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Abstract 

For over a century, the occurrence of dissociative symptoms in connection to traumatic exposure has been acknowledged in 

the scientific literature. Recently, the importance of dissociation has also been recognized in the long-term traumatic 

response within the DSM-5 nomenclature. Several studies have confirmed the existence of the dissociative posttraumatic 

stress disorder (PTSD) subtype. However, there is a lack of studies investigating latent profiles of PTSD solely in victims 

with PTSD. Purpose and method. The current study investigates the possible presence of PTSD subtypes using latent class 

analysis (LCA) across two distinct trauma samples meeting caseness for DSM-5 PTSD based on self-reports (N = 787). 

Moreover, we assessed if a number of risk factors resulted in an increased probability of membership in a dissociative 

compared to a non-dissociative PTSD class. Results. The results of LCA revealed a two-class solution with two highly 

symptomatic classes: a dissociative and a non-dissociative class across both samples. Increased emotion-focused coping 

increased the probability of individuals being grouped into the dissociative class across both samples. Social support 

reduced the probability of individuals being grouped into the dissociative class but only in the victims of motor vehicle 

accidents (MVA) suffering from whiplash. Conclusions. The results are discussed in light of their clinical implications and 

suggest that the dissociative subtype can be identified in victims of incest and victims of MVA suffering from whiplash 

meeting caseness for DSM-5 PTSD. 
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For over a century, the occurrence of dissociative symptoms in connection to traumatic exposure has been 

acknowledged in the scientific literature [1]. Dissociation can be defined as “an experienced loss of information or control 

over mental processes that, under normal circumstances, are available to conscious awareness, self-attribution, or control, in 

relation to the individual’s age and cognitive development” (p. 251) [2]. Numerous studies have found an association 

between dissociation and both acute and long-term posttraumatic stress symptoms across multiple forms of traumatic 

exposures [2-5]. The importance of dissociation in response to trauma was first formally recognized in relation to the early 

traumatic stress response with the introduction of acute stress disorder in the fourth edition of the Diagnostic and Statistical 

Manual of Mental Disorders (DSM-IV) [6]. More recently the importance of dissociation has also been recognized in 

longer-term traumatic responding [7]. Indeed, the DSM-5 PTSD diagnosis has undergone several revisions including the 

addition of two dissociative symptoms of depersonalization and derealization; culminating in a dissociative subtype.  

 Recently a growing body of latent profile analytic (LPA) studies investigating the existence of the dissociative 

PTSD subtype and associated covariates have started to emerge [8-14]. In general, studies have identified three to five 

profiles of individuals; one of which supports the existence of the dissociative PTSD subtype (6 % to 30 %). The majority 

of prior studies have been based on relatively homogenous trauma samples within interpersonal violence [8, 9, 12-14], with 

one study utilizing a sample of trauma-exposed college students [10] and another using a community sample [11]; note that 

the specific type of traumatic exposure was not specified in the latter study. Importantly, the majority of the studies 

investigated PTSD subtypes using DSM-IV criteria [8-10, 12-14] despite the dissociative subtype being a unique feature 

within the DSM-5. Moreover, the majority of the studies included participants with and without PTSD according to the 

DSM-IV [8-10, 12, 14] with estimated prevalence rates ranging from 12% to 90%. Notably, both Blevins et al. [10] and 

Wolf et al. [14] yielded similar classifications using their total samples and samples restricted to those meeting PTSD 

criteria. However, these subsamples were rather small (N = 123-206) compared to the number of indicators (20-27). Indeed, 

only Frewen et al. [11] used a DSM-5 measurement of PTSD (i.e. PTSD Checklist: [15]) and included only victims meeting 

cut-off scores for a probable PTSD diagnosis. In contrast to previous dissociative PTSD subtype studies, Frewen et al. [11] 

identified two dissociative subtypes of which one was a highly symptomatic and the other more moderately symptomatic. 

However, the use of cutoff scores in this regard allows for a greater diversity in participants as it is possible to meet the cut-

off scores for DSM-5 PTSD caseness without meeting the diagnostic criteria for each symptom cluster.  
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As argued by Hansen, Armour and Elklit [16] it is possible that the latent structure of posttraumatic stress 

symptoms may differ in clinical samples compared to mixed samples. Indeed, the latent structure of PTSD has been found 

to differ in veterans with and without PTSD [17].There is therefore a need for research investigating whether a dissociative 

PTSD subtype is also evident in relation to DSM-5 criteria within a wider range of trauma samples meeting caseness for 

DSM-5 PTSD. This is important for clinical practice as preliminary research suggests that dissociative symptoms can affect 

the success of PTSD treatments and thus there is utility in the identification of dissociative symptoms in victims of 

traumatic exposure with clinical levels of PTSD [18]. Thus subsequent to identifying the presence of a dissociative subtype 

it is also important to ascertain which characteristics may or may not increase the risk of developing dissociative PTSD 

compared to non-dissociative PTSD so that preventive measures and early treatment can be facilitated. Indeed, several 

studies have investigated and identified covariates associated with the dissociative PTSD subtype [8-14].  

The aims of the present study were twofold. The first aim was to investigate the existence of a dissociative PTSD 

subtype using LCA across two distinct trauma samples meeting caseness for DSM-5 PTSD based on self-report. The two 

trauma samples were victims of incest and victims of traffic accidents suffering from whiplash. To the best of our 

knowledge dissociative PTSD has not previously been investigated following these specific forms of traumatic exposure. 

Based on the existing research, we expected to find at least one dissociative subtype marked by both severe PTSD and 

dissociative symptoms in addition to intermediate symptomatic classes but no low symptomatic class due to the 

symptomatic nature of the sample. The second aim was to investigate covariates associated with the identified PTSD 

profiles. These covariates were selected based on previously reported LPA PTSD research, and research linking these 

factors to posttraumatic stress symptoms and dissociation [5, 19-26]. The selected covariates were sex, age, social support, 

coping style and attachment patterns. We expected that female sex, younger age, attachment anxiety, lack of social support, 

emotional coping, and the lack of rational coping would increase the risk of membership to the most symptomatic class; 

perhaps the dissociative PTSD subtype. 

Method 

Participants 

Participants meeting the diagnostic criteria for DSM-5 PTSD from two separate samples were assessed in the current 

study. All necessary permissions for conducting this study, according to Danish Law, were obtained. 
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Sample 1. Traffic accidents victims. The first sample comprised victims exposed to road traffic accidents on 

average 62 months prior to participating in the study and suffering from whiplash recruited through the Danish Society for 

Polio, Traffic and Accident Victims (N = 1664) (see Elklit & Shevlin [27] for further details). All members of the society 

were contacted via post and were asked to complete the enclosed questionnaires. Five hundred and twelve (31.2 %) 

participants met the PTSD DSM-5 criteria. 

 Sample 2. Incest victims. The second sample comprised victims of incest recruited through four Danish Incest 

support centers (N = 503) (see Elklit, Christiansen, Palic, Karsberg, & Eriksen [28] for further details). The centers serve as 

outpatient units and are intended for individuals who were sexually abused in childhood. All individuals receiving therapy 

at the centers were asked to complete questionnaires, which informed the subsequent therapy planning. A total of 357 (70.6 

%) participants met the PTSD DSM-5 criteria. 

Measures 

DSM-5 PTSD symptoms. In accordance with Hansen, Hyland, Armour, Shevlin and Elklit [29] we assessed 

DSM-5 PTSD symptoms with items from the Harvard Trauma Questionnaire Part IV (HTQ; [30]). Furthermore, we added 

items from the revised Trauma Symptom Checklist (TSC; [31, 32]) to assess dissociative symptoms and the E2 criterion 

(see table 1).  

[PLEASE INSERT TABLE 1 HERE] 

The HTQ comprises 31-items designed to assess DSM-IV PTSD symptoms and more general posttraumatic stress 

symptoms. Answers are rated on a four-point Likert-type scale (1 = not at all, to 4 = all the time). Although designed to 

reflect the DSM-IV, the additional items in the HTQ largely reflect the newly introduced PTSD symptoms in the DSM-5. 

The TSC measures general psychological distress rated on a four-point Likert scale (1 = never, 4 = always). The TSC 

originally comprised 33 items; however, Elklit [32] added two more items. As shown in table 1 the TSC was used to 

measure the E2 criterion and the two dissociative symptoms in the dissociative subtype (i.e. derealization and 

depersonalization). The Danish version of the HTQ and the TSC has been used in a wide range of trauma populations with 

reports of good reliability and validity [33, 32]. Cronbach alpha values (α) were satisfactory for the HTQ (α = .85-.86) and 

the TSC (α = .87-.89) total scores across the two samples. The diagnostic DSM-5 criteria for PTSD are met if the 

participants endorse at least 1 symptom of intrusion, 1 symptom of avoidance, 2 symptoms of negative cognitions and 
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mood, and two arousal symptoms, all indicated by item scores > 3 on the HTQ or the TSC for the E2 symptoms as done 

originally in relation to the DSM-IV.  

Covariates. The following covariates were assessed across both samples. 

 Perceived social support was assessed using the Danish version of the Crisis Support Scale (CSS; [34]) which is 

comprised of seven items rated on a 7-point Likert-type scale (1= never, to 7= always (7) on the first six items, and 1= very 

unsatisfied, to 7= very satisfied on the last item). The CSS has been shown to have good reliability and validity [34, 35]. 

The Cronbach’s alpha value was satisfactory (total score = .71-.79). 

The revised Danish version of the Coping Styles Questionnaire (CSQ; [36]) was used to assess rational, emotion-

focused, avoidant, and detached coping with 37 items rated on a 4-point Likert-type scale (1= never to 4= always; [37]). . 

The Danish CSQ has been shown to have good reliability and validity [37]. The reliability coefficients in the current study 

were satisfactory for rational and emotion-focused coping (α = .76-.84) in both samples, but not for avoidant (α = .59-.65) 

and detached coping (α = .60-.67), which were excluded from further analysis. 

Attachment style was assessed as attachment anxiety and avoidance using the Revised Adult Attachment Scale 

(RAAS; [38, 39]). The RAAS consists of 18 items rated on a 5-point Likert-type scale (1 = not at all characteristic of me to 

4 = very characteristic of me) with high scores indicating a negative view of self and others, respectively. The RAAS has 

good validity and reliability with test-retest correlations between .52 and .71 [39]. Cronbach’s alpha values in the present 

study were satisfactory for the anxiety subscale (.73-.83), but not the avoidance subscale (.59-.69), which was excluded 

from further analysis. 

Missing Data 

The overall amount of missing data was low (1.2% - 2.2%) across the two samples. Prior to any analyses, we 

excluded participants who had more than 30% of missing values on any one scale or were missing age or sex (36 victims of 

MVA suffering from whiplash; 46 victims of incest). The remaining missing data were accounted for using the EM 

procedure in SPSS 22. This resulted in the effective sample size of 476 whiplash survivors and 311 incest survivors. 

Data analysis 
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We conducted latent class analyses (LCAs) to identify underlying latent profiles of PTSD and dissociative 

symptom endorsements, corresponding to DSM-5 criteria. All PTSD and dissociation indicators were binary coded prior to 

the analysis. Latent class models comprising between 1 and 6 classes were specified separately for the two samples. Models 

were subsequently compared across a variety of fit indices; the Akaike Information Criteria (AIC), the Bayesian 

Information Criteria (BIC), the sample size-adjusted BIC (SSABIC), Entropy, and the Lo-Mendell-Rubin-Adjusted 

likelihood ratio (LMR-A) test. Following established guidelines, models displaying lower values of the AIC, BIC, and 

SSABIC are deemed indicative of superior fitting models [40-42]. Raftery [43] highlighted that a model with a 10-point 

lower BIC value has a 150:1 likelihood to be the better fitting model. Higher entropy values approaching 1 are deemed to 

indicate clearer participant classification across profiles. In addition, a non-significant LMR-A value indicates that a 

solution with one less class may be the more optimal solution for the data. In deciding which model was optimal, further 

consideration of the parsimony and the substantive meaning of the resultant solutions are required [41]. Chi-square tests for 

independence were used to examine the significant differences between the resulting classes in the endorsement of the 

PTSD and dissociation indicators. 

Finally, using the optimal model, we used the three-step approach [44] for conducting the binary logistic regression 

in order to examine the risk factors for the latent class membership. In the first step, the optimal LCA model is fitted as 

described above. The second step involves assigning participants to their most likely class based on the posterior 

distribution of the latent class variable. In the third step, the binary logistic regression model was fitted, where the covariates 

were included as predictors of the latent classes, taking into account the error associated with categorizing individuals into 

their most likely class. All models were estimated using the robust maximum likelihood estimator in Mplus 7.3 [45]. 

Results 

Table 2 shows descriptive statistics for the whiplash and incest samples. 

[Please insert Table 2 here] 

Latent Class Analysis  
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LCAs utilized the 19 indicators of PTSD (one indicator combined B4 & B5) and two indicators from TSC to 

represent depersonalization and derealization. For each sample, models were compared based on the above mentioned fit 

indices. Table 3 shows the results for the Whiplash sample. The BIC value was the lowest for the 2-class solution. The 

values of AIC and SSABIC kept decreasing, but the decrements after the 2-class solution were relatively small. The LMR-A  

test suggested that the 3-class solution may be optimal, but upon the visual inspection of the 3-class model and the lower 

BIC value we opted for the more parsimonious 2-class solution with clearly delineated and meaningful classes. 

 [Please insert Table 3 here] 

Figure 1 shows the probabilities of endorsing the PTSD and dissociation indicators in the two classes of the 

Whiplash sample. Based on the posterior probabilities, 62.6% (n = 298) of participants were categorized into the non-

dissociative PTSD class and 37.4% (n = 178) were categorized into the dissociative PTSD class. The pattern of endorsing 

the PTSD items was very similar in both classes with the lowest scores on E2 (reckless or self-destructive behavior), but the 

probability of endorsing the two dissociative items of depersonalization and derealization was higher in the dissociative 

PTSD group. Chi-square tests showed that for the whiplash sample there were significant (p < .05) associations between 

class membership and endorsement of all the PTSD and dissociation indicators, except for the endorsement of E5 (difficulty 

concentrating; p = 1.000). The pattern of the results was the same across all significant associations; individuals in the 

dissociative class were more likely than the non-dissociative class to endorse the symptoms. Effect sizes were small to large 

(phi = -.11 to -.55). 

 

 [Please insert Figure 1 here] 

Table 3 also shows the results of the LCAs for the incest sample. The BIC value was the lowest for the 2-class 

solution. The values of SSABIC and AIC were decreasing up to the 5-class solution, but the decrements were small after the 

2-class model. The LMR-A test was significant only for the 2-class solution, which was selected as optimal.  

Based on the posterior probabilities, 55.4% (n = 172) of incest survivors were categorized into the non-dissociative 

PTSD class and 44.6% (n = 139) were categorized into the dissociative PTSD class. The probabilities of endorsing the 
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PTSD and dissociation items in the two classes of the incest sample are presented in Figure 2. The pattern of endorsing the 

PTSD items was similar in both classes with the lowest scores on E2 (reckless or self-destructive behavior), but the 

probability of endorsing the two dissociative items of depersonalization and derealization was higher in the dissociative 

PTSD group. Chi-square tests showed that for the incest sample there were significant  (p < .05) associations between class 

membership and endorsement of all the PTSD and dissociation indicators, except for the endorsement of C1 (efforts to 

avoid thoughts, p = .349), D1 (trauma related amnesia; p = .371), and  E1 (irritability/anger; p = .059). The pattern of the 

results was the same across all significant associations; individuals in the dissociative class were more likely than the non-

dissociative class to endorse the symptoms. Effect sizes were small to large (phi = -.18 to -.52). 

[Please insert Figure 2 here] 

Binary logistic regression 

The results of the binary logistic regression for the whiplash sample and the incest sample are presented in Table 4. 

Emotion-focused coping style was a significant risk factor for membership in the dissociative PTSD class relative to the 

non-dissociative PTSD class in both samples. Specifically, for each one point increase on the measure of emotion-focused 

coping victims were (1.45 and 1.31 times) more likely to be in the dissociative PTSD class across both samples. 

Furthermore, rational coping styles were found to be a significant risk factor for membership in the dissociative PTSD class 

in the incest sample. This was unexpected and thus additional analyses were performed. Independent samples t-tests and 

Pearson’s correlation analyses showed that there were no significant difference (t(309) = 0.66, p = .510) or correlation (r = -

.04, p = .510) between the groups and rational coping. Furthermore, rational coping was not significantly associated with 

PTSD severity (r = -.07, p = .201). Combined this suggests that the results of the binary logistic regression analysis in 

relation to rational coping was likely to be a statistical artefact and not to be trusted. Finally, social support was found to be 

a protective factor against membership of the dissociative PTSD class in the whiplash sample; for each one point increase 

on the social support scale, individuals were less likely to be in the dissociative PTSD class relative to the non-dissociative 

PTSD class. 

[Please insert Table 4 here] 

Discussion 
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To the best of our knowledge the current study is the first study to investigate 1) the existence of a possible 

dissociative PTSD subtype and 2) associated covariates in two distinct trauma samples of victims of incest and victims of 

MVA suffering from whiplash meeting caseness for DSM-5 PTSD. The first aim was investigated using LCA and the 

second aim was investigated using binary logistic regression analyses. The LCA favored a two-class solution in both 

samples with two highly symptomatic PTSD classes termed dissociative PTSD and non-dissociative PTSD. The dissociative 

PTSD class had overall significantly higher scores on PTSD severity with especially higher scores on the two dissociative 

items compared to the non-dissociative PTSD class in both samples. Furthermore, the dissociative subtype had significantly 

higher probability of symptom endorsement on all PTSD symptoms and dissociative symptoms across both samples except 

for the E5 criterion in the whiplash sample and the C1, E1, and D1 criteria in the incest sample where no significant 

differences were identified. Furthermore, both classes scored very low on the E2 criterion of reckless and self-destructive 

behavior in the two samples. Secondly, the results of binary logistic regression analyses identified emotion-focused coping 

as a risk factor which increased the probability of membership in the dissociative PTSD classes compared to the reference 

group (non-dissociative PTSD) across both samples. Additionally, social support was identified as a protective factor 

against membership of the dissociative PTSD class in the whiplash sample only. 

The results of LCAs yielded further support in accordance with the DSM-5 criteria for the existence of a distinct 

dissociative PTSD class and a non-dissociative PTSD class in victims meeting caseness for self-reported PTSD. Contrary to 

previous studies, we did not identify any low symptomatic class or intermediate symptomatic classes. The lack of an 

identification of a low symptomatic class was expected due to the clinical nature of our sample compared to previous 

research, whereas the lack of intermediate classes is more likely to be attributed to the use of LCA. LCA uses less 

information per indicator compared to LPA as LCA uses binary data whereas LPA uses continuous data. There will 

therefore naturally be more information and thus a greater spread of scores per item using LPA compared to LCA, which 

makes it easier to differentiate between individuals and thus results in a greater number of cases.  

Furthermore, we found a higher estimated prevalence rate of dissociative PTSD (i.e. 37.4 – 44.6 %) than the ones 

identified in previous LPA studies (i.e. 6-30 %) [8-14]. This is likely to be attributed to the highly symptomatic nature of the 

samples used in the current study. Higher estimated prevalence rates of dissociative PTSD have a tendency to be found 

within clinical samples compared to nonclinical samples [10, 11, 13]. To the best of our knowledge the current study and 
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the Frewen et al. [11] are the only studies assessing PTSD subtypes in samples meeting caseness for PTSD using DSM-5 

criteria. Contrary to Frewen et al. [11] we identified only one dissociative subtype. This difference may be attributed to the 

fact that Frewen et al. [11] used cut-off scores rather than diagnostic criteria to select participants with PTSD. Thus, as 

stated by Frewen et al. [11] their study focused more on cases with at least moderate PTSD symptoms rather than a possible 

PTSD diagnosis. This could potentially mean that the individuals in the Frewen et al. [11] study had a bigger spread on 

PTSD symptom constellations and thus less similar profiles than we found using diagnostic criteria. The difference may 

also be due to the use of different statistical analyses. We used LCA, whereas Frewen et al. [11] used LPA. Finally, the 

difference between the current study and the existing research in dissociative PTSD may also be attributed to the fact that a 

higher proportion of the PTSD cases in both the whiplash and the incest samples may correspond to chronic PTSD cases 

than the samples included in previous research. Indeed, several years have passed since the traumatic exposure within the 

current two samples. 

Interestingly all the identified classes in the current study scored low on the E2 criterion for reckless or self-

destructive behavior. Although this is in accordance with the Miller et al. [46] and Liu et al. [47] studies which both show 

that the E2 criterion appears not to be a good marker of PTSD (i.e. the E2 criterion has rather low loadings on its 

corresponding factor across the different investigated models), the results of the current study should be interpreted with 

caution in relation to the E2 criterion. Of note the results may be related to how we assessed the E2 criterion as we were 

only able to assess the E2 criterion in a rather specific manner. According to the DSM-5 the E2 criterion concerns both 

reckless and self-destructive behavior. However, we only assessed a specific form of self-destructive behavior (i.e. self-

harm) rather than general reckless behavior. At the same time, our measurement of the E2 criterion is further limited by the 

fact that our measure of self-harm required intent or self-awareness to self-harm which is not required by the E2 criterion. 

Hence the results should be interpreted with caution in relation to the E2 criterion. In a similar vein, the three symptoms of 

negative cognitions and mood (D2, D4, and D7) were assessed rather specific compared to the broader description stated by 

the DSM-5. Finally, we also assessed physiological and psychological reactivity to reminders of the traumatic event (the B4 

and B5 criteria) with only one item. Although, emotional and physiological reactivity are found to be highly correlated and 

difficult to separate in clinical practice [48] it cannot be ruled out that this could have affected the results. Furthermore, 

dissociation was assessed with only two items. It is questionable whether such a complex phenomenon as dissociation can 

be captured using two single items, however, the specific two items used in this study do measure depersonalization and 
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derealization as specified in the DSM-5 (APA, 2013). Despite these weaknesses connected to our measurement of PTSD 

symptoms, we argue that it is better to seek to test the latent structure of PTSD using criteria that bare close resemblance to 

the DSM-5 criteria rather than the DSM-IV criteria as done in most of the existing studies. At the same time, although not a 

perfect measure for the DSM-5 the combined HTQ and TSC do create symptomatology that is covered by the DSM-5. 

In assessing covariates associated with probability of belonging to dissociative PTSD classes we found in both 

samples that the use of emotion-focused coping significantly increased the probability of dissociative class membership in 

both samples. This is not surprising as emotion-focused coping has been found positively associated with both dissociation 

and PTSD [21, 24]. Furthermore, it has been argued that many coping measures including emotion-focused coping may 

confound with an emotional outcome and thus also explain the strong association between PSTD severity and emotion-

focused coping [24, 49]. However, emotion-focused coping was not a particularly strong risk factor for membership of the 

dissociative PTSD class, which suggests that stronger risk factors need to be identified. In accordance with previous 

research [24-25] showing that social support is negatively associated with both PTSD and dissociation, social support 

significantly reduced the risk of dissociative PTSD class membership in the whiplash sample. However, social support was 

not a significant protective factor of dissociative PTSD in the incest sample. This difference in the results between the 

samples is likely to reflect differences in the nature of the traumatic exposure. Incest often involves the betrayal by someone 

the victim knows and at the same time victims of incest are often threatened into silence, which unfortunately can make 

victims of incest less likely to both have and use supportive social networks. Indeed, studies show that negative perceptions 

and lack of social support can increase PTSD severity in victims of incest [28] 

The results of the current study have several clinical implications. Combined with the growing body of research in 

this area the results suggest that PTSD subtypes do exist. Furthermore, the results of the current study suggest that when 

assessing PTSD subtypes in victims meeting caseness for DSM-5 PTSD according to self-report only two subtypes are 

identified as specified by the DSM-5: a non-dissociative PTSD class and a dissociative PTSD class. As mentioned, 

preliminary research already suggested that dissociative symptoms can affect the success of PTSD treatments [18] but not 

all [50], thus it is important that clinicians screen for the dissociative subtype and plan treatment accordingly. Although, our 

measurement of the E2 criterion only measures a specific part of the E2 criterion, the results are in accordance with previous 

research suggesting that the E2 criterion may not be a particularly good marker of PTSD [46-47]. This suggests that 
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clinicians should be aware of the possibility that victims suffering from PTSD may be less likely to display this symptom 

Additionally, the results of the current study are interesting in light of the situation that the field of psychotraumatology will 

be facing the release of the ICD-11 PTSD diagnostic criteria in 2017 [51]. Indeed, two standard diagnostic nomenclatures 

with rather different descriptions of the same disorder will then exist. In contrary to the DSM-5 PTSD diagnostic criteria, 

the proposed diagnostic criteria for ICD-11 PTSD include only six symptoms belonging to three clusters (i.e. re-

experiencing, avoidance, and excessive hypervigilance or an enhanced startle reaction [51]). Several studies across multiple 

trauma samples have provided support for the ICD-11 proposals [52-54]. However, dissociation is not described as a 

symptom for proposed ICD-11 PTSD diagnosis but instead dissociative symptoms are included in the proposed description 

of complex PTSD. Thus there is a risk of overlooking important symptoms relying solely on the ICD-11 PTSD criteria 

which may in return complicate treatment. Future research is needed to shed more light on this. 

Limitations 

The present study has several limitations. Firstly, the PTSD symptoms were not assessed using a validated DSM-5 

PTSD measurement. Of note, we used a DSM-IV PTSD self-report measurement (the HTQ) and a single item from the TSC 

to assess DSM-5 PTSD. Secondly, two single items from the TSC were used to measure dissociation, the B4 and the B5 

criterion were assessed with one item, and the E2, D2, D4, and D7 criterion were assessed rather specific. The specific items 

on the HTQ and the TSC bare very close resemblance with the DSM-5 PTSD criteria and should constitute a PTSD 

symptomatology that should be covered by the DSM-5. However, potential bias connected to using these measurements 

cannot be ruled out. Thirdly, although the samples were distinct trauma samples it is still unknown whether the results can 

be generalized beyond the Danish context. Finally, unfortunately we were unable to control for the effect of time. Thus, it is 

unknown if the results can be generalized to samples of less chronical nature.  

Conclusion 

The current study is the first study to investigate latent classes of DSM-5 PTSD diagnosis in two samples of victims 

of distinct traumatic exposures meeting caseness for DSM-5 PTSD based on self-report. We found support for a two class 

solution with a dissociative PTSD class and a non-dissociative PTSD class. Further research is needed to investigate latent 

profiles and classes of PTSD in victims suffering from PTSD, but the current study suggests that the dissociative PTSD 

subtype can also be clearly identified in victims of incest and victims of MVA suffering from whiplash and meeting 

caseness for DSM-5 PTSD.  
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Table 1 

 Item mapping for DSM-5 PTSD symptoms 

DSM-5 Symptoms of PTSD HTQ and TSC items 

B1. Intrusive thoughts HTQ1 Recurrent thoughts or memories of the most hurtful or terrifying 

events 

B2. Distressing dreams HTQ3 Recurrent nightmares 

B3. Dissociate reactions HTQ2 Feeling as though the event is happening again 

B4/5. Emotional reactivity and 

physiological reactivity 

HTQ16 Sudden emotional or physical reaction when reminded of the 

most hurtful or traumatic events 

C1. Efforts to avoid thoughts HTQ15 Avoiding thought or feelings associated with the traumatic or 

hurtful events 

C2. Efforts to avoid reminders HTQ11 Avoiding activities that remind you of the traumatic or hurtful 

event 

D1. Trauma related amnesia HTQ12 Inability to remember parts of the most hurtful or traumatic events 

D2. Negative beliefs about oneself HTQ14 Feeling as if you don’t have a future 

D3. Self-blame HTQ19 Blaming yourself for the things that have happened 

D4. Negative emotional state HTQ23 Feeling ashamed of the hurtful or traumatic events that have 

happened to you/ HTQ21. Feeling guilty for having survived/ 

HTQ31. feeling guilty for not doing anything or not doing enough 

D5. Diminished interest in activities  HTQ13 Less interest in daily activities 

D6. Detachment HTQ4 Feeling detached or withdrawn from people 

D7. Inability to feel positive emotions HTQ5 Unable to show emotions 

E1. Irritability/anger HTQ10 Feeling irritable or having outburst of anger 

E2. Reckless or self-destructive 

behavior. 

TSC21 Do you want to harm yourself physically? 

E3. Hypervigilance HTQ9 Feeling on guard 

E4. Exaggerated startle response HTQ 6 Feeling jumpy and easily startled 

E5. Difficulty concentrating HTQ7 Difficulty concentrating 

E6. Sleep disturbance  HTQ8 Trouble sleeping 

Depersonalization TSC32 Do you sometimes feel as you are outside your body? 

Derealization TSC30 Do you have a sense of unreality? 

Note. HTQ (Harvard Trauma Questionnaire), TSC (Trauma Symptom Checklist). PTSD symptoms are assessed with the 

HTQ in accordance with Hansen et al. (29). 
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Table 2 

Descriptive statistics and class comparisons for the whiplash and incest samples 

 

Whiplash total 

sample 

 

 

(M±SD) 

Whiplash 

Dissociative 

PTSD class 

 

(M±SD) 

Whiplash Non-

dissociative 

PTSD class 

(M±SD) 

Incest total 

sample 

 

 

(M±SD) 

Incest 

Dissociative 

PTSD class 

 

(M±SD) 

Incest Non-

dissociative 

PTSD class 

 

(M±SD) 

Age 43.57±10.35 43.00±9.48 43.89±10.82 35.90±10.98 35.93±11.47 35.87±10.61 

Male sex (n; %) 106; 22.27% 42; 24.28% 64; 21.12% 38; 12.22% 13; 9.42% 25; 14.45% 

PTSD severity 

(HTQ) 

12.29±2.62 14.73±1.70 10.89±1.93** 13.69±2.78 16.08±1.39 11.78±2.03** 

Dissociation 

severity (TSC) 

0.60±0.78 1.26±0.06 0.22±0.52** 0.85±0.83 1.28±0.81 0.50±0.68** 

Rational coping 

(CSQ) 

26.39±4.74 25.61±4.69 26.84±4.72* 23.90±4.87 24.10±4.76 23.73±4.97 

Emotional 

coping (CSQ) 

22.63±5.36 26.53±4.68 20.40±4.37** 26.30±5.30 28.71±4.69 24.37±4.97** 

Social support 

(CSS) 

27.00±8.37 23.60±8.20 28.93±7.84** 12.08±6.07 12.04±6.04 12.11±6.12 

Attachment 

anxiety (RAAS) 

15.63±6.10 18.35±6.22 14.08±5.46** 21.02±5.19 22.01±5.06 20.22±5.18* 

Note. Harvard trauma questionnaire (HTQ), Trauma Symptom Checklist (TSC), Coping style Questionnaire (CSQ), Crisis 

Support Scale (CSS), and Revised Adult Attachment Scales (RAAS), values for each class are based on the most likely 

class membership (Whiplash dissociative n = 173; Whiplash non-dissociative n = 303; Incest dissociative n = 138; Incest 

non-dissociative n = 173). PTSD and dissociation scores reflect the mean number of positively endorsed items. Bold font in 

each line indicates a significant difference between the Dissociative and Non-dissociative PTSD class within each sample 

based on a two-tailed independent samples t-test (* p < .01; ** p < .001). 
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Table 3 

Fit indices for the latent class models for the whiplash and the incest sample 

Whiplash sample 

 

Classes AIC BIC SSABIC Entropy 

LMR-A 

(p-value) 

1 10061.756 10149.230 10082.578 - - 

2 9629.903 9809.016 9672.539 0.758 472.371 

(0.0000) 

3 9562.200 9832.952 9626.651 0.720 110.885 

(0.0425) 

4 9530.356 9892.747 9616.622 0.764 75.289 

(0.1455) 

5 9501.465 9955.496 9609.545 0.720 73.507 

(0.7749) 

6 9479.009 10024.679 9608.903 0.760 65.970 

(0.5388) 

Incest sample 

 

Classes AIC BIC SSABIC Entropy 

LMR-A 

(p-value) 

1 6976.303 7054.838 6988.234 - - 

2 6729.934 6890.745 6754.365 0.714 288.087 

(0.0000) 

3 6689.700 6932.786 6726.629 0.705 83.573 

(0.4021) 

4 6663.435 6988.797 6712.864 0.784 69.712 

(0.2460) 

5 6639.490 7047.127 6701.418 0.786 67.412 

(0.4241) 

6* - - - - - 

Note. AIC = Akaike information criterion; BIC = Bayesian Information Criterion; SSABIC = sample size adjusted Bayesian 

information criterion; LMR-A (p-value) = Lo-Mendel-Rubin-Adjusted likelihood ratio test value and associated 

significance level [2 Times the Loglikelihood Difference]. Non-convergence of the 6-class model indicated the extraction of 

too many classes. Bold font indicates the optimal model. 
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Table 4 

Odds ratios (95% confidence intervals) for risk factors for membership in the dissociative PTSD class relative to the non-

dissociative PTSD class for the whiplash and incest samples 

 Whiplash Incest sample 

Predictors Dissociative class Dissociative class 

Age 0.999 (0.970-1.029) 1.011 (0.976-1.047) 

Rational coping 1.040 (0.971-1.114) 1.092 (1.018-1.172)* 

Emotional coping 1.425 (1.299-1.562)** 1.313 (1.176-1.465)** 

Social support 0.945 (0.899-0.992)* 1.031 (0.974-1.092) 

Attachment anxiety 1.051 (0.989-1.117) 1.048 (0.969-1.134) 

Male sex  1.172 (0.583-2.356) 0.563 (0.199-1.592) 

Note. * p < .05; ** p < .001  
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Figure 1 

Profile plot of the 2-class model for the whiplash sample 
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Figure 2 

Profile plot of the 2-class model for the incest sample 
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