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Abstract
The research literature has suggested that longitudinal changes in posttraumatic stress disorder
(PTSD) could be adequately described in terms of one universal trajectory, with individual
differences in baseline levels (intercept) and rate of change (slope) being negligible. However, not
everyone who has experienced a trauma is diagnosed with PTSD, and symptom severity levels
differ between individuals exposed to similar traumas. The current study employed the latent
growth mixture modeling technique to test for multiple trajectories using data from a sample of
Danish rape victims (N = 255). In addition, the analysis aimed to determine whether a number of
explanatory variables could differentiate between the trajectories (age, acute stress disorder
[ASD], and perceived social support). Results concluded the existence of two PTSD trajectories.
ASD was found to be the only significant predictor of one trajectory characterized by high initial
levels of PTSD symptomatology. The present findings confirmed the existence of multiple
trajectories with regard to PTSD symptomatology in a way that may be useful to clinicians
working with this population.
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Introduction
Posttraumatic stress disorder (PTSD) was first introduced to the Diagnostic and Statistical
Manual of Mental Disorders in the third edition (DSM-III; American Psychiatric
Association [APA], 1980). Since its inclusion, an area of interest relates to the stability or
change of symptoms across time. Studies of this nature generally pertain to large-scale
epidemiological studies that are often retrospective (e.g., Kessler, Sonnega, Bromet, Hughes,
& Nelson, 1995) or based on combat veteran samples (e.g., Solomon & Mikulincer, 2006).
However, the above is not exclusive and other trauma samples, for example, individuals
who have experienced motor vehicle accidents (e.g., Blanchard et al., 1996; Koren, Arnon,
& Klein, 1999) have also been assessed. Overall, studies based on varying trauma samples
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have tended to report that PTSD symptomatology decreases across time (cf. Riggs,
Rothbaum, & Foa, 1995; Rothbaum, Foa, Riggs, Murdock, & Walsh, 1992; van Griensven
et al., 2006; Wu & Cheung, 2006). However, other studies have reported increasing PTSD
symptoms (Clipp & Elder, 1996; Kahana, 1992; Port, Engdahl, & Frazier, 2001), and the
rarer occurrence of delayed onset PTSD symptoms (Clipp & Elder, 1996; Koren et al.,
1999). More interestingly, the large majority of studies that have reported an increase in
PTSD symptoms across time are based on veteran samples. A recent study conducted by
Hepp et al. (2008) reported the occurrence of all three in one sample: decreasing, increasing,
and delayed onset. Thus, it is reasonable to assume that varying PTSD trajectory groups
exist. Whether the varying trajectories are a result of the varying sample characteristics
remains to be seen.

Researchers have generally assessed the longitudinal changes in PTSD symptomatology in
terms of one universal trajectory, with individual differences in baseline levels and the rate
of change surrounding the overall trajectory. However, as various trajectories have been
identified, an interesting, yet sparse, line of enquiry is whether multiple PTSD trajectory
groups exist. The statistical technique commonly used to determine the overall baseline level
and rate of change for a single trajectory group is latent growth modeling (LGM). LGM is
based on the assumption that only a single trajectory group exists and that there is individual
variability surrounding the baseline level (intercept) and the rate of change (slope). An
extension of this technique is latent growth mixture modeling (LGMM; Muthén & Muthén,
2000; Muthén & Sheddon, 1999) that assesses the existence of multiple trajectory groups.
Each trajectory group is said to differ with regard to a particular variable or process
(McLachlan & Peel, 2000). LGMM employs growth parameters such as slopes and
intercepts to uncover the existence of multiple trajectory groups across multiple
measurement occasions, thus allowing researchers to extend their analysis to investigate
which variables differentiate group membership.

Only two prior studies have directly employed LGMM with regard to PTSD data. The first
was conducted by Orcutt, Erickson, and Wolfe (2004) based on data from a veteran sample.
A model with two trajectory groups provided the best fit to the data. The slopes were both
positive indicating an increase in symptomatology. Group membership was investigated
using a number of explanatory variables: age, gender, race, education, military rank, military
status, and combat exposure. It was concluded that those individuals who were male, White,
with higher education, and less combat exposure were more likely to belong to the less
symptomatic group. The second study was conducted by Elliot, Biddle, Hawthorne, Forbes,
and Creamer (2005). This study differed from the previous as it assessed PTSD symptom
trajectories in response to treatment. A model with three trajectory groups provided the best
fit to the data. Again, group membership was investigated using a number of explanatory
variables. It was concluded that higher scores on the baseline measures of alcohol use,
anxiety, depression, anger, combat exposure, and clinician rated PTSD were indicative of
membership of the most symptomatic group.

Although many explanatory variables have been shown to be related to PTSD, some have
yet to be investigated with regard to the longitudinal changes in PTSD. Acute stress disorder
(ASD) was introduced in 1994 (DSM-IV; APA, 1994) as an attempt to identify those
individuals who had experienced a trauma and would subsequently develop chronic PTSD.
Results thus far have reported that between 30% (Creamer, O’Donnell, & Pattison, 2004)
and 83% (Brewin, Andrews, Rose, & Kirk, 1999) of individuals who have already met the
criteria for an ASD diagnosis subsequently meet the criteria for a PTSD diagnosis. However,
it has also been shown that 10% to 72% (Schnyder, Moergeli, Klaghofer, & Buddeberg,
2001, and Creamer et al., 2004, respectively) of individuals who meet PTSD diagnostic
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criteria did not initially meet ASD diagnostic criteria. This can be regarded as a major
limitation.

Another potentially important explanatory variable is that of perceived social support. It has
been reported that when an individual perceives a high availability of social support after a
traumatic event, this is directly associated with experiencing fewer PTSD symptoms (Bal,
Crombez, Van Oost, & Debourdeaudhuij, 2003). Despite this, other studies have reported
that social support may be detrimental to an individual’s recovery as it is seen as an
unwanted burden (e.g., Buunk & Hoorens, 1992) and that veterans diagnosed with PTSD
often see a decrease in their levels of social support as time since discharge increases
(Keane, Scott, Chavoya, Lamparski, & Fairbank, 1985; Solomon & Mikulincer, 1992). In
addition, as social support is based on a reciprocal relationship, PTSD symptoms, such as
avoidance, often make it difficult for it be properly received (Kaniasty & Norris, 2008).

Many other variables have been highlighted as influencing the severity and course of PTSD.
For example, Brewin, Andrews, and Valentine (2000) concluded that for some populations,
factors such as female gender, being of younger age, and being a member of a minority
status race group were regarded as risk factors. However, it is important to note that the
effect sizes of the demographic factors within Brewin et al.’s (2000) review were small and
explained less about the development of PTSD than the other variables under investigation
such as previous psychiatric history. More interestingly, the strongest weighted effect size
was reported at .40 for lack of social support.

The current study had two main aims. First, to test whether there are different trajectory
groups of PTSD across three measurement points after the experience of rape. On the basis
of the research literature, it was hypothesized that multiple trajectory groups would exist.
The second aim was to determine whether membership within a particular trajectory group
can be defined by a number of explanatory variables (age, ASD, and perceived social
support). We hypothesized that the explanatory variables would help differentiate between
different groups. For example, those high on ASD would be expected to belong to a
trajectory group characterized by a high intercept (high PTSD symptom levels), whereas
those individuals’ reporting high perceived social support would be expected to belong to a
trajectory group characterized by a low intercept (low PTSD symptom levels). Hopefully,
the aims of the current study will benefit the practitioner working with rape victims by
highlighting those victims most at risk for developing prolonged and severe PTSD
symptomatology.

Methods
Sample

Participants in this longitudinal study included 255 (baseline) rape victims, of which 96.8%
were female, who had been in contact with a center for rape victims (CRV) at the University
Hospital of Aarhus, Denmark. When victims first came into contact with the CRV, all were
interviewed with regard to their demographic information. Every participant was offered the
opportunity to speak with a counseling psychologist. Participants attended one therapy
session approximately 2 weeks after first coming into contact with the CRV. Participants
age ranged from 12 to 71 years (M = 23.07, SD = 10.28). All victims willing to participate
and capable of participating completed an initial questionnaire between 2 and 3 weeks post
rape (baseline). This questionnaire assessed a variety of demographics, ASD, and levels of
perceived social support. Further data collection with regard to PTSD symptoms as
measured using the Harvard Trauma Questionnaire (HTQ; Mollica et al., 1992) occurred at
3 (T1), 6 (T2), and 12 months (T3). The study followed the Nordic ethical guidelines set for
psychologists. According to the regional Helsinki committee, practices that are primarily
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used as part of the treatment program, such as questionnaires used for monitoring, do not
need to be considered by regional ethics boards. This is the case for the present study.
Furthermore, the participants gave informed consent, were secured full anonymity, and were
not compensated for their participation.

Measures
HTQ Part IV—The HTQ is composed of 30 items that measure the presence and severity of
PTSD (Mollica et al., 1992). Questions are answered on a 4-point Likert-type scale (1 = not
at all to 4 = to all the time). PTSD severity is determined by summing scores. Sixteen items
correspond to the 17 items as specified by the DSM-IV (APA, 1994). Mollica et al. (1992)
reported good reliability and validity of the HTQ. The reliability scores of the scale, based
on Cronbach’s alpha, in the current study at Time Point 1, Time Point 2, and Time Point 3
were .89, .92, and .90, respectively.

The Crisis Support Scale (CSS)—The CSS is composed of seven items that measure
the level of perceived social support (Joseph, Andrews, Williams, & Yule, 1992). Questions
are answered on a 7-point Likert-type scale (1 = never to 7 = always). The CSS has been
reported as having good reliability and validity and has been reported as having reliability
coefficients of .74 (Elklit, Pedersen, & Jind, 2001). The reliability score of the scale, based
on Cronbach’s alpha, in the current study was .61.

ASD Scale (ASDS)—The ASDS is composed of 19 items that measure dissociative,
reexperiencing, avoidance, and hyper-arousal symptoms as specified by the DSM-IV
(Bryant, Moulds, & Guthrie, 2000). Questions are answered on a 5-point Likert-type scale (1
= not at all to 5 = very much). The ASDS has been reported as having good reliability, with
a reliability coefficient of .90 (Elklit & Christiansen, 2010). The reliability score of the
scale, based on Cronbach’s alpha, in the current study was .85.

Analytic Plan
All statistical analyses used Mplus 5.2 software (Muthén & Muthén, 1998–2008). All
analyses were conducted by calculating average scores. If individuals displayed missing data
on more than four items on the HTQ, or two items on the CSS and ASDS, they were
excluded. The first stage of analysis utilized LGMM (Muthén & Muthén, 2000; Muthén &
Shedden, 1999). The LGMM technique was employed to identify varying change
trajectories of individual’s levels of PTSD symtomatology. Each subgroup trajectory is
defined by two latent variables: intercept and slope (Cicchetti & Rogosch, 1999). LGMM
can be likened to an amalgamation of LGM and latent class analysis. However, whereas
LGM identifies change trajectories based on the variance around the mean of a single
growth curve, LGMM allows for multiple change trajectories based on the variance around
multiple means. Therefore, LGMM classifies individuals into subgroups based on their
similarity of model parameters across varying time points. However, as it is not possible to
definitively determine an individual’s group membership, the probability with which an
individual belongs to a particular group is used. These posterior probabilities are calculated
from an individual’s scores across time (Nagin, 1999). Each individual is assigned a
probability score for each latent class, the highest probability value is indicative of that
individual’s group membership. Group members are such because they have answered items
in a similar manner across multiple time points.

To determine the model with the most parsimonious number of classes, a series of models
specifying one- to six-class solutions were estimated. Model fit is determined by a variety of
fit indices: the Akaike Information Criterion (AIC; Akaike, 1987), the Bayesian Information
Criterion (BIC; Schwartz, 1978), the sample size adjusted BIC (ssaBIC; Sclove, 1987), the
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Lo–Mendell–Rubins Adjusted Likelihood Ratio Test (LRT; Lo, Mendell, & Rubin, 2001),
entropy values (Ramaswamy, DeSarbo, Reibstein, & Robinson, 1993), and the likelihood
ratio chi-square. Guidelines state that with reference to the AIC, BIC, and ssaBIC, the lower
the values, the superior the fit (Muthιn & Muthιn, 2004). However, as more classes are
added to the model, fit tends to improve with the AIC, BIC, and ssaBIC continually
lowering. To determine what improvement is made to the model by adding an additional
class, the difference between the values for the AIC, BIC, and ssaBIC can be calculated. If
the difference between the values of one additional class is small, an additional class is said
to add little to the model (DiStefano & Kamphaus, 2006). On the basis of parsimony, the
solution with fewest classes should be accepted. If the LRT for a particular class solution is
deemed significant (<.05), then the solution is deemed acceptable; however, if the LRT
value is nonsignificant (>.05), this indicates that a solution with one less class should be
used. Ramaswamy et al. (1993) reported that high entropy values indicate good
classification, with 1 indicating perfect classification. Fit indices for model comparison are
displayed in Table 2.

Subsequently, during the second stage of the analysis, to determine whether membership
within a particular trajectory can be defined by a number of covariates, class membership
was used as a dependent categorical variable within a logistic regression. The predictor
variables were age and scores on the ASDS and CSS.

Results
All analyses were conducted using Mplus 5.2 software (Muthén & Muthén, 1998–2008).

LGMM
Table 1 shows the descriptive statistics for the total sample and for each of the two groups.
Figure 1 shows the mean HTQ scores for each group across the three time points.

Fit indices for model comparison are shown in Table 2. The two-class solution was
considered the optimal solution. The Lo–Mendell–Rubin’s is nonsignificant for the three-
class solution, whereas the two-class solution is significant. The entropy value indicates that
a high proportion of participants is correctly classified. The AIC and ssaBIC both show a
large drop from the one- to two-class solutions, and subsequent decreases through to the six-
class solution are much smaller suggesting that additional classes do not add to the model
(DiStefano & Kamphaus, 2006).

The probability value of individuals in Group 1 belonging to Group 1 was .906. The
probability value of individuals in Group 1 belonging to Group 2 was .094. The probability
value of individuals in Group 2 belonging to Group 1 was .089. The probability value of
individuals in Group 2 belonging to Group 2 was .911. The parameter estimates for the
intercepts and slops of each group can be viewed in Table 3.

The parameter estimates reported in Table 3 show that the trajectory of individuals in Group
1 (Low Stable: 35.0%) remains stable across the three time points as is evident from the
nonsignificant slope mean. With regard to the trajectory of individuals in Group 2 (High
Decline: 65.0%), the slope significantly declines across the three time points as is evident
from the significant slope mean, in other words the fixed effect for Class 2 is adequate at
explaining longitudinal changes. The significant variance of the slope in Group 1 indicates
that there was significant variability around the slope mean across the three time points. The
nonsignificant variance of the slope in Group 2 indicates that there was no significant
variability around the slope mean across the three time points. With regard to the intercepts
for Slope 1, the mean was statistically significant, whereas the variance was non-significant
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indicating that there was no significant variability in the individual intercepts at the initial
time for Group 2. With regard to the intercepts for Group 2, the mean and variance were
both statistically significant indicating that there was significant variability in the individual
intercepts at the initial time for Group 1. For both Group 1 and Group 2, the correlation
between the intercept and slope factors was not statistically significant indicating that there
is no significant relationship between initial status and subsequent growth within each
group.

Logistic Regression
A logistic regression was preformed to determine whether a number of explanatory variables
predicted group membership. Three covariates were included: age (OR = 1.010; CI = 0.983–
1.037; p = .475), scores on ASDS (OR = 4.198; CI = 2.343–7.524; p = .000), and scores on
CSS (OR = 0.969; CI = 0.674–1.394; p = .867). The results of the logistic regression
indicated that only ASD was a significant predictor of group membership. The odds ratio
was 4.198 which indicates that high scores on ASD at baseline are predictive of Group 2
(High Decline: 35%) membership.

Discussion
The specific aims of the current study were twofold. The first aimed to identify whether
there were different trajectory groups of PTSD across three measurement points after the
experience of a rape, and the second aimed to determine whether membership within a
particular trajectory group could be defined by a number of explanatory variables (age,
ASD, and perceived social support). It was hypothesized that different trajectory groups
would coexist within a sample of rape victims and that the explanatory variables would help
differentiate the existence of the varying trajectory groups.

The results suggested two PTSD trajectory groups. The first trajectory group (Group 1: Low
Stable, 35.0%) was characterized by a low intercept and a nonsignificant slope. In other
words, individuals in this group experienced PTSD symptoms that remained stable across
time. The second trajectory group (Group 2: High Decline, 65.0%) was characterized by a
high intercept and a significant negative slope. In other words, individuals within this
trajectory group can be said to have experienced high levels of PTSD symptomatology
shortly after the experience of a rape that gradually subsided as time passed. The results
therefore confirm the first hypothesis pertaining to the existence of multiple trajectory
groups.

The existence of a trajectory group characterized by a high intercept and a declining slope
has been well established in the preceding PTSD literature (more recently in Galea et al.,
2003; van Griensven et al., 2006; Wu & Cheung, 2006). With regard to trauma experiences
such as motor vehicle accidents, Wu and Cheung (2006) have proposed that the decreasing
slope may be attributable to the notion that individual’s experience heightened anxiety levels
directly after traumatic events that decrease across time. These heightened anxiety levels, in
part, are said to exacerbate the severity of the PTSD symptomatology. However, as time
passes it is thought that an individual’s initial level of perceived threat and the
accompanying levels of anxiety decrease because of the everyday life experiences correcting
the negative cognitions associated with the trauma experience. This may also hold true for
the current sample. Notably, this analysis failed to identify a trajectory group that was
characterized by an increasing slope, despite this being found previously within the literature
(e.g., Clipp & Elder, 1996). This may be attributable to the sample characteristics of the
current study in that it is a noncombat veteran sample. Increasing trajectory slopes are
generally identified in veteran samples and are possibly attributable to the reported tendency
of such samples to exaggerate symptoms (Frueh, Gold, & de Arellano, 1997). This symptom
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exaggeration has been linked to the positive correlation between PTSD symptom severity
and increasing monetary compensation that is awarded by Veterans Affairs Centers in the
United States (Frueh et al., 1997; Gold & Frueh, 1999).

Wu and Cheung (2006) suggested that the existence of different PTSD trajectory groups
may indeed be attributable to the presence and severity of symptoms across the individual
PTSD symptom clusters. They concluded that individuals who experienced severe
avoidance symptomatology were continuously distressed by their symptoms that failed to
decrease over time. This raises questions as to whether the severity and presence of
avoidance symptoms has had implications for the trajectory groups within this current study.
It is possible that the individuals within trajectory Group 1 (Low Stable) were experiencing
severe avoidance symptomatology, whereas those in Group 2 (High Decline) were
experiencing fewer avoidance symptoms. Likewise, Wu and Cheung (2006) concluded that
the severity of reexperiencing and hyperarousal symptomatology decreases over time and
therefore could be a characteristic of Group 2 (High Decline). In addition, previous theories
of PTSD (e.g., Ehlers & Clark, 2000; Foa & Kozak, 1986) have focused on avoidance and
escape behaviors with regard to the recovery from PTSD symptoms. Maybe the key
differentiation between the two trajectory groups lies with the presence and severity of
avoidance symptomatology. It has been suggested that the presence of such prevents the
natural recovery process and is implicated in the maintenance of PTSD symptoms.
Therefore a possible lack of avoidance symptomatology in Group 2 (High Decline) has
allowed the natural recovery process to occur that explains the decreasing slope; however,
the possible presence of avoidance symptomatology in Group 1 (Low Stable) may be
attributable to the lack of change and so the maintenance of PTSD symptomatology.
Unfortunately, the current study did not assess the role of different symptom clusters.
However, this is an important issue that should be addressed by future LGMM research
concerning PTSD.

The second hypothesis was related to whether membership within a particular trajectory
group could be defined by a number of explanatory variables (age, ASD, and perceived
social support). The results of the current study concluded that only ASD was a significant
predictor of group membership. It was concluded that for every one unit increase in ASD,
the odds of membership in Group 2 (High Decline) compared with Group 1 (Low Stable)
increased by a factor of 4.198. The fact that the higher ASD scores are a significant
predictor of the trajectory group characterized with the highest PTSD intercept scores
(Group 2: High Decline). This is in accordance with previous research that has concluded
that an ASD diagnosis has good predictive utility with regard to a subsequent PTSD
diagnosis (cf. Creamer et al., 2004; Elklit & Brink, 2004; Harvey & Bryant, 1998; Schnyder
et al., 2001). For example, the proportion of individuals who were diagnosed with ASD and
then went on to develop PTSD ranged between 30% and 83% (Bryant, Harvey, Dang, &
Sackville, 1998; Creamer et al., 2004). However, it is also important to note that the
proportion of individuals who were diagnosed with PTSD who did not meet the initial ASD
criteria ranged from 10% to 72% (Schnyder et al., 2001, and Creamer et al., 2004,
respectively).

Contrary to the research literature, is the lack of significant findings with regard to the level
of perceived social support. On the basis of the research literature (e.g., Bal et al., 2003;
Brewin et al., 2000), it would have been agreeable whether perceived social support was a
significant predictor of Group 2 (High Decline) as the individuals within this group improve
with regard to their PTSD symptomatology. Alternatively, as some research has suggested
that social support may be detrimental to an individual’s recovery as it is seen as an
unwanted burden (e.g., Buunk & Hoorens, 1992), it would have been equally agreeable if
perceived social support was a significant predictor of Group 1 (Low Stable). The current
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results, however, suggest that the level of perceived social support in the initial aftermath of
a traumatic experience has no role with regard to differentiating the current two trajectory
groups. The conclusions of recent research (e.g., Kaniasty & Norris, 2008) may partly
account for the lack of significant finding. For example, Kaniasty and Norris (2008)
concluded that social support may indeed be beneficial to an individual in the immediate
aftermath of a traumatic experience, but as time passes, the levels of social support decrease.
These “sequential transactions between social support and distress” (p. 280) are thought to
occur as people are initially sympathetic to what is regarded as a natural response to trauma;
however, as time passes and symptomatology persists, other individual’s (social networks)
begin to distance themselves from the PTSD-afflicted individual as they become
overburdened by their symptoms. Likewise, the PTSD-afflicted individual begins to distance
themselves from social networks and so from social support through avoidance symptoms
and symptoms such as feelings of detachment and diminished interest (Kaniasty & Norris,
2008). The lack of a significant finding within the current results may, therefore, be
attributable to the longitudinal nature of the study and the fluctuating role played by social
support across time. Perhaps if perceived social support had been measured at each time
point rather than just at baseline, the results would have differed. The explanatory variables
of age also failed to differentiate between the two trajectory groups despite the fact that
younger age has been implicated as a risk factor for the development of PTSD in some
populations (cf. Brewin et al., 2000). However, as demographic variables have been
implicated as risk factors to a far lesser extent than variables pertaining to trauma severity
and psychiatric history (Brewin et al., 2000) the lack of a significant finding is not totally
surprising.

A strength of the current study can be related to its use of LGMM with longitudinal PTSD
data. All previous studies that have applied this technique have been based on data from
veteran samples. Therefore, the current study is novel in that it applies LGMM to PTSD data
of noncombat trauma survivors. However, it is important to note that some have criticized
the LGMM approach (Bauer, 2007; Bauer & Curran, 2003). Notably, Bauer (2007)
suggested that the LGMM technique can be misleading as classes can emerge from
particular distributions of data rather than different groups at the population level. However,
this issue still remains unresolved and others disagree with the criticisms and in fact
advocate its use (e.g., Cudeck & Henly, 2003; Muthén, 2003; Rindskopf, 2003). Other
limitations of the current study pertain to the use of only three measurement points. It has
been stated that three measurement points may limit the complexity of the growth curve and
that at least four measurement points is required to allow for a deeper exploration of
longitudinal data (Orcutt et al., 2004). However, in light of the nature of the current research
questions, longitudinal research is advantageous and so the design of the current study can
be regarded as a strength. In addition, the current study is based on a Danish rape victim
sample and therefore may pose problems with regard to the generalizability of results to
other cultures and indeed to other trauma victims. Due to the notable lack of LGMM studies
with regard to longitudinal PTSD data, studies like this must be conducted to confirm or
indeed refute the results. Future research may also wish to consider conducting LGMM
analysis while accounting for the varying symptom clusters. This will allow researchers to
assess the role that symptoms from the varying clusters have with regard to differentiating
the varying trajectory groups.

Clinical Implications
The results of the current research have indicated that not everyone who experiences a
similar trauma will experience PTSD symptoms marked by similar severity and course. The
results have indicated that people who have low levels of PTSD symptoms will not tend to
increase. Therefore, it could be argued that treatment resources should be focused on people
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with high levels of PTSD at baseline and on those who have high levels of ASD within the
month immediately following the traumatic experience. However, that is not to say that
those with initial low levels of PTSD should not receive therapy. All individuals suffering
from PTSD symptomatology should be offered help; however, this study suggests that those
with higher levels of PTSD and ASD at initial assessment may be regarded as priority cases.
Identifying at risk individuals is essential with regard to deciding who receives the necessary
treatment and when such interventions will have the greatest positive effect.
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Figure 1.
Groups mean Harvard Trauma Questionnaire (HTQ) scores across three time points
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Table 3

Parameter Estimates for Latent Growth Curve Model

Parameter Coefficient Standard error

Group 1 (35%)—Low Stable Intercept mean 1.752a .060

Intercept variance 0.127 .068

Slope mean −0.045 .044

Slope variance 0.031a .035

Intercept—Slope correlation −0.339 .445

Group 2 (65%)—High Decline Intercept mean 2.782a .044

Intercept variance 0.127a .068

Slope mean −0.132a .036

Slope variance 0.031 .035

Intercept—slope correlation −0.339 .445

a
Indicates significant coefficients.
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