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a b s t r a c t

Background: Posttraumatic stress disorder (PTSD) and major depressive disorder (MDD) are frequently
comorbid. One explanation for this comorbidity is that PTSD has a constellation of “dysphoria” symptoms
resembling depression.
Method: Using confirmatory factor analysis we tested the role of DSM-5 PTSD's dysphoria factor in
relation to MDD symptom dimensions of somatic and non-somatic psychopathology. 672 Ohio National
Guard soldiers completed DSM-5 measures of PTSD and MDD symptoms in an epidemiological study.
Results: Results indicated that in contrast to other PTSD factors, PTSD's dysphoria factor was more
related to MDD's somatic and non-somatic factors.
Limitations: Limitations include generalizability to the epidemiological population of trauma-exposed
military veterans rather than civilians, and reliance on self-report measures.
Conclusions: Implications concerning clinical psychopathology and comorbidity of PTSD are discussed,
including whether PTSD should be refined by removing its non-specific symptoms.

& 2015 Elsevier B.V. All rights reserved.

1. Introduction

Posttraumatic stress disorder (PTSD) is a challenging mental
disorder to understand conceptually because of its comorbidity and
symptom overlap with other mood and anxiety disorders (reviewed in
Lockwood and Forbes (2014) and Spitzer et al. (2007)). Importantly,
PTSD is highly comorbid with major depressive disorder (MDD) (Elhai
et al., 2008). In fact, PTSD has a constellation of symptoms that has
been termed “dysphoria” (Simms et al., 2002) which resembles MDD
item content. Few studies, however, have investigated the role that
PTSD's dysphoria factor plays in the comorbidity of PTSD and MDD –
especially using DSM-5 PTSD criteria.

PTSD's comorbidity with MDD is striking. Based on epidemiolo-
gical data among adults, 48–55% of individuals with a lifetime history
of PTSD also met criteria for a major depressive episode (Elhai et al.,
2008). In clinical samples (reviewed in Keane and Kaloupek (1997)),
PTSD's diagnostic comorbidity with MDD is even higher. Further-
more, if we consider composite scale scores on widely-used PTSD
and depression psychological test instruments, PTSD-depression
correlations typically range from .6 to as high as .8 (Adkins et al.,
2008; Ruggiero et al., 2003; Weathers et al., 2001).

One explanation for PTSD's high comorbidity with MDD is PTSD's
dysphoria factor, comprising depressive and general emotional distress
symptoms. Simms et al.'s (2002) “dysphoria” model of PTSD symp-
toms was based on work by King, Leskin, King and Weathers (1998)
that split DSM-IV PTSD's effortful avoidance and emotional numbing
symptom cluster into separate factors (reviewed in Elhai and Palmieri
(2011)). Simms et al. extended the King et al. model by additionally
combining three hyperarousal symptoms (concentration, sleep, and
irritability problems) with symptoms of the emotional numbing factor
to form a dysphoria factor. In selecting one of these two models over
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the other, Yufik and Simms' (2010) meta-analysis using confirmatory
factor analysis (CFA) found some support for the dysphoria model over
other models in representing the structure of PTSD symptoms. In the
present paper, our focus is on the dysphoria model.3

The dysphoria factor essentially contains symptoms that are
not specific to PTSD but characteristic of mood/anxiety disorders
generally. The dysphoria factor includes three specific symptoms
that overlap with MDD symptom criteria (sleep, concentration and
anhedonic problems); theoretically this overlap should account for
the high PTSD–MDD comorbidity. However, studies have found
that removing these overlapping symptoms does not reduce
PTSD's comorbidity with MDD (Elhai et al., 2008; Ford et al.,
2009; Grubaugh et al., 2010).

The remaining dysphoria factor symptoms do not overlap with
MDD but are symptoms of general emotional distress and are
highly depression-related (see Table 1). Thus, given the substantial
depressive-related content of the dysphoria factor, it could be the
key to PTSD's comorbidity with MDD. This can be especially the
case with DSM-5 PTSD symptom criteria using the dysphoria
factor, given the greater emphasis in DSM-5 PTSD on depressive
mood and cognition (Friedman, 2013). In fact, among these new
symptoms, is content involving extreme negative affect, pessi-
mism, self-blame, guilt and other distressing, negative and depres-
sive emotions.

Some studies have explored the role of PTSD's dysphoria factor
in accounting for PTSD's strong relations with major depression.
However, most of these studies used composite depression total
scores rather than a reliable depression factor(s), producing mixed
findings in establishing the convergent validity of PTSD's dys-
phoria factor. For example, some studies find that PTSD's dys-
phoria factor is more related to depression severity scores than
other PTSD factors (Elklit et al., 2010; Simms et al., 2002). Other
studies, however, find that PTSD's dysphoria factor is no more
related to depression scores than other PTSD factors are (Marshall
et al., 2010; Miller et al., 2010). A recent meta-analysis (Gootzeit
and Markon, 2011) revealed that compared to other PTSD factors,
PTSD's dysphoria factor was most related to depression scores. Yet
a summed score of depression is a crude and less reliable
measurement of major depression symptoms, neglecting the more
refined factors of depression that may help explain some of the
previous mixed findings on PTSD's relationship with major
depression.

Few studies have investigated the role of DSM-IV PTSD's dys-
phoria factor in the PTSD-depression relationship by measuring
MDD symptoms using core, underlying MDD dimensions. In a
previous study (prior to DSM-5's release), we examined military
trauma-exposed veterans to address this research question (Elhai et
al., 2011b). We found that in contrast to other PTSD factors, PTSD's
dysphoria factor was more related to specific major depression
factors (using the Center for Epidemiologic Studies-Depression
Scale) involving somatic depression and depressive affect.

In a second pre-DSM-5 study, we examined this question in
another sample of trauma-exposed military personnel, using the
Patient Health Questionnaire-9 (PHQ-9) to measure depression
(Biehn et al., 2013a). Depression instruments such as the PHQ-9
that map onto diagnostic symptom criteria for MDD are found to
have underlying factors of 1) somatic and 2) non-somatic (affec-
tive) symptoms (Elhai et al., 2012; Tsai et al., 2014); though earlier
research found support for a one-factor model (Baas et al., 2011).
We found that in contrast to PTSD's hyperarousal factor, the

dysphoria factor was more related to somatic (but not affective)
depression (Biehn et al., 2013a).

Using DSM-5 PTSD criteria, similar results regarding the robust-
ness of PTSD's dysphoria factor have recently been found. The
DSM-5 PTSD symptom criteria differ somewhat from its counter-
part in DSM-IV – most notably, because of the new dysphoria-
related symptoms (Friedman, 2013). These new symptoms are
placed in the new “negative alterations in mood and cognition”
symptom cluster that replaces PTSD's emotional numbing symp-
tom cluster. In a sample of trauma-exposed medical patients, we
tested the dysphoria model (Contractor et al., 2014). Compared to
other DSM-5 PTSD factors (namely, re-experiencing and avoid-
ance), the dysphoria factor was more related to depression's
somatic and non-somatic factors (using the PHQ-9). And com-
pared to PTSD's hyperarousal, the dysphoria factor was more
related to depression's non-somatic factor (Contractor et al., 2014).

Thus, based on a limited number of studies, it appears that
PTSD's dysphoria factor is most related to the somatic symptom
dimension of major depression, and possibly an affective/non-
somatic dimension of major depression. Only one prior study used
DSM-5 PTSD criteria to examine this research question – in a
sample of civilian trauma victims (Contractor et al., 2014). In the
present study, we extend this work by examining this issue in a
new, large sample of military trauma-exposed veterans using
DSM-5 PTSD criteria. Given the large number of returning veterans
in the U.S. because of the last decade's conflicts in Iraq and
Afghanistan, examining this issue in veterans is important.

Exploring this issue using DSM-5 criteria is notable because of
the added dysphoria-related symptoms that are new to the PTSD
diagnosis in DSM-5. We hypothesize that when compared to other
PTSD factors, PTSD's dysphoria factor adapted for DSM-5 will be
most related to major depression's somatic and non-somatic

Table 1
PCL item mappings for tested models.

PTSD item DSM-5 numbing
model (factor
loadings)

DSM-5 dysphoria
model (factor
loadings)

B1: Intrusive thoughts (Item 1) I (.919) I (.919)
B2: Nightmares (Item 2) I (.921) I (.921)
B3: Reliving trauma (Item 3) I (.916) I (.916)
B4: Emotional cue reactivity
(Item 4)

I (.941) I (.941)

B5: Physiological cue reactivity
(Item 5)

I (.919) I (.919)

C1: Avoidance of thoughts
(Item 6)

A (.921) A (.921)

C2: Avoidance of reminders
(Item 7)

A (.939) A (.939)

D1: Trauma-related amnesia
(Item 8)

M (.690) D (.683)

D2: Negative expectations of
self, world, others (Item 9)

M (.909) D (.900)

D3: Blame of self or others for
trauma (Item 10)

M (.799) D (.793)

D4: Pervasive negative
emotional state (Item 11)

M (.924) D (.915)

D5: Loss of interest (Item 12) M (.931) D (.923)
D6: Feeling detached (Item 13) M (.951) D (.943)
D7: Lack of positive emotion
(Item 14)

M (.939) D (.931)

E1: Irritable/angry (Item 15) H (.917) D (.910)
E2: Recklessness (Item 16) H (.786) H (.813)
E3: Overly alert (Item 17) H (.936) H (.959)
E4: Easily startled (Item 18) H (.934) H (.953)
E5: Difficulty concentrating
(Item 19)

H (.947) D (.937)

E6: Sleep problems (Item 20) H (.914) D (.912)

PTSD¼posttraumatic stress disorder; I¼ Intrusion; A¼Avoidance; M¼Negative
alterations in mood and cognition; H¼Hyperarousal; D¼Dysphoria.

3 We should note that since 2010, other newer PTSD models have been
supported, including a five-factor model and others (Armour et al., in press; Elhai
et al., 2011a; Liu et al., 2014; Tsai et al., in press). These newer models have only
begun to be tested for their fit in relation to older models using DSM-5 PTSD
symptom criteria.
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factors (particularly the somatic factor). This issue is important in
understanding comorbidity patterns between DSM-5 PTSD and
MDD, as well as the nosology and mechanisms underlying the
acquisition of PTSD.

2. Method

2.1. Procedure and participants

This study was part of a prospective, epidemiological/long-
itudinal mental health study among members of the Ohio National
Guard (ONG) serving between July 2008 and February 2009. 2616
individuals participated at Wave 1 from 2008 to 2009 (Calabrese
et al., 2011), with subsequent waves occurring each following year.
Trained professionals at the survey research firm Abt SRBI, Inc.,
conducted computer-assisted telephone interviewing. We used
data only from Wave 4 (2011–2012) in the present study, which
introduced DSM-5 assessment of PTSD. Of the original 2616
subjects, because of attrition, Wave 4 included 1431 participants.
Subjects were required to provide written informed consent for
this telephone survey. We followed the Declaration of Helsinki,
and the study was approved by the National Guard Bureau, Office
of Human Research Protections of the U.S. Army Medical Research
and Materiel Command and several institution review boards.

2.2. Exclusions and missing data

The sample of 1431 participants was restricted to those endor-
sing a deployment-related trauma, resulting in 683 participants
(participants were not queried about PTSD symptoms from non-
deployment-related military traumas). Further, we excluded par-
ticipants (n¼11) missing more than 30% of items on either the
PTSD measure (46 items) or depression measure (43 items); this
ensured sufficient valid data for missing value estimation. The final
sample size was 672 participants. Missing data were estimated
using maximum likelihood (ML) procedures with a pairwise
present approach.

2.3. Effective sample characteristics

We calculated demographic characteristics on the effective
sample of 672 participants, albeit with some missing data on
variables. Age averaged 35.97 years (SD¼8.79), with the majority
being male (n¼312, 76.7%). Most were Caucasian (n¼359, 88.2%);
few were African-American (n¼29, 7.1%) or Hispanic (n¼12, 2.9%).
Almost half-received some college education (n¼297, 44.2%), and
some obtained a 4-year or equivalent college degree (n¼162,
24.1%). Most worked full-time in a civilian job (n¼392, 58.5%),
while some worked full-time for the Guard (n¼124, 18.5%).
Household income was reported as $40,000 or less by 138
participants (20.7%), between $40,001 and $80,000 by 320 parti-
cipants (48%), and greater than $80,000 by 209 participants
(31.3%). The most commonly endorsed traumas were receiving
hostile incoming fire (n¼151, 22.5%), combat (n¼47, 7.0%), and
sudden death of close friend or relative (n¼35, 5.2%). The most
prevalent trauma endorsed as the worst trauma (referenced when
giving PTSD ratings) was receiving incoming fire (n¼151, 22.5%),
combat/warzone exposure (n¼47, 7.0%), and unexpected death of
a close associate (n¼35, 5.2%).

2.4. Instrumentation

2.4.1. Patient heath questionnaire-9 (PHQ-9)
The PHQ-9 is a 9-item self-report measure assessing DSM-IV

Major Depressive Episode (MDE) symptoms over the past-two

weeks. The four response options range from 0 (“Not at all”) to 3
(“Nearly everyday”) (Kroenke et al., 2001). The MDE scoring
algorithm is consistent with DSM-IV/DSM-5 diagnostic criteria,
with at least 5 out of 9 statements endorsed minimally as “more
than half the days,” and at least one symptom being depressed
mood or loss of interest. There is acceptable internal consistency
ranging from .86 to .89 (alpha¼ .89 in our study) and good test–
retest reliability within 48 h (r¼ .84). Diagnostic validity was
demonstrated by detecting MDD diagnoses based on structured
diagnostic interviews (Kroenke et al., 2010). The larger epidemio-
logical/longitudinal study queried PHQ-9 depression symptoms at
this wave using “yes” and “no” questions. Respondents rated
symptoms present since Wave 3.

2.4.2. Deployment risk and resilience inventory (DRRI)
The DRRI is a measure of deployment-related risk and resi-

liency factors, including combat experiences which may be poten-
tially traumatic (King et al., 2006). Evidence indicates good
internal consistency (about .80 or higher) for most of the subscales
(8 of the 10) and good criterion-related validity (Vogt et al., 2008).

2.4.3. PTSD checklist (PCL)
The PCL (Weathers et al., 1993) is a 17-item self-report measure

assessing severity of DSM-IV PTSD symptoms with a five-point
Likert-type scale (1 – “not at all” to 5 – “extremely”). The scale has
good convergent validity (correlations 4 .75 with the Impact of
Event Scale), discriminant validity (lower correlations with the
Center for Epidemiologic Studies-Depression Scale scores), inter-
nal consistency (.94) including that of .95 in the current study, and
one-week test–retest reliability (.88) (Ruggiero et al., 2003). For
the current study, the PCL assessed for symptoms since Wave
3 from the worst military traumatic event in the DRRI. Items
corresponding to DSM-5 PTSD symptom criteria were additionally
included, taken from the National Stressful Events Scale (Kilpatrick
et al., 2011), recently validated (Miller et al., 2013).

2.5. Analyses

Primary analyses conducted with the Mplus 7 software entailed
two steps. First, CFA estimated the fit of a) two PTSD models (PTSD's
four-factor DSM-5 dysphoria and numbing models) using the PCL
items, and b) major depression's two-factor model using PHQ-9
items. Factor variances were scaled to 1; residual error covariances
were fixed to zero. Because the PHQ-9 in this study has two response
options, and the PCL has five response options, PTSD and depression
variables were treated as ordinal; thus we used a polychoric
covariance matrix, robust weighted least squares estimation with a
mean-and variance-adjusted chi-square (WLSMV), and probit regres-
sion coefficients (Flora and Curran, 2004). A well-fitting (adequate)
model would have a comparative fit index (CFI) and Tucker Lewis
Index (TLI) values 4 .95 (.90–.94), and root mean square error of
approximation (RMSEA) value o .06 (.07–.08) as indicated by Hu and
Bentler (1999) criteria. In addition, Bayesian Information Criterion
(BIC) values (using MLR estimation for categorical variables) were
used for comparing the two PTSD non-nested models. A 10-point BIC
difference represents a 150:1 likelihood and “very strong” (po .05)
support that the model with the smaller BIC value fits best; a
difference of 6–9 points indicates “strong” support (Kass and
Raftery, 1995).

The second step entailed computing Wald chi-square tests of
parameter constraints to test hypothesized latent-level relations
between PTSD and depression factors. These tests assessed the null
hypothesis that the difference between two correlation paths is zero.
We used a two-tailed alpha of .01 to adjust for Type I error. Rather
than testing for differences between every pair of correlations
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(thus inflating Type I error), we tested a small set of hypotheses.
Specifically, Wald tests assessed if depression's somatic and non-
somatic factors were more related to PTSD's dysphoria factor than to
PTSD's re-experiencing, avoidance, and arousal factors. We hypothe-
sized based on previous research above that the dysphoria factor
should be more related to somatic and non-somatic factors, as
compared to other PTSD factors.

3. Results

Total PCL scores (20 DSM-5 symptoms) averaged 28.60
(SD¼14.19). In the effective sample, 9.2% (n¼62) of participants
would have a possible diagnosis of PTSD based on DSM-5 criteria of
at least one re-experiencing symptom, one avoidance symptom, two
cognition/mood symptoms, and two arousal symptoms endorsed,
using an item cutoff of “3” or higher (adapted from Cook et al., 2003)
(for DSM-5). For the PHQ-9 we considered a “yes” response as
positive endorsement of the symptom; 14.3% (n¼96) of the
trauma-exposed sample would have a probable MDE diagnosis using
DSM-5's major depression diagnostic algorithm.

CFA indicated a well-fitting four-factor DSM-5 PTSD numbing
model, robust χ2(164, N¼672)¼433.622, po.001, CFI¼ .994,
TLI¼ .993, and RMSEA¼ .049. Furthermore, CFA indicated a well-
fitting four-factor DSM-5 dysphoria model, robust χ2(164, N¼672)¼

395.433, po.001, CFI¼ .995, TLI¼ .994, and RMSEA¼ .046. Comparing
non-nested models, BIC values for the DSM-5 dysphoria model
(23304.230) was slightly more than 10 points lower than the DSM-5
numbing model (23317.183), providing some support for the former as
a better-fitting model. Thus, the current study will focus on the DSM-5
dysphoria model for further analyses. Tables 1 and 2 display factor
loadings and intercorrelations, respectively.

CFA indicated a well-fitting depression two-factor model, robust
χ2(26, N¼672)¼34.451, p¼ .124, CFI¼ .999, TLI¼ .999, and
RMSEA¼ .022 (see Table 3 for factor loadings). A combined CFA of
PTSD's DSM-5 dysphoria model and depression's two-factor model
indicated a good fit, robust χ2(362, N¼672)¼650.048, po.001,
CFI¼ .994, TLI¼ .993, and RMSEA¼ .034.

Regarding Wald tests (see Table 4), in contrast to all other PTSD
factors, PTSD's dysphoria factor was significantly more related to
depression's somatic factor. Further, PTSD's dysphoria factor was also
significantly more related to depression's non-somatic factor. Other
PTSD factors were highly correlatedwith depression factors (rs ranging
from .664 to .736). However, the dysphoria factor was consistently the
most correlated. Finally, we assessed whether PTSD's dysphoria factor
would be more related to depression's somatic (r ¼ .827) or non-
somatic factor (r ¼ .794), finding that dysphoria was not more related
to one over the other, Wald χ2(1, N¼672)¼2.458, p¼ .117.

4. Discussion

In our study, we found that in contrast to other PTSD factors,
PTSD's dysphoria factor was significantly more related to the
depression factors of somatic and non-somatic depression. This
study, using DSM-5 criteria to assess PTSD and MDD symptoms,
supports other recent studies using DSM-IV (Biehn et al., 2013a;
Elhai et al., 2011b) and one study using DSM-5 criteria (Contractor
et al., 2014) yielding similar findings. We found that PTSD's
dysphoria factor seemed to best capture the somatic, vegetative
symptoms of MDD, such as fatigue and restlessness. And the
dysphoria factor also best captured affective symptoms of depres-
sion, such as depressed mood and feeling worthless. This finding
provides more support for the argument that PTSD's dysphoria
may be responsible for the high PTSD–MDD comorbidity.

Overall, there seems to be a trend in the literature whereby
when using latent symptom dimensions to measure major depres-
sive symptoms in relation to PTSD factors, PTSD's dysphoria factor
is substantially related to the core dimensions of major depressive
symptoms. This is not always the case when using depression total
scores, which are not as precise in measuring depression as using
latent factors. Specifically, our study, along with three other
similar papers using latent depression factors (Biehn et al.,
2013a; Contractor et al., 2014; Elhai et al., 2011b) helps to clarify
the nature of mixed findings previously found in the literature
(Elklit et al., 2010; Marshall et al., 2010; Miller et al., 2010;

Table 2
PTSD standardized factor intercorrelations.

PTSD factor 1. 2. 3. 4.

1. Intrusions – .936 .921 .910
2. Avoidance .936 – .930 .850
3. Mood and cognition/dysphoria .907 .930 – .922
4. Hyperarousal .928 .891 .945 –

The numbing model's factor intercorrelations are displayed below the diagnonal;
the dysphoria model's factor intercorrelations are displayed above the diagnonal.

Table 3
Depression item to factor mappings.

PHQ-9 item Depression factor Factor loadings

1. Anhedonia Non-somatic .966
2. Depressed mood Non-somatic .982
3. Sleep difficulties Somatic .886
4. Fatigue Somatic .928
5. Appetite changes Somatic .854
6. Feeling of worthlessness Non-somatic .919
7. Concentration difficulties Somatic .896
8. Psychomotor agitation/retardation Somatic .860
9. Thoughts of death Non-somatic .833

Table 4
Results of the wald tests of parameter constraints (DSM-5 dysphoria model).

Correlation a r Correlation b r Wald χ2 (p value)

Somatic – Dys .827nnn Somatic – Reexp .716nnn 33.533 (po .001)nnn

Somatic – Dys .827nnn Somatic – Avoid .717nnn 24.734 (po .001)nnn

Somatic – Dys .827nnn Somatic – Arousal .736nnn 17.949 (po .001)nnn

Non-somatic – Dys .794nnn Non-somatic – Reexp .664nnn 34.065 (po .001)nnn

Non-somatic – Dys .794nnn Non-somatic – Avoid .685nnn 18.985 (po .001)nnn

Non-somatic – Dys .794nnn Non-somatic – Arousal .710nnn 15.559 (p¼ .0001)nnn

Somatic¼depression's somatic factor; non-somatic is depression's non-somatic factor; Dys¼PTSD's dysphoria factor; Avoid¼ PTSD's avoidance factor; Reexp¼PTSD's
reexperiencing factor.

nnn po .001.
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Simms et al., 2002) on the role of PTSD's dysphoria factor in
relation to depression scores. Using latent dimensions of major
depression symptoms seems to more consistently result in sig-
nificant relations for PTSD's dysphoria factor – especially with
depression's somatic factor, found in the three papers cited above
along with the present study's results. The somatic content of
MDD is more represented by PTSD's dysphoria factor than by other
PTSD factors, such as PTSD's arousal which is more fear- and
panic-based.

These findings are novel because the present study is only the
second using DSM-5 assessment measures (the first study with
military soldiers) to examine PTSD's dysphoria in relation to
depression factors. This is notable because in DSM-5, several
dysphoria-related symptoms were added to PTSD, included in
the dysphoria factor. So with PTSD's dysphoria factor in DSM-IV
seeming to be responsible for relations with depression factors,
this trend continues in DSM-5 where even more dysphoria
symptoms are present.

What do these findings tell us about the comorbidity of PTSD
and MDD? The mechanism of the comorbidity may be PTSD's
dysphoria items. The dysphoria items include symptoms that over-
lap between PTSD and MDD as well as additional non-overlapping
but depression-like symptoms. The overlapping items were found
in numerous studies to not be responsible for PTSD's comorbidity
with MDD (e.g., Elhai et al., 2008; Ford et al., 2009). Instead, it
seems to be PTSD's broader dysphoria items (i.e., the overlapping
and non-overlapping depressogenic symptoms that are non-specific
to traumatic stress) that may account for relations with depression's
factors. Relevantly, a recent epidemiological study revealed that
removing PTSD's dysphoria items for a “narrow defined diagnosis”
substantially reduced PTSD's diagnostic comorbidity (Stein et al.,
2014). Such findings have implications for the ongoing debate
regarding whether PTSD should be a broad diagnosis or refined
by removing non-specific mood- and anxiety-related symptoms.
Some have advocated for refining PTSD by removing these non-
specific symptoms (Spitzer et al., 2007). Others have suggested that
these non-specific symptoms are organic to the psychopathology of
PTSD and should be retained (Stein et al., 2014). We believe that in
order to keep PTSD adequately distinguished from MDD, PTSD's
dysphoria symptoms should probably remain with MDD instead
of PTSD.

Of relevance, theoretical and empirical work on the structure of
mood and anxiety disorders (reviewed in Watson (2009)) suggests
that PTSD does not fit well with either the fear-based, acute
anxiety disorders nor the distress-based, anxious-misery disor-
ders. PTSD is quite heterogeneous in fact, with elements of diverse
types of anxiety and depressed mood (Zoellner et al., 2014). And
PTSD's diverse types of anxiety and mood symptoms are each
differentially related to other forms of psychopathology (Forbes
et al., 2011).

The present study also provides some data on the best fitting
PTSD structural model in DSM-5. We found based on BIC values
that the dysphoria model fit better than the DSM-5 numbing
model. However, we acknowledge that examining goodness of fit
indices shows that these two factor models were very close in fit.
Differences may be modest at best. In terms of consistency with
previous studies, one recent study also found better fit for the
dysphoria model in DSM-5 (Miller et al., 2013); others found more
support for the DSM-5 numbing model (Biehn et al., 2013b;
Contractor et al., 2014; Liu et al., 2014). One DSM-5 paper favored
the dysphoria model in one of its studies and the numbing model
in its other study (Armour et al., in press; Elhai et al., 2011a; Liu
et al., 2014; Tsai et al., in press).

We must acknowledge some limitations from this study. First,
due to the nature of our sample, results are primarily generalizable
to military-related trauma; however, our findings do replicate

similar recent work with civilian trauma (Contractor et al., 2014).
We also focused on measuring PTSD and depression using self-
report measures; future work should replicate this study using
interview-based measures. Finally, our design was epidemiological
with military personnel – future research should test these
research questions using clinical samples of mental health
patients.

Nonetheless, despite these limitations, the present study is a
unique contribution to the literature. The present study helps us to
understand the structural relations of how PTSD and major
depression are comorbid. PTSD's dysphoria factor appears to play
a large role in this relationship.
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