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a b s t r a c t

The present study investigated symptom relations between two highly comorbid disorders – posttrau-
matic stress disorder (PTSD) and generalized anxiety disorder (GAD) – by exploring their underlying
dimensions. Based on theory and prior empirical research it was expected that the dysphoria factor of
PTSD would be more highly related to GAD. As part of a longitudinal project of mental health among
Ohio National Guard Soldiers, 1266 subjects were administered the Posttraumatic Stress Disorder
Checklist (PCL) and Generalized Anxiety Disorder-7 scale (GAD-7). Confirmatory factor analyses (CFAs)
were conducted to examine two models of PTSD and to determine which PTSD factors were more related
to the GAD factor. The results indicate that the GAD factor was significantly more highly correlated with
PTSD's dysphoria factor than with all other PTSD factors, including PTSD's reexperiencing factor,
avoidance factor, and hyperarousal factor. Results indicate GAD was not significantly more highly
correlated with numbing than most other factors of PTSD. The results are consistent with prior research.
Implications of the results are discussed in regards to PTSD in DSM-5, comorbidity and diagnostic
specificity.

& 2015 Elsevier Ireland Ltd. All rights reserved.

1. Introduction

Posttraumatic stress disorder (PTSD) often co-occurs with other
psychopathology. According to a large-scale epidemiological study,
88% of individuals with PTSD report at least one other mental
disorder (Kessler et al., 1995). PTSD is most comorbid with mood,
anxiety and substance use disorders (Kessler et al., 1995). PTSD's
comorbidity with generalized anxiety disorder (GAD) is as high as
15% and 17% in women and men, respectively. However, little is
known about potential mechanisms that account for these comor-
bidity rates between PTSD and GAD. The present study explored
this issue by analyzing the underlying dimensions of PTSD to
assess for shared components between PTSD and GAD symptoms.

1.1. PTSD's factor structure

The underlying dimensionality (or, factor structure) of PTSD has
been widely investigated. Using confirmatory factor analysis (CFA),
research has largely investigated three-factor (American Psych-
iatric Association, 2000), four-factor (King et al., 1998; Simms et al.,
2002) and five-factor models (Elhai et al., 2011a). The three-factor
DSM-IV model categorized PTSD into three symptom clusters:
reexperiencing, effortful avoidance and emotional numbing, and
hyperarousal. Although this model is well researched, it is not
supported in the literature (reviewed in Elhai and Palmieri, 2011;
Yufik and Simms, 2010).

King et al. (1998) introduced the four-factor emotional numb-
ing model as an alternative model. This model was founded on
empirical support to suggest that the avoidance and numbing
construct was better represented as two distinct factors
(Asmundson et al., 2004; Foa et al., 1995). Empirical support for
this model has been demonstrated in the extant literature
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(reviewed in Elhai and Palmieri, 2011). The emotional numbing
model was used as the basis for the new DSM-5 model and will
thus be utilized as one of the models in the present analyses.

Another four-factor model supported in the literature is the
dysphoria model (Simms et al., 2002). For the dysphoria model, in
addition to partitioning out the avoidance and numbing factors,
three hyperarousal symptoms are combined with numbing symp-
toms to create a dysphoria factor. This model is founded on theory
suggesting that distress/dysphoria is an underlying component of
mood and anxiety disorders (Watson, 2005). A meta analysis
demonstrated that the dysphoria model has slightly better fit than
the numbing model (Yufik and Simms, 2010). Adaptations and
extensions of the dysphoria model are now being considered as
well such as the dysphoric arousal model (Elhai et al., 2011a). This
model further differentiates the dysphoria and arousal factors into
three factors of numbing, dysphoric arousal and anxious arousal.
The Anhedonia model, a further extension of the dysphoric arousal
model, has also recently been introduced using DSM-5 data that
distinguishes the numbing cluster into negative affect and anhe-
donia symptom clusters (Liu et al., 2014).

1.2. GAD's factor structure

Under less debate is the factor structure of GAD. We utilized the
GAD-7 to investigate the factor structure for GAD. The GAD-7 is a
short, self-report questionnaire assessing for GAD symptoms
(Spitzer et al., 2006). Several studies indicate a one-factor solution
(Dear et al., 2011; Löwe et al., 2008; Spitzer et al., 2006),
demonstrating that GAD symptoms as measured by the GAD-7
represent a unidimensional construct. Although one study demon-
strated the GAD-7 as having more than one factor (Kertz et al.,
2013) it will be conceptualized uni-dimensionally in the present
study as most prior research supports a one-factor solution (Dear
et al., 2011; Löwe et al., 2008; Mills et al., 2014; Ryan et al., 2013;
Spitzer et al., 2006).

1.3. PTSD and GAD comorbidity

It has been proposed that the high comorbidity rates between
PTSD and other psychopathology may be due to their shared
symptoms (Spitzer et al., 2007). If PTSD contained only diagnostic
components and symptoms specific to PTSD (rather than symp-
toms overlapping with other mood and anxiety disorders), per-
haps these rates would decline. However, despite removing such
overlapping symptoms in various mood and anxiety disorders, the
same comorbidity rates for PTSD remain (Elhai et al., 2008;
Grubaugh et al., 2010). Given these results, more investigations
regarding the high comorbidity between PTSD and GAD were
needed using alternative methods.

One possible explanation for PTSD's comorbidity is the com-
mon underlying dimensions theory (reviewed in Watson, 2005,
2009). Under this framework, PTSD's comorbidity with mood and
anxiety disorders is attributed to a specific underlying component:
emotional distress and dysphoria. Distress and dysphoria are
distinct yet similar constructs; distress is represented broadly by
subjective negative affect; dysphoria involves more specific dis-
tressing feelings of depression-related affect. It would thus be
expected that in contrast to other symptom dimensions of PTSD, a
dysphoria factor, which contains both dysphoric and distress
components, would demonstrate more of a link to mood and
anxiety disorders.

This theory has yielded somewhat mixed findings within the
PTSD literature. Whereas some studies have demonstrated that
PTSD's dysphoria items are more related to external measures of
emotional distress (Biehn et al., 2013; Elhai et al., 2011b; Forbes
et al., 2010; Gros et al., 2012), other studies have not yielded this

finding (Forbes et al., 2012; Marshall et al., 2010; Miller et al.,
2010). Despite the mixed findings, one study has specifically
examined the relation between PTSD's dysphoria with GAD
(Grant et al., 2008). The results indicated that a GAD factor was
more highly correlated with PTSD's dysphoria factor than the
other factors of PTSD. One study tested the dysphoria model after
controlling for GAD and found that the variance attributed to GAD
was localized in the reexperiencing, hyperarousal and dysphoria
factors (Armour et al., 2011). Given the high comorbidity rates
between PTSD and GAD, further investigations are warranted.
Additionally, when latent factors are used, as opposed to measur-
ing dysphoria and distress as total scores, dysphoria almost always
uniquely predicts emotional distress.

There are several explanations for the mixed findings regarding
dysphoria's specificity to other mood and anxiety disorders. For
example, Forbes et al. (2012) used relatively diffuse rather than
disorder-specific measures of emotional distress in addition to
exploring the relationships using the latent factors of several
mental disorders. Additionally, Miller et al. (2013) used a measure
of PTSD that has demonstrated inflated prevalence rates, poten-
tially confounding the findings. And finally, Marshall et al. (2010)
attempted specifically to link PTSD's factors to a general distress
component by using items from two separate measures of anxiety
and depression. The present study attempted to improve on
previous methodology by specifically measuring GAD symptoms
as the distress dimension. Using this methodology, dysphoria
almost always predicts the distress dimension being assessed
(Biehn et al., 2013; Contractor et al., 2014).

1.4. Study aims and hypotheses

We explored the underlying structure of PTSD and GAD
symptoms while also examining relations between the two con-
structs as part of a longitudinal study of mental health among Ohio
National Guard soldiers. The project began prior to the release of
DSM-5, thus limiting us to utilize DSM-IV data. Two latent models
of PTSD that are most highly supported in the literature were used
to explore comorbidity: the dysphoria model (Simms et al., 2002)
and the emotional numbing model (King et al., 1998). Specifically,
we hypothesized that the GAD factor would be more related to
PTSD's dysphoria and numbing factors than to PTSD's reexperien-
cing, avoidance and hyperarousal factors. This is based on theory
suggesting a dysphoria component underlies the mood and
anxiety disorders in addition to categorizing PTSD and GAD as
mood and anxiety disorders (Watson, 2005, 2009) and on prior
empiricism (Grant et al., 2008).

It is important to examine PTSD's relations with other disorders
given the high comorbidity rates between PTSD and other dis-
orders. We used a disorder-specific measure of distress (GAD) for
more precise measurement. Considering that some investigations
of comorbidity using latent factors have demonstrated that a
dysphoria component explains the relationship between PTSD
and other mood/anxiety disorders, we expected to find similar
results for GAD in our study as well. Unique to our study is that we
modeled GAD in relation to PTSD's dysphoria specifically as a
distress variable, which is how it is conceptualized according to
Watson (2005, 2009).

2. Methods

2.1. Procedure and participants

The present study was part of a prospective longitudinal study of mental health
among members of Ohio National Guard Members serving between July 2008 and
February 2009, with a valid mailing address, invited to participate in a telephone
survey consisting of self-report (non-diagnostic) measures (Calabrese et al., 2011).
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Specifically there were 12,225 members with a valid mailing address invited to
participate in the telephone interview; 345 individuals without an address were
excluded because they could not be contacted.

Among potential subjects, 1013 (8.3%) declined to participate, 1130 (10.1%) did not
have a telephone number listed with the Guard, and 3568 (31.8%) did not have a valid
or working telephone number. Among the remaining 6514 potential subjects (58.1%),
the following exclusion criteria were applied: 187 (2.8%) based on age eligibility
restrictions (e.g. under 18 years-old), 1364 (20.9%) declined to participate, 31 (0.4%)
for having English language or hearing deficits, and 2316 (35.5%) for not being
contacted before the cohort was closed to new recruitment, resulting in 2616
subjects. One subject was excluded for missing more than six items on the GAD-7,
resulting in 2615 subjects. Finally, only subjects who reported a deployment-related
trauma were included, resulting in an effective sample size of 1266.

Study enrollment began in November 2008 and concluded in November 2009.
The National Guard Bureau, Office of Human Research Protections of the U.S. Army
Medical Research and Materiel Command and institution review boards of
University Hospitals Case Medical Center, University of Toledo and Columbia
University approved the study. Written informed consent was waived and verbal
consent by phone was approved.

2.2. Instrumentation

2.2.1. Computer-assisted telephone interview (CATI)
Trained professionals at the survey research firm Abt SRBI, Inc., conducted

CATIs for all subjects. Demographic and mental health functioning data were
obtained using standardized measures.

2.2.2. Posttraumatic Stress Disorder Checklist – Specific Stress Version (PCL-S)
The PCL-S (Weathers et al., 1993) is a self-report measure assessing for severity

of PTSD symptoms, mapping onto DSM-IV diagnostic criteria for PTSD. Ratings are
indicated on a five-point Likert-type scale (1¼“Not at all” to 5¼“Extremely”). The
presence of symptoms occurring since the self-identified worst military trauma
was assessed. Coefficient alpha for the self-administered PCL is in the 0.90 s,
demonstrating good internal consistency (McDonald and Calhoun, 2010); it was
0.95 in our sample. Test–retest reliability for the PCL is high (0.96) in Vietnam
veterans (McDonald and Calhoun, 2010). The PCL correlates highly with other self-
report measures of PTSD (e.g. Mississippi Scale for Combat Related PTSD, r¼0.85
and r¼0.93) and clinician administered interviews (e.g., Clinician Administered
PTSD Scale, r¼0.79) demonstrating good validity (McDonald and Calhoun, 2010).
Comparable reliability (Cronbach's alpha¼0.95) has been demonstrated for the lay-
administered PCL (Prescott et al., 2014). Participants were instructed to rate PTSD
symptoms based on their most distressing military traumatic event.

2.2.3. The Generalized Anxiety Disorder 7-item (GAD-7) Scale
The GAD-7 (Spitzer et al., 2006) is a self-report measure assessing for potential

presence of GAD and severity of symptoms. Ratings are indicated on a four-point
Likert-type scale (0¼“Not at all” to 3¼“Nearly every day”). In addition, subjects are
asked to indicate how difficult the problems have made it for them to work, take care
of things at home or get along with others. We assessed for lifetime symptomotology.
The self-report version of the GAD-7 demonstrates good test–retest reliability
(intraclass correlation¼0.83) (Spitzer et al., 2006). Cronbach's alpha was reported
as 0.92, demonstrating good internal consistency (Spitzer et al., 2006); alpha was 0.85
in our sample. Adequate reliability (Cronbach's alpha¼0.72) has also been demon-
strated for the lay-administered GAD-7 (Prescott et al., 2014). High correlations
between the GAD-7 and both the Beck Anxiety Inventory (r¼0.72) and the GAD and
the anxiety subscale of the Symptom Checklist-90 (r¼0.74) demonstrate the measure
has good convergent validity (Spitzer et al., 2006).

2.2.4. Deployment Risk and Resilience Inventory (DRRI)
The DRRI (King et al., 2006) is a 14-dimension measure to assess for a variety of

military experiences that have mental health implications. In the present study this
measure was used to identify traumatic experiences of the subjects. The measure
demonstrates good internal consistency, with alpha's ranging from 0.82 to 0.89 on
the 14 dimensions.

2.3. Analysis

Nominal amounts of missing data were found from the PCL (1.8%) and the GAD-7
(0%). We used maximum likelihood procedures to estimate missing parameters for
item-level PCL data. A few PCL and GAD-7 items had skewness and kurtosis values
greater than 2, indicating a non-normal univariate distribution. In addition, Mardia's
test for multivariate skewness and kurtosis indicated a non-normal multivariate
distribution (po0.001).

Confirmatory factor analyses were conducted using Mplus 7.1 software. We
used intercorrelated rather than higher order models because of significant
challenges and limitations regarding higher order PTSD models (Yufik and
Simms, 2010). Error covariances were fixed to zero. Factor variances were fixed
to 1 to scale factors within each model. All tests were two-tailed, with alpha set to

0.05. The following goodness of fit indices were obtained and reported below: the
comparative fit index (CFI), Tucker Lewis Index (TLI), root mean square error of
approximation (RMSEA) and standardized root mean square residual (SRMR).
According to Hu and Bentler (1999), models fitting very well (statistics indicating
adequate fit are in parentheses) are indicated by CFI and TLIZ0.95 (0.90–0.94),
RMSEAr0.06 (0.07–0.08) and SRMRr0.08 (0.09–0.10).

CFA analyses for the PCL were conducted using maximum likelihood estimation
with a mean-adjusted chi-square (MLM), given the observed non-normality.
Specifically the Satorra–Bentler chi-square value was obtained, as this is robust
to non-normality (Satorra and Bentler, 2001). Specifically, five CFAs were conducted
to examine: the dysphoria model, emotional numbing model, GAD model, and two
combined models (dysphoria and GAD; and emotional numbing and GAD). Items
on the PCL and the GAD-7 were treated as continuous variables. To examine the
PTSD dysphoria model, PCL items 1–5 were specified to load onto the re-
experiencing factor, items 6 and 7 on the avoidance factor, items 8–15 on the
dysphoria factor and items 16 and 17 on the hyperarousal factor. To examine the
emotional numbing model, PCL items 1–5 were specified to load onto the re-
experiencing factor, items 6 and 7 on the avoidance factor, items 8–12 on the
numbing factor and items 13–17 on the hyperarousal factor. To examine the GAD
model, all items were specified to load onto one GAD factor. Finally, to examine the
combined models, all factors were allowed to correlate.

Wald chi-square tests of parameter constraints were used to test the null hypothesis
that the difference between two correlations would be zero. Alpha was set to 0.01 to
control for Type I error across these analyses. We examined if the GAD factor was more
related to PTSD's dysphoria and numbing factors than to other PTSD factors.

3. Results

3.1. Effective sample characteristics

Subjects averaged 33 years old (S.D.¼8.81), ranging from 18 to
60. Most were male (n¼1144, 90.4%). Subjects primarily identified
as Caucasian (n¼1127, 89.0%) or African-American (n¼81, 6.4%)
and only 16 (1.3%) subjects identified as Hispanic. The majority
reported a high school diploma or equivalent (n¼1260, 99.5%). In
addition, many had attended some college/technical training
(n¼636, 50.2%) or graduated from college (n¼243, 19.2%). Sub-
jects reported working primarily full-time (n¼873, 69.0%), part-
time (n¼103, 8.1%), being unemployed (n¼185, 14.6) or student
status (n¼80, 6.3%). Household income was $20,000 or less for 84
subjects (6.6%), between $20,001 and $40,000 for 276 subjects
(21.8%), $40,001 and $60,000 for 311 subjects (24.6%), $60,001 and
$80,000 for 236 subjects (18.6%) and more than $80,000 for 333
subjects (26.3%). On average, subjects served 12.7 years in the
service (S.D.¼7.81). All participants had been deployed at least
once (M¼2.02, S.D.¼1.76).

The majority of subjects reported their most recent deployment
being in support of Operation Iraqi Freedom or Operation Endur-
ing Freedom (n¼742, 58.6%). In addition, there were 503 subjects
(39.7%) whose most recent deployment was as an area of non-
conflict (e.g. training accidents, non-deployment related assaults).
Per the DRRI, exposure to combat was the most prevalent trau-
matic event experienced (n¼999, 78.9%), followed by sudden and
unexpected death of a loved one or close friend (n¼874, 69.0%),
witnessing someone being killed or injured (n¼968, 55.1%) and
finally witnessing severe human suffering (n¼598, 47.2%).

PCL scores averaged 29.86 (S.D.¼14.60). GAD-7 scores averaged
4.44 (S.D.¼5.18). According to a diagnostic algorithm proposed by
Cook et al. (2003), in which the presence of at least one reexper-
iencing, three avoidance/numbing and two hyperarousal symp-
toms are rated 3 or higher, 16.27% of the sample would likely meet
a PTSD diagnosis. Since modeling the full dimensionality of PTSD
symptoms, we did not restrict our sample to only individuals with
a PTSD diagnosis. A GAD-7 cutoff score of 15 or greater demon-
strates maximum sensitivity and specificity in detecting presence
of a GAD diagnosis (Spitzer et al., 2006). Accordingly, 6.6% of the
sample would likely meet a GAD diagnosis. Finally, of the subset of
the sample with a likely PTSD diagnosis, 23.8% would likely also
meet diagnosis for comorbid GAD.
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3.2. CFA results

CFA results from PTSD's dysphoria model, S–B χ2(113, N¼
1266)¼569.500, po0.001, CFI¼0.945, TLI¼0.934, RMSEA¼0.056
(CI¼0.052–0.061), SRMR¼0.034, and PTSD's emotional numbing
model of PTSD indicated good model fit, S–B χ2(113, N¼1266)
¼566.633, po0.001, CFI¼0.946, TLI¼0.934, RMSEA¼0.056
(CI¼0.052–0.061), SRMR¼0.036. Additionally, CFA results from the
GAD model indicated a good fit, S–B χ2(14, N¼1266)¼96.806,
po0.001, CFI¼0.956, TLI¼0.934, RMSEA¼0.068 (CI¼0.056–0.082),
SRMR¼0.034.

CFA results for the combined GAD and dysphoria model are
indicative of a well-fitting model, S–B χ2(242, N¼1266)¼970.974,
po0.001, CFI¼0.939, TLI¼0.931, RMSEA¼0.049 (C.I.¼0.046–0.052),
SRMR¼0.037. Finally, results for the combined GAD and emotional
numbing model are indicative of a well fitting model, S–B χ2(242,
N¼1266)¼964.611, po0.001, CFI¼0.940, TLI¼0.931, RMSEA¼0.049
(C.I.¼0.045–0.052), SRMR¼0.038. See Table 1 for individual factor
loadings.

3.3. Wald's chi square test results

For the dysphoria model, Wald's chi-square tests demonstrated
that the GAD factor was significantly more highly correlated with
PTSD's dysphoria factor (r¼0.60) than with all other PTSD factors,
including PTSD's reexperiencing factor (r¼0.51), χ2(1)¼18.41,
po0.001, avoidance factor (r¼0.51), χ2(1)¼12.82, po0.001, and
hyperarousal factor (r¼0.49), χ2(1)¼18.26, po0.001. Utilizing the
emotional numbing model factors, the correlations with GAD
severity for the numbing and hyperarousal factors were statisti-
cally significantly different, χ2(1)¼5.66, p¼0.017; the GAD factor
was significantly more highly correlated with the hyperarousal
factor (r¼0.60) than the numbing factor (r¼0.55). Additionally,
the GAD factor was not significantly more highly correlated with
the numbing factor (r¼0.55) than the reexperiencing factor

(r¼0.51), χ2(1)¼3.01, p¼0.08 or avoidance factor (r¼0.51),
χ2(1)¼2.58, p¼0.10. See Table 2 for correlations among factors.

4. Discussion

We investigated the mechanism by which PTSD and GAD symp-
toms are most related, as a means of ultimately understanding PTSD's
comorbidity with other anxiety and mood disorders. Specifically, we
examined whether the PTSD–GAD relationship could be accounted for
by PTSD's dysphoria factor or numbing factor. We found that an
underlying GAD factor was significantly more related to PTSD's
dysphoria factor than to other PTSD factors, but the same did not
hold true however for the numbing factor. One caveat we acknowl-
edge is that although the dysphoria factor was statistically significantly
correlated more with GAD than the other PTSD factors, the other

Table 1
Standardized factor loadings for the dysphoria and GAD models.

Standardized factor loadings

D EN GAD D/GAD EN/GAD

PCL items
1. Intrusive thoughts 0.841 0.842 – 0.841 0.842
2. Nightmares 0.836 0.835 – 0.836 0.835
3. Reliving trauma 0.800 0.800 – 0.800 0.800
4. Emotional cued reactivity 0.816 0.817 – 0.817 0.817
5. Physiological cued reactivity 0.804 0.804 – 0.804 0.804
6. Avoidance of thoughts 0.827 0.826 – 0.827 0.826
7. Avoidance of reminders 0.823 0.825 – 0.823 0.825
8. Trauma-related amnesia 0.503 0.500 – 0.502 0.500
9. Loss of interest 0.786 0.819 – 0.785 0.819
10. Feeling detached 0.845 0.903 – 0.844 0.903
11. Feeling numb 0.795 0.829 – 0.794 0.829
12. Hopelessness 0.585 0.581 – 0.586 0.582
13. Difficulty sleeping 0.759 0.797 – 0.759 0.795
14. Irritable/angry 0.815 0.835 – 0.816 0.836
15. Difficulty concentrating 0.813 0.821 – 0.815 0.822
16. Overly alert 0.845 0.721 – 0.845 0.720
17. Easily startled 0.875 0.739 – 0.875 0.738

GAD-7 items
1. Nervousness, anxiousness – – 0.702 0.702 0.701
2. Inability to control the worry – – 0.752 0.740 0.740
3. Worry about different things – – 0.752 0.740 0.740
4. Inability to relax – – 0.728 0.733 0.733
5. Restlessness – – 0.582 0.587 0.588
6. Easily annoyed/irritable – – 0.625 0.643 0.644
7. Fear of something awful happening – – 0.556 0.561 0.560

Note. D¼dysphoria model, EN¼emotional-numbing model, GAD¼GAD model.

Table 2
PTSD and GAD factor correlations.

Dysphoria model

Factor Reexperiencing Avoidance Dysphoria Arousal GAD

Reexperiencing 1
Avoidance 0.897 1
Dysphoria 0.846 0.837 1
Arousal 0.772 0.717 0.740 1
GAD 0.517 0.517 0.602 0.497 1

Emotional numbing model

Factor Reexperiencing Avoidance Numbing Arousal GAD

Reexperiencing 1
Avoidance 0.897 1
Numbing 0.776 0.800 1
Arousal 0.875 0.821 0.840 1
GAD 0.517 0.517 0.556 0.602 1
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factors demonstrate high correlations with GAD severity as well (see
Table 2), which is to be expected.

The results have several implications. First, considering we know
that it is not mere overlapping symptoms that explain the high
comorbidity between PTSD and GAD, these results suggest that PTSD's
dysphoria dimension could be responsible for relations between PTSD
and GAD. Generalized anxiety disorder symptoms as represented by a
latent GAD factor demonstrated specificity to PTSD symptoms in the
present study via the dysphoria factor. These results demonstrate an
apparent anxious component to the dysphoria factor. The numbing
factor of PTSD did not demonstrate such strong specificity with GAD.
Additionally, PTSD's conceptualization in DSM-5 as represented by the
emotional numbingmodel and GAD's non-significant specificity to the
numbing factor may contribute to less ambiguity surrounding PTSDs
symptomotology and diagnosis.

Previous literature has revealed mixed findings regarding the
relationship between PTSD's dysphoria factor and emotional dis-
tress. Some studies find that in contrast to other PTSD factors,
dysphoria is more related to emotional distress and depression
specifically (Biehn et al., 2013; Elhai et al., 2011b; Forbes et al.,
2010; Gros et al., 2012). Other studies find that PTSD's dysphoria
factor is no more related to emotional distress than other PTSD
factors are (Forbes et al., 2012; Marshall et al., 2010; Miller et al.,
2010). However, these previous studies have not explored specific
anxiety-related distress in relation to PTSD's dysphoria factor.
Instead, they used more diffuse measures such as the National
Stressful Events Survey (NSES) that did not target generalized
anxiety specifically, and latent factors for several mental disorders
(Miller et al., 2013). The present study, as an initial investigation,
explains this relationship by finding that GAD symptoms are most
related to PTSD's dysphoria factor.

GAD is a disorder of anxiety according to DSM-5 (American
Psychiatric Association, 2013). However, it has been argued that
GAD is more a disorder of emotional distress and anxious misery
(i.e., “distress disorders”), rather than a fear-based anxiety disorder
such as panic and phobias (i.e., “fear disorders”) (Watson, 2005,
2009). Thus it is not surprising that PTSD's dysphoria factor was
uniquely related to GAD in this study, given that GAD is con-
ceptualized as a disorder of emotional distress. In contrast, PTSD
has elements of fear-based anxiety (e.g., anxious arousal items of
hypervigilance and exaggerated startle response) as well as
dysphoria, which renders PTSD as not a good fit for either the
distress or fear disorders (Watson, 2005). And arguably, it may be
precisely because of PTSD's numerous dysphoria symptoms that
PTSD is not more homogeneously conceptualized as a fear-based
disorder. In fact, commenting on the DSM-IV PTSD diagnosis,
Spitzer et al. claimed that the diversity in constructs (i.e., fear
and distress) within PTSD make the disorder a fairly messy and
impure disorder (Spitzer et al., 2007).

The present study is not without limitations. First, data collec-
tion began prior to the release of DSM-5. Given the recent release
of DSM-5, and that several changes were implemented for PTSD, a
replication of this study using DSM-5 diagnostic criteria is needed.
Additionally, using a sample size with such military trauma
specificity prevents us from generalizing results across type of
trauma. Likewise, gender was unevenly represented by our sample
given that the majority of respondents were men. Future studies
should investigate this research question with individuals who
have more diverse traumatic experiences. One other limitation
was the lack of a precise mood symptomotology assessment in the
present study, given that dysphoria appears to be related to both
mood and anxiety disorders. Future research could extend these
findings further by incorporating depression or other mood dis-
orders into their models.

We also must acknowledge that the main difference between
PTSD's numbing and dysphoria models is the assignment of three

PTSD items (D1-D3) to the arousal factor (in the numbing model)
or dysphoria factor (in the dysphoria model). And both of these
two factors have the same correlation with GAD:0.602. Perhaps it
these three items that are more central to explaining variance in
GAD than are the numbing or dysphoria factors. One additional
model of PTSD, the dysphoric arousal model (Elhai et al., 2011a),
has suggested that these three symptoms specifically comprise a
dysphoric arousal factor and may be better assessed indepen-
dently (i.e. not within dysphoria or numbing). Future research may
consider examining GAD relations with this factor as well.

Nonetheless, the present study adds to the literature on PTSD's
dysphoria factor and relations with emotional distress, by finding
a unique link with GAD. As has been demonstrated with previous
studies, PTSD's dysphoria factor was found to account for the large
relations between GAD and PTSD. This finding adds to our under-
standing that dysphoria may be a non-specific component of PTSD.
Additionally, these findings are in congruence with the notion that
a distress and dysphoric component underlies the mood and
anxiety disorders (Watson, 2005, 2009).
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