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Objective: The fifth edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM–5)
characterizes the dissociative subtype of posttraumatic stress disorder (PTSD) in terms of the individual
meeting the criteria for PTSD and additionally reporting symptoms of depersonalization and/or dereal-
ization. The current study aimed to examine whether a dissociative PTSD profile may include alternative
features of dissociation and whether it could be differentiated from a nondissociative PTSD profile on
certain psychopathologies and demographics. Method: Data from 309 trauma-exposed participants,
collected through Amazon Mechanical Turk, were subjected to latent profile analysis. Regression
analyses were used to examine the predictors of latent classes. Results: Three discrete profiles named
Baseline, PTSD, and Dissociative profile were uncovered. All examined features of dissociation were
significantly elevated in the Dissociative profile. Anxiety, male sex, being employed, and having a
minority racial background significantly predicted the Dissociative profile relative to the PTSD profile.
Conclusions: The study points to the importance of alternative symptoms of dissociation in the
dissociative PTSD subtype beyond the symptoms of depersonalization and derealization.
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Posttraumatic stress disorder (PTSD) in the fifth edition of the
Diagnostic and Statistical Manual of Mental Disorders (DSM–5;
American Psychiatric Association [APA], 2013) contains a disso-
ciative PTSD subtype characterized by significant elevations in
symptoms of depersonalization and/or derealization. Depersonal-
ization refers to the feelings of detachment from one’s own body
or mental processes, and derealization is defined in DSM–5 as
experiencing one’s surroundings as unreal (APA, 2013). The cur-

rent study aimed to examine whether the dissociative PTSD sub-
type could be characterized by additional alternative dissociative
experiences.

The association between PTSD and dissociation has been well
documented in the literature (Carlson, Dalenberg, & McDade-
Montez, 2012). In recent years, researchers have used modeling
techniques such as latent profile analysis (LPA) to examine the
existence of the dissociative PTSD subtype. Studies utilizing this
approach have identified three to five distinct profiles, of which a
subset of individuals (6.0–29.9%) are categorized into a dissocia-
tive PTSD profile (Armour, Elklit, Lauterbach, & Elhai, 2014;
Armour, Karstoft, & Richardson, 2014; Blevins, Weathers, &
Witte, 2014; Frewen, Brown, Steuwe, & Lanius, 2015; Steuwe,
Lanius, & Frewen, 2012; Wolf et al., 2015; Wolf, Lunney et al.,
2012; Wolf, Miller et al., 2012).

Of note, a few of the abovementioned studies included in their
analyses the dissociative symptom of “reduction in awareness,”
along with depersonalization and derealization. Some studies have
found this symptom to be important in differentiating between the
dissociative and nondissociative PTSD groups beyond and above
the symptoms of depersonalization and derealization (Armour,
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Karstoft et al., 2014), whereas others have found no such effect
(Wolf, Lunney et al., 2012; Wolf, Miller et al., 2012). In another
study, Frewen et al. (2015) compared the severe dissociative and
severe nondissociative PTSD groups on several symptoms of
dissociation and found that disengagement, memory disturbance,
identity dissociation, time loss, trance, and others were signifi-
cantly elevated in the dissociative group. Similar results have been
reported in studies using the Dissociative Experiences Scale (DES;
Bernstein & Putnam, 1986), in which individuals with the disso-
ciative PTSD profile scored significantly higher on the measure
than individuals with the nondissociative PTSD profile (Blevins et
al., 2014; Steuwe et al., 2012). In a different study, Armour,
Contractor, Palmieri, and Elhai (2014) assessed the latent level
associations between the four PTSD symptom clusters as outlined
in the DSM–5 and the three subscales of the DES (absorption,
amnesia, depersonalization/derealization) in an attempt to deter-
mine whether the depersonalization/derealization subscale was
more or less related to PTSD than the alternative dissociation
subscales. Results demonstrated that the strength of the associa-
tions between the three dissociative subscales and the four PTSD
symptom clusters were not significantly different. Taken together,
these studies suggest that although depersonalization and dereal-
ization are given precedence in the DSM–5 definition of the
dissociative PTSD subtype, alternative symptoms could equally be
a part of the diagnostic criteria.

Previous studies utilizing LPA included only a limited range of
dissociative symptoms in their analyses, although dissociation has
long been conceptualized as a broad construct consisting of vari-
ous different experiences (Carlson et al., 2012). An exception to
this is the recent LPA study by Wolf and colleagues (2015), who
used a newly developed measure of dissociation (Dissociative
Subtype of PTSD Scale; DSPS) consisting of 15 symptoms
grouped across three subscales of Depersonalization/Derealization,
Loss of Awareness, and Psychogenic Amnesia. The authors found
that the Depersonalization/Derealization subscale had the largest
effect in differentiating between the dissociative and nondissocia-
tive PTSD groups, although the Loss of Awareness subscale en-
dorsement was likewise elevated in the dissociative group.

The primary aim of this study was to examine the existence of
the dissociative PTSD subtype with a broader measurement of
dissociation. The study specifically attempted to determine
whether features of dissociation, other than depersonalization and
derealization, could characterize the dissociative PTSD profile.
We used the same approach as Wolf and colleagues (2015), but a
different measure of dissociation (Dissociative Symptoms Scale
[DSS]; Carlson et al., 2016), in an attempt to examine the potential
contribution of alternative dissociative symptoms to the dissocia-
tive PTSD profile. Considering the broad range of dissociative
experiences that can follow trauma (Carlson et al., 2012), it is
important to examine whether any of these are as relevant to
individuals with PTSD as depersonalization and derealization.
Such findings could have important implications for treatment
planning because different symptoms of dissociation could inter-
fere differentially with different treatments for PTSD.

The second aim of this study was to examine potential risk
factors for the dissociative PTSD profile with the main focus on
demographic variables. Most of the DSM–IV LPA studies that
tested demographics as predictors of latent classes reported non-
significant results (e.g., Armour, Karstoft et al., 2014; Steuwe et

al., 2012). However, we decided to test the demographics because
we included a full measure of dissociation in our analysis. Previous
studies using established measures of dissociation have reported
significant associations between dissociation and racial back-
ground (Dunn, Dunn, Ryan, & van Fleet, 1998), age, sex (Spitzer
et al., 2006), and level of education (Espirito Santo & Pio-Abreu,
2008). We also included ethnicity, employment status, and rela-
tionship status because these have not yet been examined in
relation to the DSM–5 dissociative PTSD subtype. Anxiety and
depression were included because of their high comorbidity with
PTSD (Elhai, Grubaugh, Kashdan, & Frueh, 2008) and because the
results from previous LPA studies with these variables are con-
flicting (Armour, Elklit et al., 2014; Armour, Karstoft et al., 2014).
On the basis of the existing research, we hypothesized that (a)
three to five latent profiles will be uncovered, (b) two profiles will
have comparable levels of PTSD but will differ in levels of
dissociation, and (c) the dissociation symptomatology characteriz-
ing the dissociative PTSD profile will not be limited to deperson-
alization and derealization. No specific predictions were made
about the risk factors for the dissociative PTSD profile.

Method

Participants and Procedure

A total of 801 participants accessed the survey through Amazon
Mechanical Turk (AMT), an established online marketplace,
which has been validated for use in mental health research (Ber-
insky, Huber, & Lenz, 2012). Advertisement for the study was
posted on the AMT website and upon completion of the survey
participants were paid $1 for their participation. After excluding
individuals who did not qualify for the study (those from outside
of the United States/Canada; those who failed the control questions
intended to check their attention) and those who did not report
experiencing a traumatic event (see Measures), the sample was
reduced to 355 participants. Of these, 46 participants were ex-
cluded for not answering any items on one or more of the relevant
measures or the relevant demographics, leaving an effective sam-
ple size of 309 participants.

Measures

Trauma exposure was assessed using the Stressful Life Events
Screening Questionnaire (SLESQ; Goodman, Corcoran, Turner,
Yuan, & Green, 1998), in which participants indicate their en-
dorsement of potentially traumatic events. We used an adapted
version of the measure (Elhai et al., 2012) that corresponds to
criterion A of the DSM–5 PTSD diagnostic criteria. Upon com-
pletion of the SLESQ, participants nominated their most distress-
ing traumatic event.

The PTSD Checklist for DSM–5 (PCL-5; Weathers et al., 2013)
was used to assess the 20 symptoms of PTSD as outlined in
DSM–5. Answers are rated on a 5-point Likert scale ranging from
0 (not at all) to 4 (extremely). The scale has good psychometric
properties (Blevins, Weathers, Davis, Witte, & Domino, 2016),
and a score of 38 or greater indicates a probable diagnosis of PTSD
(Hoge, Riviere, Wilk, Herrell, & Weathers, 2014). Cronbach’s � in
the current sample was .96.
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Symptoms of dissociation were assessed with the DSS (Carlson
et al., 2016), which consists of 20 dissociative symptoms assessing
aspects of Depersonalization/Derealization, Gaps in Awareness
and Memory, Sensory Misperceptions, and Cognitive and Behav-
ioral Reexperiencing. Answers are rated on a 5-point Likert scale
ranging from 0 (not at all) to 4 (more than once a day). The scale
has been found to have good psychometric properties in clinical
and nonclinical samples (Carlson et al., 2016). Cronbach’s � in the
current sample was .97.

Anxiety and depression were assessed with the corresponding
subscales (seven items each) from the Depression Anxiety Stress
Scales-21 (DASS-21; Lovibond & Lovibond, 1995). Answers are
rated on a 4-point Likert scale ranging from 0 (did not apply to me
at all) to 3 (applied to me very much, or most of the time). The
scales have been found to have good psychometric properties in
clinical as well as nonclinical samples (e.g., Antony, Bieling, Cox,
Enns, & Swinson, 1998). Cronbach’s � in the current sample was
.93 for depression and .89 for anxiety.

PTSD symptoms were assessed in reference to the past month,
whereas dissociation, anxiety, and depression were assessed in
reference to the past week. Participants completed several other
measures, but only the ones described herein are relevant to this
study.

Analytic Plan

The overall amount of item-level missing data in the effective
sample was very small (0.52%). Thus, the expectation maximiza-
tion procedure in SPSS was used to impute the missing data.

A LPA was conducted to identify homogeneous groups of
individuals based on their responses to the 20 PCL-5 and 20 DSS
items. Because of the small sample size relative to the many PTSD
and dissociation items, and to facilitate model convergence and

interpretation, participants’ responses to the PCL-5 and DSS ques-
tions were converted into mean subscale scores before the analysis.
These scores were based on the four PTSD symptom clusters as
outlined in the DSM–5 (APA, 2013) and the four DSS subscales
based on the factor analysis conducted by Carlson and colleagues
(2016). The resulting eight mean scores were used as continuous
indicators in LPA (see Table 1).

Models consisting of between one and six classes were esti-
mated in Mplus 7.3 (Muthén & Muthén, 2013) using the robust
maximum likelihood estimator and were compared with Akaike’s
information criterion (AIC), Bayesian information criterion (BIC),
and the sample size-adjusted BIC (SSABIC). Models with lower
values on these indices are considered superior. In addition, the
bootstrapped likelihood ratio test (BLRT) was used to directly
compare models with different numbers of classes. Non-significant
values (p � .05) indicate that a model with one fewer class should
be preferred. Entropy was used as a measure of the accuracy of
classification with values approaching 1 indicating good accuracy
of classifying participants into latent profiles. Parsimony and
meaningfulness, as well as the ease of interpretation, were also
taken into account when deciding upon the optimal number of
classes (Nylund, Bellmore, Nishina, & Graham, 2007).

Once the optimal model was selected, analyses of variance
(ANOVAs) were conducted in SPSS to examine the differences in
the mean scores on the PCL-5 and DSS subscales as a function of
latent class membership. Multinomial logistic regression was con-
ducted using the three-step approach (Asparouhov & Muthén,
2014) in Mplus 7.3 to identify potential predictors of latent pro-
files. The covariates included anxiety, depression, age, number of
years of schooling, sex, employment status, relationship status, and
ethnic and racial background. Anxiety and depression total scores,
age, and schooling were entered into the model as continuous

Table 1
Subscales of the PCL-5 and DSS and Their Corresponding Items

DSM-5 PTSD DSS

Reexperiencing Depersonalization/Derealization
Recurrent thoughts of trauma Body felt strange
Recurrent dreams of trauma Things strange
Flashbacks Outside myself
Psychological cue reactivity Like in a movie
Physiological cue reactivity Was not myself

Avoidance Body parts distorted
Avoidance of thoughts of trauma Gaps in Awareness and Memory
Avoidance of external reminders of trauma Staring into space

Negative alterations in cognitions and mood Could not remember day
Memory impairment Not paying attention
Negative beliefs So focused, lost track
Distorted blame Gaps in memory
Persistent negative emotional state Sensory Misperceptions
Diminished interest in activities Heard something not there
Feelings of detachment from others Upset, cannot remember next
Inability to experience positive emotions No pain when hurt

Alterations in arousal and reactivity Saw something, seemed real
Irritability or anger Smelled something not there
Reckless or self-destructive behavior Cognitive and Behavioral Reexperiencing
Hypervigilance Something upsetting, spaced out
Exaggerated startle response Lost control, back in past
Difficulty concentrating Memory came back
Sleeping difficulties Reacted as if in past
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predictors. The remaining demographics were binary coded as
follows: male versus female, not working (unemployed/unem-
ployed student/retired) versus employed (part-time/full-time), sin-
gle (single/divorced/separated/widowed) versus married (married/
living with significant other), ethnic minority (Hispanic or Latino/
unknown) versus ethnic majority (not Hispanic or Latino), and
racial minority versus racial majority (Caucasian). In each case,
the latter category served as the reference group.

Results

On the basis of the PCL-5 cutoff score of 38 (Hoge et al., 2014),
125 participants (40.5%) had probable PTSD. The three most
frequently reported worst traumatic events were the violent/acci-
dental death of a family member or a close friend (25.6%, n � 79),
a life-threatening illness (14.9%, n � 46), and being physically
forced to have sex (9.7%, n � 30). Of the participants, 13.9%
reported experiencing a single trauma, 14.2% experienced two
traumas, and the remaining 71.9% experienced three or more
traumas. Table 2 shows the demographic information and the
relevant descriptive statistics for the full sample and each latent
class.

Latent Profile Analysis

Table 3 presents the fit indices of all estimated models. The
values of AIC, BIC, and SSABIC decreased from the one-class
model through to the six-class model. The BLRT was significant
for all class solutions; therefore, it was not helpful when deciding
upon the optimal number of classes. The six-class model contained
a class consisting of only 4.0% (n � 12) of the sample, which
would be too small for drawing any meaningful conclusions con-
sidering the nonclinical nature of our sample. Likewise, the five-
and four-class models both contained a very small class (5.5% and
5.4% respectively), and they additionally had two dissociative
classes with the same parallel pattern of PTSD and dissociation
scores with only small quantitative differences that were not con-
sidered meaningful. Therefore, the more parsimonious three-class
model with clearly delineated profiles and a good entropy value of
0.95 was considered optimal.

The optimal three-class model and the associated mean PTSD
and dissociation subscale scores are shown in Figure 1. (Readers
interested in the six-class model are referred to Figure S1 in the
online supplement). On the basis of the posterior probabilities,
Class 1 (Baseline profile) consisted of 43.5% (n � 134) of the
sample and had low scores across all indicators. Class 2 (PTSD
profile) consisted of 29.7% (n � 92) of the sample and had
elevated PTSD scores, but relatively low dissociation scores. Class
3 (Dissociative profile) consisted of 26.8% (n � 83) of the sample
and had, on average, elevated scores across all PTSD and disso-
ciation indicators.

To examine the differences in the mean PTSD and dissociation
subscale scores as a function of latent class membership, one-way
ANOVAs were conducted with the most likely class membership
as the between-groups variable. The omnibus tests were significant
at p � .001 (surpassing the Bonferroni-adjusted p value of .006),
and the Games-Howell post hoc tests revealed that all differences
between the classes were significant at p � .001 except for the
difference in the mean PTSD avoidance score between the PTSD
profile and the Dissociative profile (p � .808). Examination of the
effect sizes (Cohen, 1988) revealed that the difference between the
PTSD profile and the Dissociative profile was biggest on the Cogni-
tive and Behavioral Reexperiencing subscale of the DSS (Cohen’s
d � 3.33), followed by Sensory Misperceptions (Cohen’s d � 2.81),
Depersonalization/Derealization (Cohen’s d � 2.78), and Gaps in
Awareness and Memory (Cohen’s d � 2.44).

Following the example of Wolf and colleagues (2015), we also
evaluated the correlations between the posterior probabilities ob-
tained from the LPA and the mean subscale scores of the DSS to
examine which one of the DSS subscales has the strongest influ-
ence on the dissociative subtype. Posterior probabilities range from
0 to 1 and indicate the likelihood of membership in each latent
class. High likelihood is represented by values close to 1. The
Baseline class showed strong negative associations (all significant
at p � .001) between the posterior probability scores and all DSS
indicator mean scores (Depersonalization/Derealization:
rs � �.79; Cognitive and Behavioral Reexperiencing: rs � �.78;
Gaps in Awareness and Memory: rs � �.75; Sensory Mispercep-
tions: rs � �.71). In the PTSD profile, the associations were also

Table 2
Demographics and Descriptive Statistics for the Full Sample and Each Latent Class

Demographic Full sample
Latent Class 1

(Baseline)
Latent Class 2

(PTSD)
Latent Class 3
(Dissociative)

Probable PTSD (n) 125 (40.5%) 0 51 74
Sex: Male (n) 136 (44.0%) 51 31 54
Age, years (M � SD) 35.18 � 11.90 37.45 � 13.20 36.40 � 11.36 30.18 � 8.49
Schooling, years (M � SD) 15.07 � 2.22 15.04 � 2.07 14.70 � 2.48 15.53 � 2.08
Employment: not working (n) 83 (26.9%) 42 35 6
Relationship status: single (n) 151 (48.9%) 74 42 35
Ethnicity: ethnic minority (n) 61 (19.7%) 8 14 39
Race: racial minority (n) 101 (32.7%) 25 26 50
PTSD total score (M � SD) 29.53 � 20.33 9.69 � 7.71 39.93 � 11.89 49.30 � 12.00
DSS total score (M � SD) 17.21 � 18.54 3.51 � 3.46 11.95 � 6.50 44.95 � 10.56
Anxiety total score (M � SD) 5.76 � 5.17 1.95 � 2.52 5.77 � 3.83 11.82 � 3.61
Depression total score (M � SD) 7.06 � 5.94 2.86 � 3.69 8.38 � 5.89 12.22 � 3.77

Note. For the purposes of calculating the descriptive statistics for the latent classes, each participant was
assigned to their most likely class (Class 1 � 94; Class 2 � 132; Class 3 � 83).
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negative, although much weaker, and only the relationship with the
Sensory Misperceptions subscale reached significance (rs � �.13,
p � .028). Finally, in the Dissociative profile, there were strong
positive associations (all significant at p � .001) between the
posterior probabilities and all DSS subscale scores (Sensory Mis-
perceptions: rs � .79; Cognitive and Behavioral Reexperiencing:
rs � .79; Depersonalization/Derealization: rs � .78; Gaps in
Awareness and Memory: rs � .75).

Multinomial Logistic Regression

The odds ratios and 95% confidence intervals for predictors of
the latent profiles are presented in Table 4. In brief, the relation-
ship status, ethnicity, anxiety, and depression emerged as signifi-
cant predictors of the PTSD profile as opposed to the Baseline
profile, and employment status, ethnicity, racial background, anx-
iety, and depression significantly predicted the Dissociative profile
relative to the Baseline profile. In addition, the Dissociative pro-
file, relative to the PTSD profile, was significantly predicted by
sex, employment status, minority racial background, and anxiety.

Discussion

The aim of this study was to examine the nature of the disso-
ciative symptoms in the dissociative PTSD subtype. We hypoth-
esized to uncover three to five latent profiles, one with elevated
endorsement of all dissociative indicators. Our hypotheses were
supported because we found three discrete profiles named Base-
line, PTSD, and Dissociative profile. Unlike the PTSD profile, the
Dissociative profile had significantly elevated scores on all disso-
ciation subscales, suggesting that these alternative features of
dissociation can likewise characterize the dissociative PTSD sub-
type. The results contribute to the growing literature recognizing
the existence of the dissociative PTSD subtype and extend this
literature by identifying alternative features of dissociation that are
elevated in this profile.

The identification of three profiles that differ in levels of PTSD
and dissociation is consistent with previous studies (Blevins et al.,
2014; Wolf, Miller et al., 2012). However, unlike the majority of
previous studies, we included a full measure of dissociation in the
LPA as well as a DSM–5 measure of PTSD. The only other study
that used this approach (Wolf et al., 2015) examined the dissocia-
tive symptom subscales of Depersonalization/Derealization, Loss
of Awareness, and Psychogenic Amnesia. Wolf et al. (2015) found
that the dissociative and nondissociative PTSD profiles differed
most strongly on the symptoms of Depersonalization/Derealiza-
tion, thus supporting the DSM–5 criteria for the dissociative PTSD
subtype. In contrast, we found that all four DSS subscales were

highly correlated with the Dissociative profile. Moreover, the
effect sizes for the differences between the PTSD profile and the
Dissociative profile were large not only for the Depersonalization/
Derealization subscale but also for the alternative subscales. This
discrepancy in the results of Wolf and colleagues (2015) and those
of the current study may be attributed to the different measures of
dissociation used—DSPS and DSS, respectively. Both measures
assess the domains of Depersonalization/Derealization and Re-
duced awareness, but in addition, the DSPS assesses Psychogenic
Amnesia and the DSS assesses Sensory Misperceptions and Cog-
nitive and Behavioral Reexperiencing. Wolf and colleagues (2015)
found that the dissociative and nondissociative PTSD classes did
not differ on the Psychogenic Amnesia subscale, which could be
expected because memory impairment is one of the core symptoms
of PTSD (APA, 2013) and is likely to be elevated in all PTSD
classes. The symptoms on the Loss of Awareness subscale of the
DSPS were significantly more endorsed by the dissociative PTSD
class than the nondissociative PTSD class in Wolf and colleagues;
(2015) study, but this difference was slightly smaller than that on
the Depersonalization/Derealization subscale. In our study, the
effect sizes for the differences between the PTSD profile and the
Dissociative profile were very similar on all DSS subscales, in-
cluding Gaps in Awareness and Memory. Of note, we also found
no significant relationships between the probability of membership
in the PTSD profile and the mean scores on the Depersonalization/
Derealization, Gaps in Awareness and Memory, and Cognitive and
Behavioral Reexperiencing subscales, further supporting the no-
tion that these alternative features of dissociation are relevant to
the Dissociative profile, but not the PTSD profile. Taken together,
the results of ours and Wolf and colleagues’ (2015) studies suggest

Table 3
Fit Indices of the Latent Profile Models

Model AIC BIC SSABIC Entropy BLRT (p)

One class 7,303.34 7,363.08 7,312.33 — —
Two classes 5,630.11 5,723.44 5,644.15 .99 .0000
Three classes 5,006.57 5,133.50 5,025.67 .95 .0000
Four classes 4,730.63 4,891.16 4,754.78 .96 .0000
Five classes 4,547.93 4,742.07 4,577.14 .95 .0000
Six classes 4,440.19 4,667.92 4,474.45 .95 .0000

0

0.5

1

1.5

2

2.5

3

erocs ela csbus nae
M

Class 1 Baseline (43.5%) Class 2 PTSD (29.7%)
Class 3 Dissociative (26.8%)

Figure 1. Profile plot of the mean PTSD and dissociation subscale
scores. PCL-5 Re-experiencing � PTSD reexperiencing symptom clus-
ter; PCL-5 Avoidance � PTSD avoidance symptom cluster; PCL-5
NACM � PTSD negative alterations in cognitions and mood symptom
cluster; PCL-5 AAR � PTSD alterations in arousal and reactivity
symptom cluster; DSS Depers./Dereal. � DSS Depersonalization/
Derealization subscale; DSS Gaps in awareness � DSS Gaps in Aware-
ness and Memory subscale; DSS Sensory misperceptions � DSS Sen-
sory Misperceptions subscale; DSS Re-experiencing � DSS Cognitive
and Behavioral Reexperiencing subscale.
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that some symptoms of dissociation are better able to differentiate
between the dissociative and nondissociative PTSD profiles than
others.

The Dissociative profile identified in our sample was quite large
(26.8%) compared with previous studies with nonclinical samples
(Blevins et al., 2014). However, this could be attributed to the fact
that exposure to multiple traumas was the norm in our sample, and
it has previously been reported that repeated traumatization and
dissociative symptomatology are positively correlated (Nijenhuis,
Spinhoven, van Dyck, van der Hart, & Vanderlinden, 1998). We
also found that the prevalence of probable PTSD in our trauma-
exposed sample was quite high (40.5%). Again, this could be
explained by the highly traumatized nature of our sample, although
previous studies using participants from AMT also reported rela-
tively high prevalence rates of PTSD (e.g., 33%; Seligowski,
Rogers, & Orcutt, 2016; 34.6%; McSweeney, Koch, Saules, &
Jefferson, 2016); therefore, this is not uncommon.

The second aim of this study was to examine the predictors of
latent profiles, particularly those differentiating the Dissociative
profile from the PTSD profile. The Dissociative profile was sig-
nificantly predicted by anxiety, supporting previous studies on the
relationship between anxiety and dissociation (Pastucha et al.,
2009) and anxiety and dissociative PTSD subtype (Armour, Elklit
et al., 2014; Blevins et al., 2014; Steuwe et al., 2012). Several
demographic variables were also found to significantly predict the
Dissociative profile as opposed to the PTSD profile. The first one
was male sex, which supports the findings from the World Mental
Health Survey (Stein et al., 2013) conducted across 16 countries.
It has been suggested that higher levels of dissociation in males
could be explained by higher levels of alcohol consumption in
males compared with females (Seedat, Stein, & Forde, 2003), but
unfortunately this was not assessed in our study. The second
significant predictor was minority racial background, again sup-
porting previous research on the relationship between race and
dissociation (Dunn et al., 1998; Frueh, Smith, & Libet, 1996).
However, our results extend this area of research by demonstrating
that minority racial background is a significant predictor of the
dissociative PTSD subtype. The reason for this could be that
dissociation might serve as an adaptive strategy for minority
groups to settle within a majority culture (Seedat et al., 2003).
Finally, we found that being employed is a significant predictor of
the Dissociative profile. This finding is unique in the literature and

could perhaps be explained by work-related stress because there is
some evidence that burnout at work and dissociative experiences
are positively correlated (Plouffe, 2015). However, we did not
enquire about participants’ work conditions; therefore, this con-
clusion is speculative.

Implications

The current study has important implications for clinical re-
search and practice. First, our finding that a wide range of disso-
ciative symptoms are elevated in the Dissociative profile suggests
that patients presenting with any symptoms of dissociation should
be assessed for PTSD, although more research is needed to repli-
cate these findings in different trauma samples. Second, recent
studies examining the effects of dissociation on treatment out-
comes in PTSD have shown that dissociation may interfere with
some (Bae, Kim, & Park, 2016; Cloitre, Petkova, Wang, & Lu
Lassell, 2012; Resick, Suvak, Johnides, Mitchell, & Iverson, 2012)
but not all (Wolf, Lunney, & Schnurr, 2016) types of treatment.
Therefore, assessing for dissociation in patients presenting with
PTSD symptomatology can help inform the decisions regarding
the most appropriate treatment. Moreover, future studies examin-
ing the effects of dissociation on treatment outcomes in PTSD
should consider the possibility that symptoms of dissociation other
than depersonalization and derealization may be elevated in indi-
viduals with the dissociative PTSD, and these alternative symp-
toms may interfere differentially with different treatments for
PTSD. Lastly, identifying the potential risk factors for dissociative
PTSD, such as male sex and minority racial background, has
important implications for clinical practice because it can alert
clinicians to the possible presence of dissociative PTSD when any
of these factors are present in trauma survivors.

Limitations

This study had several limitations. First, data were collected
using self-report measures through an online survey; therefore, the
study will need to be replicated with clinical interviews to see if
similar symptom profiles are uncovered. Second, because of the
small sample size, it was not possible to analyze item-level data in
our study. Instead, we used mean subscale scores as indicators in
the LPA, which prevented us from establishing which particular

Table 4
Odds Ratios (95% Confidence Intervals) for Predictors of Latent Profiles

Predictors
PTSD profile (29.7%)
vs. Baselinea (43.5%)

Dissociative profile (26.8%)
vs. Baselinea (43.5%)

Dissociative profile (26.8%) vs.
PTSD profilea (29.7%)

Age 1.01 (0.97–1.05) 0.99 (0.94–1.04) 0.98 (0.94–1.03)
Sex—male (reference � female) 0.52 (0.22–1.22) 1.87 (0.54–6.40) 3.60 (1.37–9.45)��

Education 0.91 (0.74–1.13) 1.11 (0.82–1.51) 1.22 (0.95–1.57)
Employment—not working (reference � employed) 1.09 (0.45–2.64) 0.10 (0.02–0.61)� 0.09 (0.02–.44)��

Relationship—single (reference � married) 0.37 (0.14–0.95)� 0.43 (0.14–1.34) 1.16 (0.48–2.84)
Ethnicity—ethnic minority (reference � ethnic majority) 3.95 (1.15–13.56)� 6.33 (1.41–28.54)� 1.60 (0.51–5.03)
Racial background—racial minority (reference � racial majority) 1.69 (0.65–4.36) 5.24 (1.53–17.97)�� 3.11 (1.24–7.77)�

Anxiety 1.32 (1.06–1.65)� 2.04 (1.54–2.72)��� 1.54 (1.26–1.89)���

Depression 1.25 (1.05–1.49)� 1.26 (1.06–1.51)� 1.01 (0.91–1.12)

a Denotes the reference class.
� p � .05 (two-tailed). �� p � .01 (two-tailed). ��� p � .001 (two-tailed).
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symptoms of dissociation are differentially elevated in the two
PTSD groups. It remains for future research to determine which
symptoms of dissociation are necessary and sufficient for the
diagnosis of the dissociative PTSD subtype and whether this
would be more or less accurate than the diagnosis given solely
based on the presence of the symptoms of depersonalization and
derealization. Finally, our sample consisted of highly traumatized
and highly symptomatic individuals; therefore, the results may not
generalize to less traumatized samples. A high percentage of
people had probable PTSD, which could partially be explained by
the fact that trauma exposure based on the DSM–5 PTSD criteria
was an inclusion criterion in our study. Moreover, as previously
mentioned, the reason for this high prevalence rate could be the
online nature of our survey. It has previously been reported that
AMT participants, particularly those with high levels of social
anxiety, feel more comfortable disclosing mental health-related
information online compared with a face-to-face interview (Sha-
piro, Chandler, & Mueller, 2013). On the basis of a literature
review reporting high rates of comorbidity between PTSD and
social anxiety disorder (Collimore, Carleton, Hofmann, & As-
mundson, 2010), Frewen and colleagues (2015) suggested that this
comorbidity could partially explain the elevated rates of PTSD in
AMT samples. In addition, it is possible that individuals with
social anxiety are overrepresented in online surveys relative to
their paper-and-pencil counterparts, which do not provide com-
plete anonymity because of the researcher usually being present in
the room with the participants. Therefore, it is important that future
studies utilizing AMT samples account for the potential comor-
bidity between PTSD and social anxiety. In addition, the current
analyses should be replicated using more representative samples
from general and clinical populations.

Conclusion

The results of this study provide support for the existence of the
dissociative PTSD subtype and justify its inclusion in the DSM–5
nosology. Moreover, we found that a wide range of dissociative
symptoms are elevated in a subgroup of trauma-exposed individ-
uals with elevated PTSD symptomatology, raising questions about
the specificity of depersonalization and derealization in the disso-
ciative PTSD subtype. Further to this, we also assessed demo-
graphic covariates that have not yet been examined in relation to
the DSM–5 dissociative PTSD subtype. The results showed that
male sex and racial minority background may be important risk
factors that should be acknowledged in clinical practice. Future
investigations into the nature of the dissociative symptoms in the
dissociative PTSD subtype, as well as research focusing on disso-
ciative PTSD risk factors, are warranted.
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