9.51 48.30 8.14 0.14 ns
SUI 51.02 11.34 50.95 12.39 47.36 7.95 3.16* 3.59*bc
STR 48.96 9.74 47.62 9.26 45.07 7.62 4.34% 3.90*ac
NON 51.53 11.40 50.24 9.30 51.64 8.96 1.07 ns
RXR 47.84 10.76 45.30 10.03 47.36 8.92 3.30% 2.54*ab
DOM 44.70 8.73 47.39 10.08 47.79 10.76 3.81* -2.69*ab
WRM 4791 9.22 49.04 9.13 47.46 9.79 1.22 ns

Note: * p < 0.05; ** p < 0.01; ** p < 0.001; ns= no significance.

SOM: Somatic complaints; SOM-C: Conversion Symptoms; SOM-S: Somatization; SOM-H: Health Concerns; ANX: Anxiety; ANX-C: cognitive; ANX-A: Affective; ANX-P:
Physiological; ARD: Anxiety-related disorders; ARD-O: Obsessive-compulsive; ARD-P: Phobias; ARD-T: traumatic stress; DEP: Depression; DEP-C: Cognitive; DEP-A: Affective;
DEP-P: Physiological; MAN: Mania; MAN-A: Activity level; MAN-G: Grandiosity; MAN-I: Irritability; PAR: Paranoia; PAR-H: Hypervigilance; PAR-P: Persecution; PAR-R:
Resentment; SCZ: Schizophrenia; SCZ-P: Psychotic Experiences; SCZ-S: Social withdrawn; SCZ-T: Thought disorder; BOR: Borderline features; BOR-A: Affective instability; BOR-I:
Identity problems; BOR-N: Negative relationships; BOR-S: Self-harm; ANT: Antisocial features; ANT-A: Antisocial behaviors; ANT-E: Egocentricity; ANT-S: Stimulus-secking; ALC:
Alcohol problems; DRG: Drug problems; AGG: Aggression; AGG-A: Aggressive attitude; AGG-V: Verbal aggression; AGG-P: Physical aggression; SUIL: Suicidal ideation; STR: Stress;
NON: Nonsupport; RXR: Treatment rejection; DOM: Dominance; WRM: Warmth.
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3.3 Significantly Elevated Levels on Clinical Scales

Of the total number of participants, 160 (33%) presented clinical levels in one or more scales (Table 4). Female gender was associated with a 2- to 4-fold
increased risk for SOM, ANX, ARD, and BOR. Younger adolescents were at increased risk for DEP, MAN, and PAR. In contrast, the risk of having clinical
levels in ALC and DRG increased significantly with age. The socioeconomic status was not significantly associated with the presence of clinical levels in any

subscale (Table 5).

Table 4. Rates of adolescents with T-scores above clinical levels for the total sample and comparisons by gender and age

All Males Females OR 1C 95% 12 to 14 years 15 to 17 years OR 1C 95%
/ % v % f % ¥ % ¥ %

SOM 57 11.8 15 7.4 42 15.1 2.23%* 1.20-4.15 20 11.8 37 11.8 1.01 0.56-1.79
ANX 64 13.3 10 4.9 54 19.4 4.66%%*  2.31-9.39 20 11.8 44 141 1.23 0.70-2.16
ARD 41 8.5 9 4.4 32 11.5 2.87** 1.31-6.02 19 11.2 22 7.0 0.60 0.32-1.15
DEP 39 8.1 11 5.4 28 10.0 1.96 0.95-4.03 20 11.8 19 6.1 0.46* 0.25-0.94
MAN 15 3.1 8 3.9 7 2.5 0.63 0.23-1.77 12 7.1 3 1.0 0.13%%* 0.04-0.46
PAR 26 5.4 10 4.9 16 5.7 1.18 0.52-2.66 15 8.8 11 3.5 0.38* 0.17-0.84
SCZ 39 8.1 15 7.4 24 8.6 1.19 0.61-2.32 16 9.4 23 7.3 0.76 0.39-1.49
BOR 38 7.9 6 2.9 32 11.5 428+ 1.75-10.43 16 9.4 22 7.0 0.73 0.37-1.43
ANT 15 3.1 8 3.9 7 2.5 0.63 0.23-1.77 5 2.9 10 3.2 1.09 0.37-3.24
ALC 25 5.2 11 5.4 14 5.0 0.93 41-2.09 4 2.4 21 6.7 2.99% 1.01-8.84
DRG 36 7.5 15 7.4 21 7.5 1.03 0.52-2.04 1 0.6 35 11.2 21.28+%%*  2.89-156.74

Note: * p< 0.05; ** p < 0.01; p < 0.001

SOM: Somatic complaints; ANX: Anxiety; ARD: Anxiety-related disorders; DEP: Depression; MAN: Mania; PAR: Paranoia; SCZ: Schizophrenia; BOR: Bordetline features; ANT:
Antisocial features; ALC: Alcohol problems; DRG: Drug problems.
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Table 5. Rates of adolescents with T-scores above clinical levels for the total sample and

comparisons by SES

Low Medinm High 7

Vi % F % I %
SOM 15 11.6 37 13.3 SOM 15 11.6
ANX 14 10.9 44 15.8 ANX 14 10.9
ARD 12 9.3 27 9.7 ARD 12 9.3
DEP 14 1.9 22 7.9 DEP 14 1.9
MAN 2 1.6 12 4.3 MAN 2 1.6
PAR 7 54 17 6.1 PAR 7 54
SCZ 13 10.1 25 9.0 SCZ 13 10.1
BOR 14 10.9 22 7.9 BOR 14 10.9
ANT 3 2.3 11 4.0 ANT 3 2.3
ALC 4 3.1 14 5.0 ALC 4 3.1
DRG 7 5.4 25 9.0 DRG 7 54

Note: Any x? values reach a significant level at p <. 05 or lower.

SOM: Somatic complaints; ANX: Anxiety; ARD: Anxciety-related disordersy DEP: Depression; MAN: Mania;
PAR: Paranoia; SCZ: Schizophrenia; BOR: Borderline featuresy ANT: Antisocial features; ALC: Alcohol problems;
DRG: Drug problems.

Over sixty percent (60.6%) of the cases with clinical levels presented significant elevations in 2
or more scales, indicating high comorbidity between the different clinical conditions (Table 06).
On average, these participants presented 2.47 scales (§D=1.69, range 1-8) with scores on clinical
levels. This average was significantly higher in females (M=2.66, SD=1.78) than in males
(M=2.11, §D=1.406) |7 (158) =-2.01; p=0.047], but did not differ by age [# (158) =1.46; p=0.147],
nor by SES [F(2,157) = 2.43; p=0.091]. Table 6 presents the frequency distribution in the

number of scales with clinical levels by sex, age, and SES.
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Table 6. Rates of adolescents with T-scores above clinical levels according total number of scales in clinical levels, for the total sample, and comparisons by

gender, age and SES

N? of scales All Males Females 12 to 14 years 15 10 17 years Low SES Average SES High SES
above clinical

levels f % ¥ % f % ¥ % ¥ % f % ¥ % f %
None 323 66.9 148 72.5 175 62.7 116 68.2 207 66.1 89 69.0 178 64.0 56 73.7
1 63 13.0 30 14.7 33 11.8 18 10.6 45 14.4 13 10.1 37 13.3 13 171
2 38 7.9 8 3.9 30 10.8 12 7.1 26 8.3 11 8.5 22 7.9 5 6.6
3 21 4.3 6 2.9 15 5.4 7 4.1 14 4.5 5 3.9 16 5.8 0 0
4 14 2.9 8 3.9 6 2.2 6 35 8 2.6 3 2.3 11 4.0 0 0
5 13 2.7 2 1.0 11 3.9 7 4.1 6 1.9 6 4.7 6 2.2 1 1.3
6 6 1.2 2 1.0 4 1.4 2 1.2 4 1.3 1 8 4 1.4 1 1.3
7 4 8 0 0 4 1.4 2 1.2 2 6 1 8 3 1.1 0 0
8 1 2 0 0 1 4 0 0 1 3 0 0 1 4 0 0
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4. Discussion

While most young people go through adolescence without significant difficulties, some
adolescents present vulnerabilities associated with mental health and may develop a mental
disorder (Otto et al., 2017). In recent years, public health research has focused, among other
variables, on risk and the protective factors of mental health -for the adolescent population,
self-efficacy, self-esteem, an adequate family atmosphere, and social support have proven to be
protective factors for mental disorders (Goébel & Cohrdes, 2021). On the other hand, a family
history of mental disorders, parents’ low educational level, low socioeconomic status, living in
urban environments, belonging to migrant families, social isolation, impaired physical health,
being or having been a victim of neglect or abuse (physical, emotional, sexual and/or bullying),
suffering stigmatization, being exposed to high or intense levels of adverse or stressful events,
among others, constitute risk factors for mental health in adolescents (Arango et al., 2018). In
addition, problematic substance use, or other behavioral addictions and phobias, are also
associated with risk of psychopathology during adolescence (Fabris et al., 2020; Frisone et al.,

2021; Settineri et al., 2019).

The present article set out to examine the distribution of psychopathological indicators and their
clinical levels in Uruguayan high school adolescents by the gender, age, and socioeconomic level
of the participants, as well as to estimate the proportion of young people with comorbid
indicators. Our results indicate highly consistent response patterns in adolescents, which gives
validity to the findings. In the general sample, the most common symptoms were anxiety,
somatization, and depression, which matches previous research in epidemiological samples of
American (Ghandour et al., 2019) and Australian (Lawrence et al., 2015) adolescents, as well as

transnational studies in adolescents and young adults (WHO, 2018).

The scores in the various scales of the PAI-A (Morey, 2007) showed differences by gender, age,
and socioeconomic level. Regarding gender, our results indicate that depressive and anxious
symptoms predominate in adolescent females, which is consistent with other research (Campos,
2017; Lopes et al., 2016; Penado et al., 2019; Silva et al., 2020). Also, in line with previous
findings (Alloy et al., 2016; Campos, 2017; La Maison et al., 2018; Penado et al., 2019), male
adolescents presented scores indicative of a predominance of behavior and aggression
management problems. A previous study in a sample from Montevideo, the capital city of
Uruguay, found that males have more significant difficulties in recognizing their mental health
problems, and that they reported higher levels of well-being than adolescent females (Fernandez

et al., 2018). The most prevalent psychopathological indicators in males are associated with
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exacerbated externalizing disorders, highly disruptive to their environment (Van Drogenbroeck
et al., 2018). This raises questions about the multiple, complex factors involved in this apparent
lower male capacity for introspection and, therefore, about the possible strategies that can be
constructed at both educational and clinical levels for adolescent males to prevent such

behavioral difficulties.

The present study reported no significant differences by gender for alcohol and substance use,
which matches the trend for Uruguayan adolescents attending school reported by the National
Drug Board (JND, 2018). Traditionally, during adolescence, males had a higher consumption
of alcohol and substances than females (Campos, 2017), but epidemiological studies suggest

that this trend has been reversing in recent years (Slade et al., 2010).

Considering the high prevalence of suicide risk in Uruguayan adolescents (MSP, 2020), the
results of the Suicidal Ideation (SUI) scale in this study are particularly noteworthy. Traditionally,
ideation occurs more frequently in women, although attempts are more prevalent in men
(WHO, 2019). In our study, no differences were found by gender, which could be explained in
part by the formulation of the questions in our instrument. While some international studies
have used one or two dichotomous items to assess suicidal ideation in adolescents (Afifi et al.,
2007; Garrison et al.,1991), our instrument includes Likert-type questions, which expands the
response range of adolescents, and therefore, may impact their categorization as participants
with/without suicidal ideation. Our study agrees with other research in Lithuanian (Zemaitiene
& Zaborskis, 2005), Estonian (Samm et al., 2010), and Spanish (Antolin-Suarez, 2020) samples,
which found no differences between adolescent males and females when evaluating suicidal
ideation. One possible explanation for this could be the reduction of differences in sex-type

roles adopted by adolescent females and males (Priess et al., 2009).

Some conditions that are more prevalent in women could partly explain the differences found
in this study (Haugen et al., 2014); for example, greater reactivity to emotional and bonding
stimuli (Van Der Heyden et al., 2014), greater dissatisfaction regarding body image (Fernandez-
Bustos et al.,, 2019), and greater restrictions are associated with the female gender role. In
addition, women use rumination as a common coping strategy (Nolen-Hoeksema et al., 1999),
and experience higher levels of demand regarding their academic performance (Wiklund et al.,
2012), all of which are risk factors which may increase vulnerability and, in turn, enhance the
possibility of developing mental health problems. These factors may contribute to the

heightening of most of the PAI-A clinical scales in female adolescents in our sample.

Regarding age, and contrary to our hypothesis, our study found an inverse relationship between

the risk of presenting psychopathological symptoms and the age of the adolescent. Although
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the younger participants had higher scores on all scales (except those of alcohol/drug use, stress,
and dominance) than older ones, there are international (Achenbach et al., 1990; Campos, 2017)
and national (Fernandez et al., 2018) studies that report an increase in the prevalence of mental
disorders as the adolescent grows. However, population data in Uruguay indicate a higher level
of consultation on mental health issues in adolescents aged 12 or 13 than in middle and late

adolescents (INJU, UNFPA & INE, 2020), which is in line with our results.

Although our study did not categorize adolescents as early, middle, and late, other research has
emphasized the increased risk of psychopathology in early (Mendle et al., 2020) or middle (Dray
et al., 2016) adolescence, compared to late teens. The apparent better mental health of late
adolescents may be associated with a strengthening of their social, affective, and cognitive skills,
such as mentalization and emotional regulation, which have been associated with healthy
adolescent development and maturation (Taylor et al., 2013). In middle and late adolescence,
the strengthening of the ability to process one’s own and others’ emotions, partly made possible
by the greater development of executive functions, enables adolescents to put emotional
regulation strategies into practice that are less dependent on their peers and adult referents
(Thompson & Goodman, 2010). Added to this, early adolescents may be experiencing the
gradual loss of the protection that parents and other referring adults provide during childhood.
Furthermore, during early and middle adolescence, young people have not reached the
maximum level of autonomy, nor do they have all the necessary tools to achieve their own goals,
which may put them in a position of greater emotional vulnerability. Thus, for example, in our
study, despite reporting higher levels of stress, older adolescents did not present greater
psychopathological risk, which may suggest a gradual construction of emotional and cognitive
tools. In any case, the joint effect of gender and age on the prevalence of psychopathology
remains to be fully investigated, and that could explain some of the discrepancies between our
study and other research. Compared to middle and late adolescents, early adolescents may have
a lower capacity for emotional regulation and a greater need for support from their environment

to achieve it (Schweizer et al., 2020).

Consistent with previous findings (Reiss et al., 2019), a more unfavorable socioeconomic status
was associated with higher rates of psychopathological symptoms in adolescents. Difficulties
for these adolescents to access health and solid, diverse social support networks at these levels
could explain these findings (Gunther et al., 2018). For example, population data from Uruguay
show that access to mental health services, in the form of consultations with a psychologist or
psychiatrist, is greater in sectors with higher incomes (INJU, UNFPA & INE, 2020). Also, a
greater exposure to stressors, such as paternal/maternal mental pathology, loss of employment,

or academic and social problems, has been proposed as a possible explanation for the
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association between low SES and the higher prevalence of mental difficulties (La Maison et al.,

2018).

In our study, one in three participants had clinically significant levels on at least one PAI-A scale
(Morey, 2007). This is a higher rate than that reported in previous studies in the local population,
with some psychopathological indicators of depression present in around 14.2% of Uruguayan
adolescents (INJU, UNFPA & INE, 2020), and between 20 and 26% of other types of indicators
for other countries, such as the United States (Ghandour et al., 2019), Australia (Lawrence et
al., 2015), Brazil (La Maison et al., 2018), or Lebanon (Maalouf et al., 2016). However, the
prevalence of psychopathological indicators at clinical levels reported here is similar to that
reported by previous studies in other countries, which have placed it at 31% (Silva et al., 2020;

WHO, 2018).

The differences in relation to previous studies may be explained by numerous methodological
aspects. For example, when the source of information used is parents, professionals or teachers,
the prevalence may be somewhat lower (Ghandour et al., 2019; La Maison et al., 2018; Lawrence
et al., 2015; Maalouf et al., 2016; Viola et al., 2007). This applies especially to the detection of
internalizing disorders (Polanczyk et al., 2015), which were precisely the most prevalent in this
research. A lower rate of psychopathological symptoms may also be reported when the
diagnostic instrument is more specific than the one used here (Viola et al., 2007). Studies whose
samples include both children and adolescents (for example, Ghandour et al., 2019; Lawrence
et al., 2015; Viola et al., 2007) may also report a lower overall prevalence, if the prevalence of

mental problems increases with age.

Our results have implications at various levels, especially considering that mental disorders
appear mainly during adolescence and youth and that they constitute strong predictors of
psychopathology in adulthood (Geoffroy et al., 2021). At the prevention level, our findings point
to younger women and those from disadvantaged socioeconomic sectors as population groups
that are especially vulnerable to internalizing pathologies, while men seem especially vulnerable
to externalizing pathologies. This highlights the importance of designing mental health
prevention strategies that are specific to the needs and characteristics of adolescent males and
females in accordance with their age and SES. While some symptoms could be addressed
through interventions common to both genders, others may require differential approaches. For
example, special attention may have to be paid to depressive/anxiety disorders in adolescent

females, and to disruptive or antagonistic behaviors in males (Ara, 2016; La Maison et al., 2018).

Our study indicates the need to intervene eatly, before the age of 15, to reduce the appearance

or perpetuation of various symptoms. That psychopathological indicators were more prevalent
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in younger adolescents may indicate that prevention should be activated at the beginning of
puberty or earlier. Especially for adolescents aged 15 years and over, substance-use prevention
strategies and close monitoring in risk cases appear to be necessary, as the problem is known to
increase with age. At a theoretical level, the results support the idea that adolescence is not a
homogeneous stage in terms of risk and protective factors, but rather a life period whose sub-
stages present particular characteristics in terms of vulnerability to psychopathology
(Castellanos-Ryan et al., 2016). The mechanisms of emotional regulation and their
underdeveloped coping strategies, as well as the lack of psycho-emotional maturity, that
accompany adolescents in this period could explain their delicate situation, which requires an
evidence-based public policy for the effective prevention of mental health problems, with

universal intervention available whenever required (Pan American Health Organization, 2019).
5. Limitations and Future Lines of Research

This study offers important new information for public health policies in the Uruguayan
context. However, some limitations must be considered when interpreting the results. First,
given accidental sampling, the data cannot be interpreted in terms of national prevalence. Future
efforts should be geared towards accessing a representative sample of participants selected on a

probabilistic basis.

Second, this study was unable to include any participant from the third of Uruguayan
adolescents between 16 and 18 years old who are not in the educational system (De Melo et al.,
2016). Given that schooling is considered a protective factor for adolescent mental health
(Farrington, 1992; Maalouf et al., 2016), our research would thus be reporting only about the
“mentally healthier” group of adolescents. It is therefore urgent to expand the sample to include
adolescents disconnected from the educational system, those who reside in clinical institutions
(Chun et al., 2016) or in closed judicial mechanisms (Underwood & Washington, 2016). This is
of special interest to be able to derive preventive and management recommendations for cases

in situations of special vulnerability.

Third, in this study the information was provided only by the adolescents themselves, and it was
not possible to include other key informants such as parents, teachers, or peers. The level of
agreement between the information reported by the different informants is usually low
(Polanczyk et al., 2015), so it would be advisable to include at least parents in identifying
psychopathological symptoms, especially in regard to externalizing difficulties (Aebi et al., 2017).
Future studies that include other qualified informants could provide data contrasting with the

self-report of adolescents.
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Fourth, the psychometric properties of the PAI-A (Morey, 2007) in Uruguayan adolescents,
including its reliability and validity, as well as the estimation of national scales, still need to be

analyzed as a future line of research.

Finally, we suggest further studies, on the one hand, detailing the psychopathological symptoms
that occur with greater comorbidity in Uruguayan adolescents and, on the other, longitudinal or
panel investigations that can give continuity to the findings and examine in greater detail the
possible psychopathological variations at different life stages. It would also be interesting to
consider the possible influence of early adverse life experiences on these variations among

adolescents.
6. Conclusion

Mental problems during adolescence and youth have been shown to be strong predictors of
mental problems in adulthood (Geoffroy et al., 2021). This study identifies population groups
that are especially vulnerable to this phenomenon. Public policies should focus especially on
these. We hope that our results will help to design effective strategies for the prevention and
the promotion of mental health in Uruguayan adolescents, paying special attention to gender
and age differences, which were the most significant for the risk of presenting symptoms of
psychopathology during adolescence. Our results may facilitate plans to address mental
difficulties in Uruguayan adolescents, especially at the primary care level, and minimize the
short-, medium-, and long-term consequences of mental health problems. Finally, they may
contribute to reducing the lack of information on the prevalence of psychopathology in general
among adolescents, both in Uruguay and in the region, and to reducing the general stigma
associated with difficulties in the field of mental health, particularly given the high prevalence

of such difficulties that we found in our adolescent sample.
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