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ABSTRACT
Objective: Discrepancies between caregiver and youth reports of emotional and behavioral 
symptoms are well-documented, with cross-informant correlations often falling in the low to 
moderate range. Studies have shown that caregiver-youth (dis)agreement in reporting of youth 
symptoms is related to treatment outcomes. However, commonly used methods for exploring 
reporter discrepancies (e.g., difference scores) are limited by their inability to assess discrepancies 
across multiple symptom domains simultaneously, and thus these previous findings do not explore 
multiple patterns of (dis)agreement.
Method: We used latent profile analysis (LPA) to identify subgroups of clinically referred youths 
based on patterns of caregiver- and youth-reported internalizing and externalizing symptoms for 
174 caregiver-youth dyads. Longitudinal multilevel models were used to examine changes in 
weekly caregiver- and youth-reported internalizing symptoms, externalizing symptoms, and top 
problems for identified subgroups.
Results: The LPA identified four latent subgroups: (a) Caregiver Internalizing (9%), (b) Caregiver 
Internalizing-Externalizing (45%), (c) Youth Internalizing (7%), and (d) Caregiver-Youth Internalizing- 
Externalizing (39%). Clinical outcomes varied across informants and subgroups. Significant 
improvements in caregiver- and youth-reported outcome measures were documented within the 
Caregiver Internalizing, Caregiver Internalizing-Externalizing, and Caregiver-Youth Internalizing- 
Externalizing subgroups. However, only youth-reported improvements were detected in the 
Youth Internalizing subgroup. The results show differences in treatment outcomes across caregiver- 
youth informant subgroups.
Conclusions: These findings suggest how youth and caregiver baseline data could provide gui-
dance for clinicians in interpreting discrepant reporting and its relevance to change during 
treatment.

Introduction

Best practices for assessing youth emotional and beha-
vioral symptoms include gathering information from 
multiple informants (De Los Reyes et al., 2015). In 
clinical practice, those reporters frequently include 
both caregivers and youths. Interpreting and using 
these assessment results can be straightforward when 
caregivers and youths agree but challenging when they 
disagree. Indeed, reporter discrepancies are very com-
mon in youth mental health, warranting further research 
and empirically based guidance for how clinicians 
should interpret and act on multi-informant data. 

Reporter discrepancies can be particularly confounding 
when examining treatment outcomes and determining if 
treatment was effective. Discrepancies between care-
givers and youth reports are common and well- 
documented (De Los Reyes et al., 2015; De Los Reyes 
& Kazdin, 2005). Research indicates that many factors 
contribute to these discrepancies, but less is known 
about whether these discrepancies provide useful infor-
mation about how youths may respond to treatment. 
Understanding how patterns of discrepancies at the 
beginning of treatment predict clinical outcomes at the 
end of treatment could provide clinicians guidance for 
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how treatment may progress. The aims of the current 
study were to identify latent subgroups of treatment- 
referred youths based on patterns of convergent and 
divergent reporting between caregivers and youths at 
levels of internalizing and externalizing problems at 
baseline, and to explore how multiple informant treat-
ment outcomes may differ across those subgroups.

There is a well-established literature exploring the 
patterns of and mechanisms contributing to caregiver- 
youth discrepancies in reports of youth emotional and 
behavioral problems (for review, see De Los Reyes et al., 
2015). Correlations between caregivers and youth 
reports consistently fall in the low to moderate range, 
with a mean of r = .28 (De Los Reyes et al., 2015). These 
discrepancies occur even when symptoms are assessed 
with psychometrically sound measures, suggesting that 
caregiver-youth discrepancies reflect more than mea-
surement error (Achenbach & Rescorla, 2004; 
Achenbach, 1991; De Los Reyes, 2011). In fact, reporter 
discrepancies may be influenced by many factors includ-
ing but not limited to: type of problem being reported, 
context and setting of reporter observation, relationship 
of the reporters to the youth, and types of measures 
being used (De Los Reyes et al., 2015; De Los Reyes & 
Kazdin, 2005; Rescorla et al., 2017, 2013). Thus, care-
giver-youth discrepancies could provide clinically mean-
ingful information about youth, caregiver, and family 
functioning (De Los Reyes & Kazdin, 2005); however, it 
is difficult for clinicians to use these discrepancies to 
guide clinical decisions as less is known about how 
they relate to outcomes (Makol et al., 2019).

As patterns in informant discrepancies have emerged, 
researchers have developed frameworks to interpret dis-
crepancies and inform youth mental health research and 
clinical practice (Dirks et al., 2012; De Los Reyes & 
Kazdin, 2005). The Attribution Bias Context (ABC) 
Model provides a framework for understanding care-
giver-youth discrepancies as differences in attributions 
for youth behavioral and emotional problems (De Los 
Reyes & Kazdin, 2005). For example, caregivers fre-
quently report more youth mental health symptoms 
than their children across multiple problem areas in 
samples of clinically referred youths (Goolsby et al., 
2018; De Los Reyes et al., 2011; Salbach-Andrae et al., 
2009). According to the ABC Model, caregivers are more 
likely to attribute the locus of youth mental health pro-
blems to the youths themselves; in contrast, children and 
adolescents often view their own difficult behaviors and 
unpleasant emotions as reactions to their environment. 
This difference in attribution suggests caregivers are 
more likely than their children to believe treatment is 
needed. Although the ABC framework helps explain 
why discrepancies may be occurring in a single 

assessment occasion, it does not explicitly predict how 
discrepant reporting at baseline may predict response to 
treatment.

Although the majority of research has investigated 
the nature and causes of informant discrepancies, sev-
eral studies have explored how discrepancies at baseline 
are related to treatment engagement and outcomes. 
Higher levels of caregiver-youth disagreement at base-
line predict poorer session attendance (Brookman- 
Frazee et al., 2008) and reduced caregiver involvement 
in treatment (Israel et al., 2007). Furthermore, higher 
levels of discrepancy at baseline also predicts poorer 
treatment outcomes. For example, greater caregiver- 
youth discrepancies in baseline youth PTSD symptoms 
(Humphreys et al., 2017), social phobia symptoms 
(De Los Reyes, Alfano et al., 2010), and anxiety symp-
toms (Becker-Haimes et al., 2018) have all been found to 
be related to poorer response to treatment. Early studies 
only examined if general agreement predicted outcomes 
(i.e., difference scores, agreement on treatment goals) 
and did not examine specific patterns of discrepant 
reporting (Brookman-Frazee et al., 2008; Israel et al., 
2007). However, other studies examined differences in 
treatment response based on whether youth or caregiver 
reported higher symptoms. When looking within anxi-
ety symptoms, there were poorer treatment outcomes 
when caregivers reported significantly more symptoms 
than their child (Becker-Haimes et al., 2018; De Los 
Reyes, Alfano et al., 2010). Interestingly, when looking 
across multiple symptom domains, the patterns of the 
discrepancies differentially impacted outcomes across 
symptom domains (Goolsby et al., 2018). Specifically, 
greater caregiver-youth discrepancy on measures of 
depression (higher caregiver rating), anxiety (higher 
caregiver rating), or atypicality (higher youth rating) 
predicted poorer outcomes, whereas caregiver-youth 
discrepancy (higher caregiver rating) on hyperactivity 
predicted better outcomes (Goolsby et al., 2018). Taken 
together, these studies show that baseline discrepancies 
predict treatment outcomes and that patterns of these 
discrepancies may be meaningful in how they predict 
treatment outcomes.

Although these studies have shown the predictive 
utility of reporter discrepancies, several limitations 
reduce the generalizability of these studies. One major 
limitation is that, although baseline assessments were 
gathered from two reporters, most studies only exam-
ined treatment outcomes from one reporter, either care-
givers or independent evaluators (Becker-Haimes et al., 
2018; Goolsby et al., 2018; De Los Reyes, Alfano et al., 
2010). Using independent evaluators may not be feasible 
in typical outpatient treatment settings. Additionally, 
given the known discrepancies in reporting, treatment 
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outcomes may be different depending on whom (i.e., 
caregiver or youth) reports the outcomes (De Los 
Reyes & Kazdin, 2009; Weisz et al., 1995). In a meta- 
analysis of behavioral parent training and cognitive- 
behavioral therapy, studies using caregiver-reported 
outcomes had more robust findings for behavioral par-
ent training, whereas studies using youth-reported out-
comes had more robust findings for cognitive- 
behavioral therapy (De Los Reyes & Kazdin, 2009). 
Discrepancies have been shown to be consistent over 
time (De Los Reyes, Goodman et al., 2010), and can 
often persist following certain treatment (Guo & 
Slesnick, 2013; De Los Reyes, Alfano et al., 2010). 
Given these findings, it is important to take a multi- 
informant approach when assessing outcomes and 
determining if baseline discrepancies are related to treat-
ment outcomes.

A second limitation of prior research is that studies 
often use difference scores to explore how discrepancies 
relate to distal treatment outcomes (e.g., De Los Reyes, 
Alfano et al., 2010). Several limitations in the use of 
difference scores have been identified (Laird & De Los 
Reyes, 2013), including issues with the reliability of 
difference scores (Edwards, 2003), concerns regarding 
interpretability due to differences in variance between 
measures used to create difference scores (Edwards, 
2003), and mathematical constraints when analyzing 
directional differences (Laird & De Los Reyes, 2013). 
These mathematical constraints limit the incremental 
validity of difference scores by reducing their ability to 
identify nuanced relationships between patterns of dis-
crepancies and outcomes, beyond the existing relation-
ship that each component measure has with the 
outcome (for further discussion see Laird & De Los 
Reyes, 2013; Tackett et al., 2013). In addition to these 
limitations, using difference scores does not allow for the 
identification of patterns of discrepancy across multiple 
domains simultaneously. Given known differences in 
discrepancies across internalizing and externalizing 
symptoms, it is reasonable to believe that there are 
underlying patterns of discrepancies. If caregiver and 
youth both report on internalizing and externalizing 
symptoms, there is a possibility for multiple patterns of 
convergent and divergent reporting, including but not 
limited to: (a) caregiver and youth both report elevated 
internalizing and externalizing symptoms; (b) caregiver 
and youth both report low internalizing and externaliz-
ing symptoms; and (c) caregiver reports low internaliz-
ing and elevated externalizing but youth reports elevated 
internalizing and low externalizing. Families and youths 
displaying these different patterns of discrepancies may 
respond differentially to treatment. Difference scores 

can be used to assess the amount of variance accounted 
for by discrepant reports on one domain, but they can-
not show patterns of discrepant reporting across multi-
ple domains simultaneously. Recently, there has been 
a shift toward statistical approaches that can tease out 
these specific patterns of discrepant reporting, such as 
latent profile analysis, for examining patterns of multi- 
informant (dis)agreement and their relations to 
outcomes.

Latent profile analysis (LPA) is a person-centered 
approach that can identify specific subgroups or classes 
based on patterns across multiple variables, and thus can 
be used to understand the patterns in discrepant report-
ing across multiple symptom domains (Lanza & 
Rhoades, 2013; Makol et al., 2019; Makol & Polo, 
2018). Classes identified through LPA can be used in 
combination with longitudinal outcomes analyses via 
methods such as multilevel modeling (MLM) to explore 
differential outcomes across subgroups. In the case of 
reporter discrepancies, it can be used to identify sub-
groups based on patterns of discrepancies using scores 
from multiple domains from both caregiver and youth 
measures simultaneously. Additionally, LPA uses multi-
ple continuous indicator variables, such as item or sub-
scale scores from a measure, to determine subgroups 
that allow for a more dimensional approach to under-
standing discrepancies. Thus, researchers can use LPA 
to find varying levels of discrepant reporting (i.e., care-
giver reporting high, youth reporting moderate levels of 
symptoms) rather than whether an informant reports 
symptom levels above a clinical cutoff. LPA provides 
a method for identifying the patterns of discrepancies 
that occur within a sample, and MLM then provides 
a strategy for exploring and comparing the individual 
longitudinal trajectories for groups based on these pat-
terns of discrepancies. LPA has been applied to 
a broadband measure of symptoms to identify sub-
groups based on symptom profiles for caregiver- and 
youth-reported symptoms independently (Bonadio 
et al., 2016); however, only a few studies have applied 
these methods to explore patterns of reporter discrepan-
cies (Makol et al., 2019).

Studies that have applied LPA to reporter discrepan-
cies have found distinct subgroups based on the patterns 
of discrepant caregiver and youth reporting (De Los 
Reyes et al., 2009). Other studies have used LPA to 
identify subgroups based on reporting from multiple 
informants, including caregiver-teacher ratings (Lerner 
et al., 2017) and caregiver-researcher ratings (De Los 
Reyes et al., 2009). However, only one study has exam-
ined treatment characteristics and outcomes across 
latent subgroups (Makol et al., 2019). In that study, 
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which focused on inpatient treatment, it was found that 
treatment characteristics and outcomes (i.e., standing 
antipsychotics, more seclusion, longer hospital stays, 
and more intensive aftercare services) varied across 
four latent subgroups identified based on (dis)agree-
ment in caregiver and youth-reported internalizing 
symptoms. Taken together, these studies demonstrate 
the promise of LPA for identifying valid subgroups 
based on reporter discrepancies, with some suggestion 
that these latent subgroups may respond differentially to 
treatment.

A nuanced understanding of how discrepant report-
ing at baseline predicts treatment response could pro-
vide clinically meaningful information to clinicians and 
researchers. By understanding how certain patterns of 
discrepancies relate to change in outcomes over time, 
clinicians could have benchmarks for determining if 
treatment is progressing as expected. Further, if certain 
patterns of discrepancy are related to poorer outcomes, 
it may be an indicator for more intensive treatment, 
greater focus on engagement with caregivers, or the 
need for motivational interviewing at the outset of treat-
ment. Additionally, researchers may account for var-
iance in outcomes based on known differences across 
discrepancies subgroups. Previous research has demon-
strated that treatment characteristics and outcomes can 
vary across LPA-derived subgroups for youths with 
internalizing symptoms in inpatient settings (Makol 
et al., 2019). However, these methods have not been 
applied to community mental health settings or to 
youths with a broader array of symptoms (i.e., interna-
lizing and externalizing symptoms).

The current study used LPA to investigate latent 
subgroups of treatment-referred youths based on care-
giver and youth reports on broad dimensions of youth 
emotional and behavioral problems (i.e., internalizing 
and externalizing). Additionally, we examined youth- 
and caregiver-reported treatment outcomes across the 
identified subgroups. Because LPA is a sample-specific 
exploratory approach to identifying subgroups, specific 
hypotheses about subgroups are not appropriate. 
However, based on previous studies applying LPA to 
reporter discrepancies, we anticipated three to five sub-
groups based on multiple informant reporting patterns, 
with some variation in treatment outcomes across these 
subgroups.

Methods

Procedure

The current study used data collected from the Child 
STEPs multisite study, a cluster randomized 

effectiveness trial that compared a modular treatment 
approach for depression, anxiety, trauma, and con-
duct problems in youth with standard evidence- 
based treatments (EBTs) and usual care (Chorpita 
et al., 2013; Weisz et al., 2012). The original study 
randomly assigned clinicians to be trained in the 
modular approach, standard EBT, or the usual care 
condition. Clinicians then delivered the assigned 
treatments to youths seeking mental health services 
in public mental health clinics across two states. 
A battery of self- and caregiver-report measures were 
collected from youths and caregivers at baseline, post- 
treatment, and at six planned intervals (3, 6, 9, 12, 18, 
and 24 months) for 2 years following baseline, regard-
less of when treatment was complete. Additionally, 
two measures were collected weekly during treatment 
from both youths and caregivers to assess changes in 
symptoms and problems over time and to that provide 
feedback to intervention consultants who worked 
directly with clinicians. Study procedures, including 
descriptions and outcomes for each treatment condi-
tion, are described in detail in the original article 
(Weisz et al., 2012). Approval for all procedures was 
obtained from the relevant institutional review 
boards. Parental consent and youth assent were 
obtained from all participants prior to data collection.

Participants

Participants were 174 youth-caregiver dyads of clini-
cally referred youths (N = 121 males, Mage = 10.59) 
and their caregivers. As described by Weisz et al. 
(2012) and Chorpita et al. (2013) in the short-term 
and long-term outcome papers for this study, 44% of 
these youths identified as white, 32% as multiracial, 
10% as Black, 6% as Latino, 3% as Asian, 3% as 
“other,” and 2% chose not to indicate an race/ethni-
city. Total annual income was under 40,000 USD for 
55% of the families, between 40,000 USD and 80,000 
USD for 22% of the families, between 80,000 USD and 
120,000 USD for 12% of the families, and over 120,000 
USD for 8% of the families in the sample. 
Additionally, 49% of the participants were from sin-
gle-caregiver households. To be eligible for the study, 
youth needed to have diagnoses related to anxiety, 
depression, or disruptive conduct, or have clinical 
elevations in any of these symptom areas on the 
Child Behavior Checklist (CBCL) or Youth Self- 
Report (YSR). Exclusionary criteria included intellec-
tual disability, pervasive developmental disorder, psy-
chotic symptoms, bipolar disorder, or a primary 
diagnosis related to inattention or hyperactivity.
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Measures

Child Behavior Checklist
The Child Behavior Checklist (CBCL; Achenbach & 
Rescorla, 2004) is a 113-item caregiver-report measure 
assessing common emotional and behavioral problems 
for youth. Caregivers report the frequency of a symptom 
over the past 6 months on a 3-point scale ranging from 0 
(not true) to 2 (very true or often true). The CBCL 
contains multiple subscales, including two broad scales 
of internalizing and externalizing symptoms, which are 
of interest to the current study. Scores for the items 
contained within each scale are totaled, and t-scores 
are derived based on age and gender norms from 
a national sample. The CBCL has demonstrated strong 
reliability (Achenbach & Rescorla, 2004).

Youth Self Report
The Youth Self Report (YSR; Achenbach & Rescorla, 
2004) is the parallel form to the CBCL in which youth 
rate common behavioral and emotional problems. The 
112 items are rated on a similar 3-point scale ranging 
from 0 (not true) to 2 (very true or often true) about the 
past 6 months. Similar to the CBCL, the YSR contains 
multiple subscales, including two broad scales of inter-
nalizing and externalizing symptoms, which are of inter-
est to the current study. Based on totaled scores within 
each subscale, t-scores are derived from a national sam-
ple of age and gender norms.

Brief Problem Checklist
Derived from the CBCL and the YSR, the Brief Problem 
Checklist (BPC) assesses the 12 most common interna-
lizing and externalizing problems with both youth and 
caregiver versions. The 12 items are rated on a scale 
from 0 (not true) to 2 (very true) based on the frequency 
of each problem over the past week. The BPC provides 
an Internalizing score (six items), externalizing score (6 
items), and a Total score (12 items). The BPC has 
demonstrated strong construct validity and internal 
reliability (Chorpita et al., 2010).

Top Problem Assessment
The Top Problem Assessment is an idiographic measure 
of the top three problems youths and caregivers want to 
target in treatment (Weisz et al., 2011). At baseline, 
caregivers and youths were separately prompted to iden-
tify the problems they viewed as most important to be 
addressed during the youth’s treatment. Each informant 
can provide up to three Top Problems. Caregivers and 
youths were then asked to rate the current severity of 
their respective Top Problems, in terms of “how big of 
a problem” it is on a scale from 0 (not at all) to 10 (very, 

very much) (higher scores indicate greater problem 
severity). In this study, we describe the mean scores 
above 5 as “elevated.” Top Problem severity was then 
reassessed on a weekly basis throughout treatment. 
Mean scores across the identified top problems for 
each respondent were computed at each time point 
and used for analysis.

To shed further light on the nature of these idio-
graphic data, the content of each Top Problem was 
matched to the closest corresponding items on the YSR 
(for youths) and CBCL (for caregivers). That is, care-
giver- and youth-reported top problems were classified 
as internalizing or externalizing based on whether the 
matched YSR/CBCL item loaded onto the broadband 
internalizing and externalizing scale. For example, Top 
Problems such as “worries that something bad might 
happen to parents” and “His sadness and crankiness has 
been a constant” were classified as internalizing, while 
Top Problems such as “I blow up” and “He doesn’t listen 
and always wants to argue” were classified as externaliz-
ing. If the matched item did not load onto either broad-
band scale, it was classified as “other.” Examples of other 
Top Problems include “Trouble being distracted” and “I 
have trouble getting organized.” The methodology for 
matching the Top Problems to the YSR/CBCL items, 
plus intercoder reliability, is detailed in Weisz et al. 
(2011). The Top Problem Assessment has been shown 
to have strong reliability, validity, and sensitivity to 
change (Weisz et al., 2011).

Analysis Plan

Before testing hypotheses, we tested assumptions for 
statistical analyses and examined correlations between 
all variables of interest. Latent profile analysis (LPA) 
was used to identify subgroups of youths and care-
givers with similar patterns of discrepant reporting 
based on t-scores from the CBCL and YSR 
Internalizing and Externalizing subscales. LPA is 
a type of mixture modeling that identifies unobserved 
subgroups or “classes” based on a set of indicator 
variables (Nylund, Bellmore et al., 2007). It is an 
exploratory approach in which iterative models are 
run with sequentially increasing number of classes, 
starting with a 2-class model and continuing until 
model fit no longer improves or models no longer 
converge. To determine the best fitting model, multi-
ple fit indices, including the loglikelihood, Bayesian 
information criteria (BIC), Akaike information criter-
ion (AIC), entropy, and the Lo Mendell Rubin Test 
(LMRT; Lo et al., 2001) were examined. The LMRT 
allows the comparison of models with k number of 
classes and k-1 number of classes. Furthermore, the 
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number of cases within each class were considered, 
with all classes having at least 5% of the total sample 
(Nylund, Asparouhov et al., 2007). In addition to these 
fit statistics, substantive theory was considered when 
determining the most appropriate number of classes. 
After a best-fitting model was identified, each dyad 
received a posterior probability for each class in the 
model, and dyads were then assigned a class member-
ship based on the class for which they had the highest 
posterior probability. Classes were named by exploring 
the means on the indicator variables within each class.

After deriving the best-fitting solutions through 
LPA, we examined participants’ latent class member-
ship as a predictor of treatment outcomes. Generally, 
these analyses mirrored those performed by Weisz 
et al. (2012) and Chorpita et al. (2013) for post- 
treatment and long-term outcomes, respectively, 
except that we were primarily interested in LPA class 
membership as the predictor of clinical outcome tra-
jectories (treatment condition was included as 
a covariate). Specifically, we estimated longitudinal 
multilevel models, with weekly/quarterly measures 
(Level 1) nested within participants (Level 2). Models 
were specified with random effects for intercept and 
time (natural logarithm of [days since baseline +1]); 
fixed effects included LPA class membership, covari-
ates (age, gender, treatment condition), and their long-
itudinal product terms (i.e., class×time, age×time, 
gender×time, condition×time). Similar to the original 
analyses (Chorpita et al., 2013; Weisz et al., 2012), we 
were primarily interested in the omnibus and pairwise 
tests for the class×time interaction term, which indi-
cates whether LPA class membership predicts signifi-
cantly different trajectories of change over time. 
Covariates were all assessed at baseline and mean- 
centered for analyses; thus, results can be interpreted 
as the “average” across treatment conditions, gender, 
and age in this sample. To facilitate a clinically mean-
ingful interpretation of the results, we also report (a) 
class-specific slopes, which indicate whether there was 
any improvement within a given class; and (b) model- 
implied change scores estimated for 1-year post- 
baseline on all measures. The reliable change index 
was used to determine if estimated change in scores 
from baseline to 1-year post-baseline follow-up was 
greater than would be expected by chance variation. 
Reliable change thresholds were calculated as SD * 
sqrt(1-r) * 1.96, where SD was from the present sam-
ple and reliability coefficients (r) were from psycho-
metric publications for the BPC (Chorpita et al., 2010) 
and Top Problems (Weisz et al., 2011). All MLMs 
were estimated in SAS version 9.4 using restricted 
maximum likelihood estimation.

Results

Descriptive Analysis

Table 1 shows t-scores for caregiver- and youth- 
reported internalizing and externalizing symptoms. 
Across the entire sample of 174 youths, caregivers 
reported significantly greater levels of internalizing 
and externalizing symptoms than their children. The 
full sample CBCL scores do show clinical elevations 
on the internalizing scale (t = 66.5) and borderline 
elevations on the externalizing scale (t = 63.9). These 
scores are consistent with those of other clinically 
referred samples (e.g., Eeren et al., 2018; Kolko 
et al., 2011). A total of 942 Top Problems were 
coded, 457 for youth and 485 for caregivers. For 
youth, 51% of thed Top Problems were internalizing 
problems, 25% were externalizing problems, and 24% 
were other problems. For caregivers, 38% of the Top 
Problems were internalizing problems, 38% were 
externalizing problems, and 24% were other pro-
blems. Fourteen youth-caregiver dyads were missing 
coded data for the Top Problems.

Latent Profile Analysis

In order to identify subgroups of youths and caregivers 
based on discrepant reporting, CBCL and YSR 
Internalizing and Externalizing t-scores for youth- 
caregiver dyads were entered as indicator variables in 
a latent profile analysis. Multiple models were run, 
beginning with a 2-class model and running sequential 
iterations until the models no longer converged.

Based on the fit statistics and substantive theory, the 
4-class model was determined to be the best fitting 
model. The LMRT did not distinguish between any 
models as being a significantly better fit than the models 
with k – 1 classes, and thus other factors had to be 
considered when selecting the best fitting model. The 
4-class model was selected based on the number of cases 
in each class (i.e., no classes lower than 5% of the total 
sample), the improved entropy and fit (i.e., AIC and 
BIC) compared to the 3-class model, and the meaningful 
interpretability of the classes. Table 2 presents fit statis-
tics for other models considered.

The mean t-scores for the four indicator variables – 
CBCL Internalizing, CBCL Externalizing, YSR 
Internalizing, YSR Externalizing – were examined across 
each of the four classes to compare and name the classes 
(Table 1). Class 1 (9%) was identified as “Caregiver 
Internalizing” as this group contained caregivers who 
reported high internalizing symptoms while youths 
reported low internalizing and externalizing symptoms. 
Class 2 (45%) was identified as “Caregiver Internalizing 
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and Externalizing” as this group contained caregivers 
who reported high internalizing and externalizing symp-
toms while youths reported low internalizing and exter-
nalizing symptoms. Class 3 (7%) was identified as 
“Youth Internalizing” as this group contained youths 
who reported high internalizing symptoms while care-
givers reported low internalizing and externalizing 
symptoms. Class 4 (39%) was identified as “Caregiver 
and Youth Internalizing and Externalizing” as this 
group contained youths and caregivers who both 
reported high internalizing and externalizing symptoms. 
There were no significant differences among the classes 
(Table 1) across demographics (i.e., age, sex, and race/ 
ethnicity).

Overall, Classes 1 through 3 included dyads of care-
givers and youths with discrepant reporting. Classes 1 
and 2 included dyads in which caregivers reported sig-
nificantly more symptoms and Class 3 included dyads in 
which youths reported significantly more symptoms. 
Class 4 included dyads who agreed about elevated 
symptoms.

Treatment Outcomes

Clinical outcome trajectories for each LPA class – con-
trolling for treatment condition, age, and gender – are 
presented in Table 3 and Figure 1. Specifically, Table 3 
presents the parameters of interest from longitudinal 
multilevel models estimating outcomes for each latent 
class, while Figure 1 plots these trajectories from base-
line through 1 year after starting treatment. Emphasis is 
placed on within-group findings, and two sets of para-
meters in particular: (a) the coefficients and p-values of 
the log-linear slope terms, which test whether one 
group’s average rate of improvement was significantly 
greater than 0 (i.e., whether they showed any change); 

and (b) the model-implied 1-year score and change 
estimates, evaluated in terms of their original-scale 
properties (e.g., the Top Problems 0–10 scale represent-
ing “not a problem” to “a very big problem”) and in 
terms of reliable change (i.e., whether the change 
exceeds the standard error of the measure). Though 
not of primary interest, we also report between-group 
contrasts regarding which latent classes showed faster 
change than other classes across all outcome measures 
(see Table 3) and interpret these results where they are 
relevant. Below, we discuss the results for each class in 
turn.

Class 1 (“Caregiver Internalizing”)
perhaps unsurprisingly, began treatment with a very 
high level of caregiver-reported BPC Internalizing 
Problems at baseline. Class 1’s youth-reported inter-
nalizing problems were low at baseline, as were their 
externalizing problems per both informants. Of note, 
Class 1’s baseline Top Problems scores were elevated 
by both caregiver- and youth-reports, even though 
these youths had not reported these as elevated pro-
blems from a nomothetic perspective (i.e., YSR/BPC 
Internalizing or Externalizing Problems). The major-
ity of caregiver-reported Top Problems in this class 
were internalizing (66%); this was consistent with 
elevations in the nomothetic measure. Interestingly, 
youth also identified their top problems as primarily 
internalizing problems (68%) on the Top Problems 
assessment, as did their caregivers.

In terms of change over time, the weekly scales that 
were most elevated at baseline for Class 1 were also the 
ones that showed pronounced longitudinal improve-
ment: statistically significant and clinically reliable 
change was found for caregiver-reported internalizing 
problems and for caregiver- and youth-reported Top 

Table 1. Sample characteristics.

Characteristic Full Sample
Class 1 Caregiver 

Int

Class 2 
Caregiver 

Int and Ext
Class 3 

Youth Int
Class 4 

Caregiver and Youth Int and Ext

Total N (%) 174 16 (9%) 78 (45%) 12 (7%) 68 (39%)
Sex, female, n (%)* 53 (30.5) 4 (25) 27 (34.6) 3 (25) 19 (27.9)
Age, years, m (SD) 10.13 (1.78) 10.20 (1.66) 9.78 (1.76) 10.58 (1.73) 10.48 (1.76)
Race/Ethnicity*
Black, n (%) 17 (9.8) 1 (.3) 7 (9.0) 3 (25) 6 (9)
Asian, n (%) 6 (3.4) 0 3 (3.8) 1 (8.3) 2 (3.0)
Latino, n (%) 10 (5.7) 2 (12.5) 2 (2.6) 1 (8.3) 5 (7.5)
Multi-racial, n (%) 55 (32.2) 5 (31.3) 21 (26.9) 2 (16.7) 27 (40.3)
White, n (%) 77 (44.3) 6 (37.5) 44 (56.4) 4 (33.3) 23 (34.3)
Other, n (%) 6 (3.4) 1 (6.3) 1 (6.3) 1 (8.3) 3 (4.5)
Informant Gender, female, n (%) 160 (92.5) 14 (87.5) 73 (93.6) 11 (91.7) 62 (92.5)
CBCL Internalizing, m (SD) 66.51 (9.58) 69.27 (5.28) 69.32 (7.58) 47.33 (7.38) 66.07 (8.89)
CBCL Externalizing, m (SD) 63.87 (9.91) 45.33 (5.91) 65.74 (6.06) 49.25 (10.04) 68.75 (6.15)
YSR Internalizing, m (SD) 57.19 (11.74) 54.13 (9.48) 50.49 (9.68) 64.25 (11.19) 64.31 (9.66)
YSR Externalizing, m (SD) 50.83 (12.28) 37.13 (6.38) 42.54 (6.88) 58.75 (9.09) 62.16 (7.03)

Int = Internalizing, Ext = Externalizing. *Race/ethnicity and sex are missing for one youth.
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Problems; all other outcome trajectories were nonsigni-
ficant and did not exceed reliable change thresholds, 
most likely because these scores were already relatively 
low at baseline. In sum, Class 1’s results reveal a group of 
youths characterized at baseline by only one type of 
symptom elevation (internalizing) by only one infor-
mant (caregivers), but nevertheless showed significant 
elevations and subsequent improvements in their Top 
Problems areas by both informants, as well as substantial 
improvements in caregiver-reported internalizing 
problems.

Class 2 (“Caregiver Internalizing and Externalizing”)
began treatment with elevated levels of caregiver- 
reported BPC Internalizing and Externalizing 

Problems. Additionally, caregiver-reported Top 
Problems were elevated at baseline. Interestingly, 
although youths in Class 2 reported relatively low base-
line levels of internalizing and externalizing problems, 
youth-reported Top Problems scores were elevated at 
baseline. Some 42% of caregiver reported Top Problems 
were coded as internalizing problems, with 36% coded 
as externalizing. Over half of the Top Problems for 
youth in this class were coded as internalizing (53%), 
and fewer than a quarter were coded as externaliz-
ing (23%).

In terms of change over time, caregiver-reported BPC 
Internalizing and Externalizing Problems as well as Top 
Problems showed statistically significant and clinically 
reliable change over time, indicating significant 

Table 3. Intercept, slope, and 1-year model-implied score estimates for all outcome measures.
Intercept 

(Score at Baseline)
Linear Slope 

(Change Per Log-Day)
1-Year 

Estimate

Estimate p Higher Than Estimate p Faster Than Score Change

Caregiver-Reported Outcomes
BPC Int Problems

Class 1: Caregiver Int 7.74 <.001 C3 −0.96 <.001 C4 2.08 −5.65 †
Class 2: Caregiver Int-Ext 7.30 <.001 C3, C4 −0.82 <.001 C4 2.48 −4.81 †
Class 3: Youth Int 2.89 .051 . −0.29 .292 . 1.18 −1.72
Class 4: Caregiver-Youth Int-Ext 5.04 <.001 . −0.36 .002 . 2.91 −2.13

BPC Ext Problems
Class 1: Caregiver Int 1.80 .123 . −0.14 .520 . 0.95 −0.85
Class 2: Caregiver Int-Ext 7.22 <.001 C1, C3 −0.64 <.001 C1 3.42 −3.80 †
Class 3: Youth Int 4.26 .002 . −0.44 .104 . 1.66 −2.60
Class 4: Caregiver-Youth Int- Ext 6.99 <.001 C1 −0.45 <.001 . 4.33 −2.66

Top Problems
Class 1: Caregiver Int 8.54 <.001 . −0.93 <.001 . 3.06 −5.48 †
Class 2: Caregiver Int-Ext 9.12 <.001 . −0.84 <.001 . 4.16 −4.97 †
Class 3: Youth Int 7.06 <.001 . −0.48 .068 . 4.21 −2.85 †
Class 4: Caregiver-Youth Int-Ext 8.33 <.001 . −0.65 <.001 . 4.50 −3.84 †

Youth-Reported Outcomes
BPC Int Problems

Class 1: Caregiver Int 2.47 .027 . −0.26 .201 . 0.94 −1.53
Class 2: Caregiver Int-Ext 2.85 <.001 . −0.35 <.001 . 0.80 −2.04
Class 3: Youth Int 3.97 .002 . −0.59 .015 . 0.48 −3.50 †
Class 4: Caregiver-Youth Int-Ext 4.81 <.001 C2 −0.48 <.001 . 1.96 −2.85 †

BPC Ext Problems
Class 1: Caregiver Int 0.85 .318 . −0.09 .586 . 0.30 −0.55
Class 2: Caregiver Int-Ext 2.62 <.001 . −0.24 .003 . 1.22 −1.40
Class 3: Youth Int 2.62 .011 . −0.31 .148 . 0.82 −1.81
Class 4: Caregiver-Youth Int-Ext 4.66 <.001 C1, C2 −0.32 <.001 . 2.76 −1.89

Top Problems
Class 1: Caregiver Int 6.40 <.001 . −0.57 .020 . 3.05 −3.35 †
Class 2: Caregiver Int-Ext 7.30 <.001 . −0.88 <.001 C4 2.12 −5.19 †
Class 3: Youth Int 4.82 <.001 . −0.59 .030 . 1.36 −3.47 †
Class 4: Caregiver-Youth Int-Ext 6.88 <.001 . −0.58 <.001 . 3.48 −3.40 †

Int = Internalizing, Ext = Externalizing. †Clinically meaningful as defined by reliable change index (i.e., improvement is significantly greater than the standard 
error of the measure)

Table 2. Latent Profile Analysis fit statistics.
Fit Statistic 2-Class 3-Class 4-Class 5-Class

Log-likelihood −2590.81 −2575.02 −2561.67 −2548.64
BIC 5248.60 5186.04 5169.34 5153.28
AIC 5207.61 5242.80 5241.87 5241.58
Entropy 0.702 0.75 0.79 0.81
LMRT (p value) - 30.39 (0.211) 25.70 (0.261) 25.08 (0.099)

BIC = Bayesian Information Criterion, AIC = Akaike Information Criterion, LMRT = Lo, Mendell, Rubin Test.
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longitudinal improvement across multiple domains. 
However, for youth-reported symptoms, only the Top 
Problems showed both statistically significant and clini-
cally reliable change over time. Further, youths in Class 
2 reported significantly more improvement on their self- 
identified Top Problems compared with youths in Class 
4, a class identified by elevated levels of youth-reported 
internalizing and externalizing problems. In sum, the 
results for Class 2 show that a group of youths charac-
terized by discrepant caregiver and youth report at base-
line (i.e., caregivers reporting elevated symptoms but not 
youths) nevertheless showed significant elevations and 
subsequent improvements in their Top Problems areas 
per both informants.

Class 3 (“Youth Internalizing”)
began treatment with mildly elevated levels of caregiver- 
reported BPC Externalizing Problems and elevated levels 
of Top Problems at baseline; notably, this group did not 
have elevated levels of caregiver-reported BPC 
Internalizing Problems. Not surprisingly, Class 3’s youth- 
reported internalizing problems were elevated at baseline, 
but their self-reported Top Problems were not elevated. 

Overall, for youths in Class 3, caregivers reported elevated 
Externalizing and Top Problems while youths primarily 
reported internalizing problems at baseline. Interestingly, 
fewer than half of the Top Problems identified by youths 
in this class were coded as internalizing (43%), with an 
additional 26% coded as externalizing. Caregivers’ 
reported Top Problems were about equally coded as 
internalizing (32%) and externalizing (36%).

Looking at change over time, all caregiver-reported 
outcome trajectories were nonsignificant, with only 
caregiver-reported Top Problems crossing the threshold 
for reliable change. For youth-reported outcomes, BPC 
Internalization showed a statistically significant and reli-
able decrease over time, which would be expected given 
the youth-reported elevations at baseline. Surprisingly, 
youth-reported Top Problems also showed statistically 
significant and reliable decreases over time despite being 
only mildly elevated at baseline. Overall, Class 3, char-
acterized by baseline elevations in youth-reported inter-
nalization, showed significant elevations and subsequent 
improvements in youth-reported internalization pro-
blems and top problems, but no substantial improve-
ments for any caregiver-reported outcomes.

Figure 1. Trajectories of change in BPC Internalizing Problems, BPC Externalizing Problems, and mean Top Problem severity from 
baseline through 12-months post-baseline. *Log-linear slope is statistically significant at p<.05. † 1-year change estimate is clinically 
significant based on reliable change index.
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Class 4 (“Caregiver and Youth Internalizing and 
Externalizing”)
Perhaps unsurprisingly, they had elevated baseline levels of 
all symptoms for both caregiver- and youth-reported out-
comes. Generally, although youths in this class were char-
acterized by elevations across both internalizing and 
externalizing for both caregiver- and youth-report, the 
overall levels of those elevations were not significantly 
different from the other classes. In other words, although 
caregivers and youths agreed on elevation of symptoms, 
the overall severity of those elevated symptoms was not 
higher than other classes that have elevated symptoms. Any 
significant differences in baseline scores is consistent with 
expected direction of those differences given the character-
istics of the class. For example, Class 4’s (“Caregiver and 
Youth Internalizing and Externalizing”) caregiver-reported 
externalizing is significantly higher than Class 1’s 
(“Caregiver Internalizing”) caregiver-reported externaliz-
ing. Notably, youths in Class 4 did not report significantly 
higher Top Problems compared to the other classes. For 
youths in Class 4, 45% of identified Top Problems were 
classified as internalizing, and 33% were classified as exter-
nalizing. However, for caregivers in Class 4, only 27% of 
The Top Problems were classified as internalizing, with 
48% classified as externalizing.

In terms of change over time, statistically significant 
improvement with clinically reliable change was found 
for both caregiver- and youth-reported Top Problems 
and for youth-reported BPC Internalizing problems; all 
other outcome trajectories were nonsignificant and did 
not exceed reliable change thresholds. Overall, results 
for Class 4, a group characterized by youth and caregiver 
agreement on elevated baseline symptoms, showed reli-
able improvements in multi-informant top problems 
and youth-reported internalization problems, despite 
having baseline elevations on internalizing and externa-
lizing problems per both informants.

Patterns in Treatment Outcomes. Although there were 
specific patterns of treatment outcomes within each 
class, overarching patterns across classes could be iden-
tified (Table 4). Specifically, when there was disagree-
ment about internalizing symptoms at baseline with 
either caregivers reporting higher symptoms (Classes 1 
and 2) or youths reporting higher symptoms (Class 3), 
clinically significant changes were only found for the 
reporter who reported higher symptoms. In other 
words, if a youth reported elevated internalizing symp-
toms at baseline but their caregiver did not; then, only 
the youth’s report would indicate clinically reliable 
change in internalizing symptoms over time. There 
were clinically reliable changes for youth-reported Top 
Problems for all four classes and for three of the four 

classes for caregiver-reported Top Problems. There was 
no clinically significant change in youth-reported exter-
nalizing symptoms found for any class. This was the 
only outcome to show no clinically significant change 
in any class.

Discussion

Previous research has established that caregivers and 
their children often report different levels of youth men-
tal health symptoms (De Los Reyes et al., 2015), but less 
is known about what these discrepancies might predict 
about treatment outcomes. The present study uses latent 
profile analysis (LPA) to explore if patterns of discrepant 
reporting between caregivers and youths predicted treat-
ment outcomes. To date, our study is one of the first to 
use the LPA-approach to examine the relationship 
between patterns in discrepant reporting of internalizing 
and externalizing symptoms and treatment outcomes in 
an outpatient youth sample. In addition, our study is 
unique as we explore differential outcomes using both 
caregiver and youth rating on idiographic (i.e., Top 
Problems Assessment) and nomothetic (i.e., internaliz-
ing and externalizing) methods of symptom measure-
ment. Overall, findings demonstrated that treatment 
outcomes reported by both caregivers and youths dif-
fered across subgroups and across measurement types. 
These findings provided interesting implications for 
clinical interpretation of measures and methods for 
symptom measurement.

When applying LPA to baseline caregiver- and youth- 
rated internalizing and externalizing symptoms, a four- 
class model emerged as the best fitting model for the 
caregiver-youth dyads. The classes were defined by those 
who reported elevations in internalizing and externaliz-
ing symptoms. The four subgroups identified were as 
follows: Class 1 “Caregiver Internalizing,” Class 2 
“Caregiver Internalizing and Externalizing,” Class 3 
“Youth Internalizing,” and Class 4 “Caregiver and 
Youth Internalizing and Externalizing.”

We found that youth and caregiver-reported out-
comes varied across classes. For youths in Class 1 
(“Caregiver Internalizing”) and Class 2 (“Caregiver 
Internalizing and Externalizing”), symptom improve-
ments corresponded to baseline elevations. For example, 
Class 1 caregivers reported elevated internalizing symp-
toms and Top Problems at baseline and improvements 
in these areas over time. Interestingly, youths in both 
classes reported elevated baseline Top Problem scores 
despite reporting non-elevated levels of internalizing 
and externalizing problems on the nomothetic assess-
ments, and they reported significant decreases in these 
Top Problem scores throughout treatment. 
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Interestingly, in both classes, over half of the youth- 
reported Top Problems were internalizing problems. 
This may suggest that despite the lack of clinical eleva-
tions on nomothetic measures of internalizing symp-
toms, youths may be experiencing specific internalizing 
problems that are not being detected as clinically ele-
vated by nomothetic measures. Findings for Class 1 and 
Class 2 highlight the importance of using both idio-
graphic and nomothetic approaches for symptom mea-
surement. Thus, both approaches can offer clinically 
useful information, with sensitivity for detecting levels 
of, and changes in, youth emotional and behavioral 
problems.

Class 3 (“Youth Internalizing”) was characterized by 
elevated youth-reported internalizing problems at base-
line which decreased over time. Although Class 3 youths 
reported internalizing problems at baseline, they 
reported lower Top Problem scores than youths from 
all other classes. It is possible that youths with interna-
lizing problems view their self-reported Top Problems 
through a lens distorted by depression or anxiety (e.g., 
“My problems aren’t as big as others”). However, it is 
also possible that the relative severity of problems for 
youth in this class was actually lower than for their peers, 
despite the clinical elevation of internalizing symptoms. 
Interestingly, this is the only class in which youth had 
higher ratings on the standardized measures than their 
caregivers. This may indicate that the problems that 
these youths face are isolated to one context (e.g., social 
anxiety at school, but not at home), specifically a context 
in which caregivers are not present (Deros et al., 2018; 
De Los Reyes et al., 2015). Given that these problems 
could be isolated to one context, they may not be as 
pervasive or disruptive. Thus, youths in Class 3 report 
lower Top Problems compared to youth in other classes 
who may experience problems across multiple contexts. 
Despite only mild baseline elevations, youth Top 
Problem scores significantly decreased over time. This 
finding underscores the importance of monitoring pro-
gress in outcome areas that are clinically of interest even 
when they are not significantly elevated at baseline, 

particularly when the clinician has a hypothesis as to 
why a youth might be underreporting.

Also, contrary to expectations, Class 3 caregivers did 
not report elevated internalizing symptoms for their 
children, but instead reported mildly elevated externa-
lizing symptoms. One explanation for this discrepancy is 
that these caregivers may have interpreted behavioral 
outcomes of emotional problems (e.g., irritability) as 
externalizing problems (e.g., aggression, disobedience). 
However, we might then expect decreases in caregiver- 
reported externalizing symptoms as youth-reported 
internalizing problems decrease, which we did not 
find. Alternatively, this discrepancy may also relate to 
parents only observing youth in one context (i.e., home), 
whereas the youth is reporting on experiences across 
multiple contexts (i.e., home, school, extra-curricular). 
In this case, some externalizing behaviors at home may 
elevate the parent reports, but if these problems are not 
consistent across contexts the youth may not report 
elevated externalizing behaviors (De Los Reyes et al., 
2015). Further, if treatment was focused on the elevated 
internalizing symptoms reported by youth in Class 3, the 
mildly elevated externalized problems reported by care-
givers may not have been addressed and thus persist 
after treatment. Overall, findings for Class 3 suggest 
that when youths report elevated internalizing symp-
toms but caregivers do not track youth-reported symp-
toms, in addition to caregiver-reported symptoms, is 
essential for monitoring treatment progress.

Results for Class 4 (“Caregiver and Youth 
Internalizing and Externalizing”) were also unexpected. 
While caregiver-youth agreement generally predicts bet-
ter treatment outcomes (Humphreys et al., 2017; Israel 
et al., 2007), in the present study, the group character-
ized by high agreement fared the worst during treat-
ment. This difference in findings in the present study 
may be partially due to the marked variation in youth 
presenting concerns, problems targeted by treatment, 
and treatment procedures used; in some previous stu-
dies all youth were selected for having similar presenting 
problems (e.g., PTSD) and received the same treatment 

Table 4. Summary of treatment outcome findings by class.

Class 1 
Caregiver Internalizing

Class 2 
Caregiver Internalizing 

and Externalizing
Class 3 

Youth Internalizing

Class 4 
Caregiver and Youth Internalizing 

and Externalizing

Caregiver Internalizing ● ●
Caregiver Externalizing ●
Caregiver Top Problems ● ● ●
Youth Internalizing ● ●
Youth Externalizing
Youth Top Problems ● ● ● ●

Shaded cells indicate elevated baseline scores on CBCL/YSR internalizing and externalizing scales (not applicable for Top Problems); ● indicates statistically 
significant and clinically reliable change on Top Problems and on Brief Problems Checklist internalizing and externalizing scales.
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(see Humphreys et al., 2017). Additionally, previous 
studies examined only the level of caregiver-youth 
agreement but not the direction of the agreement (i.e., 
youth-high, parent-high vs. youth-low, parent-low). 
One previous study using similar methods found that 
a group of youths and caregivers who agreed on high 
internalizing symptoms had less favorable outcomes 
than youths and caregivers who agreed on low interna-
lizing symptoms (Makol et al., 2019). Thus, this sub-
group of caregivers and youths who agree on elevated 
symptoms may represent a unique population for whom 
more intensive services are needed. Of note, although 
there was agreement about symptom elevations in all 
areas, Class 4 caregivers and youths generally did not 
report greater symptom severity than other classes with 
elevated symptoms, so poorer treatment response 
should not be attributed to Class 4 youths having more 
acute symptoms at baseline. Further, although results 
from other classes in which elevated symptoms at base-
line improve over time may be interpreted as regression 
to the mean, the lack of a decrease in elevated scores for 
Class 4 suggests that findings may represent more than 
regression to the mean.

Another interesting pattern emerged when looking at 
results across all classes. Youth-reported externalizing 
symptoms were the only outcome to show no clinical 
improvement across any class. This may be partly attri-
butable to the low baseline scores on youth-reported 
externalizing symptoms for three of the four classes. 
These low baseline scores may limit the ability to detect 
changes in externalizing symptoms over time. However, 
youths in Class 4 were the exception, as they reported 
significantly higher baseline externalizing symptoms 
compared to youths in other classes, but they also 
showed no clinically significant change. Interestingly, 
youths in Class 4 were the only youths with self- 
reported comorbid internalizing problems, which has 
previously been shown to enhance treatment outcomes 
(Ollendick et al., 2016). Also, as noted discussed above, 
Class 4 was the only class that demonstrated youth- 
caregiver agreement in symptom reporting, which may 
be an indicator of less favorable outcomes for some 
youths (Makol et al., 2019). Youths in Class 4 did show 
clinically significant changes in youth-reported interna-
lizing symptoms which may indicate that their treat-
ment focused on these symptoms rather than their 
externalizing symptoms. Further research is needed, 
particularly into effects of different treatments, for this 
unique group of youth with comorbid symptoms.

Beyond class differences in outcomes, our study high-
lights the importance of using both nomothetic and idio-
graphic measures. Differences in elevation scores and types 
of problems identified (i.e., internalizing vs. externalizing) 

between our idiographic measure (Top Problems) and our 
nomothetic measure (Brief Problem Checklist) indicate the 
utility of including various types of assessment measures to 
evaluate behavioral and emotional issues. For example, 
although youth in Class 1 (Caregiver Internalizing) and 
Class 2 (Caregiver Internalizing and Caregiver 
Externalizing) may not have reached clinical levels based 
on their responses to items on nomothetic measures, they 
endorsed elevated levels when rating self-identified problems 
via the Top Problem Assessments. Some problems that were 
especially important to the youth may not have been ade-
quately captured via the nomothetic measures. For example, 
youths in Class 3 (Youth Internalizing) reported clinically 
elevated internalizing problems on the nomothetic measures, 
but fewer than half of their self-identified top problems were 
internalizing. These self-identified problems likely aided in 
identifying targets for treatment and provided a means of 
tracking treatment progress for youths without baseline clin-
ical elevations on nomothetic measures. Idiographic mea-
sures not only provide a different way of capturing clinically 
relevant information but may also elicit responses that fall 
outside of what nomothetic measures may identify as 
a clinical need. Additionally, for three of the four classes, 
both caregivers and youth indicated significant improvement 
on their Top Problems. This suggests that although there are 
discrepant reports from a nomothetic measure of symptoms, 
there may be significantly more agreement when using more 
idiographic measures of youth behavioral and emotional 
problems. Future research is required to delineate what con-
tributes to discrepant reporting between idiographic and 
nomothetic measures.

Although the present study contributes to an emerging 
field in the youth treatment literature, several limitations 
exist. First, due to small within-group sample sizes, we had 
limited power to detect differences between groups (e.g., 
demographics) or to investigate questions concerning 
which treatment conditions worked best for whom. 
Replicating these analyses with large, diverse samples 
would improve the generalizability of our findings. 
Additionally, the idiographic Top Problem Assessment 
may pull in for high baseline ratings due to the nature of 
asking treatment-seeking families which issues they would 
like to work on at intake. Thus, top problems may artificially 
inflate the probability of change over time. However, idio-
graphic measures may also identify problems not captured 
on nomothetic measures and the personalized nature of the 
Top Problems measure fits current recommendations for 
evidence-based assessment of emotional and behavioral 
functioning (Youngstrom et al., 2017). Finally, we show 
that there are some limitations with respect to change scores 
and the associated reliable change index for a measuring 
change over time. Change scores face some of the same 
interpretative issues that arise for difference scores (see, 
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Cronbach & Furby, 1970). Thus, it is useful to note that our 
use of this approach to assess estimated changes in symp-
toms from baseline to 1-year is complemented by slope 
estimates and related significance testing, in addition to 
multiple informants and measures. Of note, the consistency 
between reliable change indicators and significant slopes in 
our results underscores the clinical and statistical significance 
of the observed patterns of change.

Despite these limitations, the present study expands 
on the extant literature with important

implications for both researchers and clinicians. 
Although previous literature suggests that discrepant 
reporting between caregivers and adolescents in inpati-
ent settings may predict negative treatment characteris-
tics such as longer periods of hospitalization and 
prescription of antipsychotics (Makol et al., 2019), our 
study suggests that in clinical samples certain patterns of 
discrepant reporting between caregivers and youths can 
predict positive treatment outcomes. Knowing that these 
patterns of discrepancy predict treatment outcome, clin-
icians could have a better understanding of anticipated 
response to treatment which they could monitor over 
time to understand whether treatment is progressing as 
expected. Additionally, it may provide them with insight 
into which youths and families may need more intensive 
engagement and services to ensure both youths and 
families are benefiting from treatment. Future research 
should identify these patterns of discrepancy at baseline 
and apply various engagement strategies (e.g., psychoe-
ducation, expectation setting; Lindsey et al., 2014) or 
varying intensity of services to determine if treatment 
outcomes can be improved for youths and families who 
may be at higher risk of poor response to treatment. 
Future research should also examine reasons for discre-
pant reporting and whether those reasons are addressed 
in treatment. Convergence of discrepant reporting over 
time could be explored to determine if it may indicate 
positive impacts from treatment. Replication of these 
findings is key to disentangle these differences and 
ensure that our results are not sample-specific and can 
be generalized.
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