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Abstract

Response to weekly evidence-based PTSD treatments varies. Little is known about response
trajectories and predictors in intensive PTSD treatments. This study sought to identify different
trajectories of symptom change among veterans who completed a 3-week CPT-based intensive
PTSD treatment program and examined potential predictors of trajectory group membership.

Four hundred fifty-two veterans completed the program. Demographics, PTSD and depression
severity, negative posttrauma cognitions, and alcohol use were assessed at intake and evaluated

as possible predictors of group membership. Group based trajectory modeling was used to
determine distinct groups based on PTSD symptom trajectory over the course of treatment, as
well as predictors of group membership. Four distinct treatment trajectories were identified:

Fast responders (15.3%), steady responders (32.0%), partial responders (38.4%), and minimal
responders (14.4%). Fast and steady responders reported substantial symptom reductions and
dropped below the “probable PTSD” threshold, with fast responders achieving improvements after
just one week of treatment. Partial responders experienced clinically significant reductions but
remained above the “probable PTSD” threshold. Minimal responders reported the highest baseline
PTSD symptoms and changed the least throughout treatment. Negative posttrauma cognitions as
well as self-reported and clinician-rated PTSD symptom severity assessed at intake successfully
predicted trajectory membership. The identified trajectories closely resemble findings in the
limited existing literature on intensive PTSD treatment trajectories. Results suggest that some
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individuals may improve with even shorter interventions and others might benefit from additional
treatment sessions. Overall, findings support the importance of evaluating individual- and group-
level treatment responses.
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PTSD; Veterans; Intensive Treatment; Cognitive Processing Therapy; Trajectory; Treatment
Response

Responses to first-line, evidence-based treatments for posttraumatic stress disorder (PTSD),
such as Cognitive Processing Therapy (CPT; Resick et al., 2016) and Prolonged Exposure
therapy (PE; Foa et al., 2019), differ for individuals, with some responding more favorably
than others (Allan et al., 2017; Dewar et al., 2020; Galovski et al., 2016; Stein et al.,

2012). Individuals who receive these treatments can generally be categorized into two

to five response trajectory groups, with a classification of responder, non-responder, and
sub-threshold groups being most common (Dewar et al., 2020). Depending on the sample,
comorbid mental health conditions (e.g., depression and alcohol use) as well as demographic
factors (e.g., age and combat exposure) can be used to predict treatment response.

Most research on PTSD treatment response trajectories has focused on weekly treatments.
Although increased session frequency is associated with improved treatment response
(Gutner et al., 2016), little is known about response trajectories for intensive PTSD
treatments, which involve daily treatment sessions over 1-3 weeks (Held et al., 2019a).
Intensive PTSD treatments have been shown to be feasible and effective, producing
substantial PTSD symptom reductions while reducing dropout rates compared to weekly
interventions (Bryan et al., 2018; Ehlers et al., 2014; Foa et al., 2018; Goetter et al., 2020;
Harvey et al., 2018; Hendriks et al., 2018; Held et al., 2019b; Zalta et al., 2018). Only

two published studies have examined treatment trajectories and their predictors in intensive
PTSD treatments for civilians. Hendriks and colleagues (2018) examined response to
intensive PE delivered 3x/day over four days followed by four weekly booster sessions and
identified four treatment trajectories: fast responders (13%) who lost their PTSD diagnosis
directly following the intensive treatment phase and experienced additional symptom
reduction during the booster phase; slow responders (26%) who showed no significant
treatment response directly after the intensive phase but experienced symptom reduction
and lost their PTSD diagnosis during the booster phase; partial responders (32%) who also
showed no significant treatment response directly after the intensive phase but experienced
continued symptom reduction during the booster phase and the follow-up period to an
ultimate loss of PTSD diagnosis by the end of the 6-month follow-up period; and ron-
responders (29%) who reported no significant symptom reduction over the course of the
study. Unlike research from weekly PTSD treatment, baseline symptom severity did not
predict treatment response. Instead, early treatment process variables, including between-
session fear habituation from the first to the second imaginal exposure session, predicted
treatment response (Hendriks et al., 2018). Brown and colleagues (2019) conducted a
similar study examining treatment trajectories for individuals who received daily PE (M-PE)
delivered over the course of 2 weeks, weekly PE delivered over the course of 8 weeks, or
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weekly Present Centered Therapy (PCT) delivered over the course of 8 weeks. For each of
these treatments, five distinct trajectories were identified: rapid responder (7-17%; 16.8%
M-PE); steep linear responder (14-22%; 18.8% M-PE); gradual responder (30-34%; 30.7%
M-PE); non-responder (27-33%; 26.7% M-PE); and symptom exacerbation (7-13%; 6.9%
M-PE) (Brown et al., 2019). Baseline clinical characteristics also did not predict group
membership (Brown et al., 2019), suggesting that one-time assessments of individuals’
symptom severity prior to treatment may not be helpful in predicting response to intensive
PTSD treatment.

Treatment response trajectories and their predictors for CPT-based intensive PTSD treatment
programs (ITPs) for veterans have yet to be examined. We have previously demonstrated
that participation in a 3-week CPT-based ITP, which combined daily individual and group
CPT with daily adjunctive services, was well-tolerated (Held et al., 2019b) and associated
with large reductions in PTSD symptoms in the short- and long-term (Zalta et al., 2018;
Held et al., 2020b). It is likely that findings from previous research on intensive PE may not
be directly applicable to such CPT-based ITPs due to the difference in treatment modality
(i.e., PE vs. CPT), the delivery format (standalone evidence-based treatment vs. combining
evidence-based treatment with adjunctive services) of ITPs, treatment lengths (1 vs. 2 vs.

3 weeks). This study’s primary aim was to identify treatment trajectories of symptom
change among veterans who completed the 3-week CPT-based ITP for PTSD. Based on
limited research on intensive PE (Brown et al., 2019; Hendriks et al., 2018), we expected

to identify four distinct treatment trajectories (7ast, slow;, partial, and non-response). A
secondary aim was to examine demographic and pre-treatment clinical variables, such as
PTSD, depression, alcohol use severity, and negative posttrauma cognitions, as predictors of
treatment trajectory group membership, as has been shown in previous research (e.g., Dewar
et al., 2020). Better understanding and being able to predict response trajectories could
allow for individualized and personalized approaches to intensive treatment for PTSD. Such
personalization might include adjusting treatment length or changing the treatment approach
during treatment if an individual is predicted to be minimally or non-response to treatment in
order to achieve improved outcomes.

Method

Participants

Data were collected from 452 service members (/7= 15) and veterans (/7= 437; hereafter
collectively referred to as veterans) who completed a 3-week CPT-based ITP for PTSD
between April 2016 and February 2020. Completion rates for the ITP are high (90.8%)
and individuals who completed the ITP and were included in this study did not statistically
differ on the baseline PTSD Checklist for DSM-5 rating from those who did not (¢=0.18;
p=.34). On average, veterans in the sample were 41.44 years old (SD=9.45, range: 24-74
years), 65.93% identified as male, and 68.36% identified as White. Demographic and
military-related characteristics can be found in Table 1.
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Program Description

To determine suitability for the ITP, providers administered the Clinician-Administered
PTSD Scale for DSM-5 (CAPS-5; Weathers et al., 2018) to confirm a PTSD diagnosis
during the intake evaluation. Exclusion criteria included requiring a higher level of care
(e.g0., active suicidality; a recent suicide attempt within the past three months; active
homicidality; active psychosis; unmanaged mania; severe self-harming behaviors; high
levels of active substance use or active eating disorders that would require medical attention)
or other problems that would prevent full engagement in the ITP (e.g., serious health issues
or legal problems).

Veterans were prospectively assigned to either a treatment cohort for PTSD secondary

to combat or military sexual trauma (MST) based on the details of their index traumas.
Veterans in either cohort type were provided with 14 daily 50-minute sessions of individual
CPT, 13 daily 120-minute sessions of group CPT, 13 daily 75-minute group sessions of
mindfulness, and 12 daily 50-minute group sessions of yoga along with other 50-minute
educational classes on relevant topics, such as sleep hygiene and distress management.

Assessment Procedures

Measures

Data collection was approved by the Rush University Medical Center Institutional Review
Board. A waiver of consent was obtained since all data collection occurred as part of routine
clinical care. Self-report assessments were conducted electronically at intake (within two
weeks before ITP start), during treatment, and at treatment endpoint.

Demographic and Military Characteristics.—At intake, veterans reported sex, age,
race, ethnicity, cohort type (MST vs. combat trauma), education, service branch, and marital
status.

The PTSD Checklist for DSM-5 (PCL-5).—The PCL-5 (Blevins et al., 2015) is a
20-item self-report measure of PTSD symptom severity based on DSM-5 diagnostic criteria,
assessing intrusions, avoidance, negative cognition and mood, and hyperarousal symptoms
(Blevins et al., 2015; Bovin et al., 2016; Wortmann et al., 2016). A recommended PCL-5
cutoff score of = 33 indicates “probable PTSD” (Bovin et al., 2016), with higher scores
indicating greater PTSD symptom severity. A 10-point change has been suggested as an
indication of clinically meaningful change for a previous version of the instrument and was
recommended on the website of the National Center for PTSD (https://www.ptsd.va.gov/
professional/assessment/adult-sr/ptsd-checklist.asp) when this manuscript was composed.
The PCL-5 was administered at intake, on ITP days 2, 3, 5, 6, 8, 11, 13, and at post-
treatment. Symptom severity was measured for the past month during the intake assessment
and for the past week at each additional timepoint. Individuals were asked to rate their PTSD
symptoms in relation to their index trauma they targeted during CPT. Internal reliability for
the PCL-5 in the present sample ranged from .893-.962.

Clinician Administered PTSD Scale for DSM-5 (CAPS-5).—The CAPS-5 (Weathers
et al., 2018) is a clinician-rated assessment to determine PTSD severity based on DSM-5
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diagnostic criteria, assessing intrusions, avoidance, negative cognition and mood, and
hyperarousal symptoms. Intake data were used for analyses. Higher CAPS-5 scores reflect
greater PTSD symptom severity. Internal reliability for the CAPS-5 in the present sample
was .785.

Patient Health Questionnaire (PHQ-9).—The PHQ-9 (Kroenke et al., 2001) is a 9-item
self-report measure of depression symptoms occurring during the past two weeks. Intake
data were used for analyses. Higher PHQ-9 scores reflect greater depression symptom
severity. Internal reliability for the PHQ-9 in the present sample was .813.

Alcohol Use Disorder Identification Test (AUDIT-C).—The AUDIT-C (Bush et al.,
1998) is a self-report measure of alcohol consumption during the past year that consists of
the first three items of the standard 10-item AUDIT. Intake data were used for analyses.
Higher AUDIT-C scores reflect greater alcohol consumption. Internal reliability for the
AUDIT in the present sample was .871.

Posttraumatic Cognitions Inventory (PTCI).—The PTCI (Foa et al., 1999) is a
33-item self-report measure that assesses trauma-related cognitions including self-blame,
negative cognitions about the self, and negative cognitions about others and the world.
Intake data were used for analyses. Higher PTCI scores reflect greater negative posttrauma
cognitions. Internal reliability for the PTCI in the present sample was .951.

Statistical Analyses

Group Based Trajectory Modeling (GBTM)? was utilized to identify and define distinct
groups based on trajectory of total PTSD symptoms measured repeatedly over the course

of treatment, as well as predictors of trajectory group membership. This approach is based
on finite mixture modeling, and probabilistically identifies latent clusters of individuals with
similar trajectories over the course of the program. Estimation uses maximum likelihood
based on a general quasi-Newton procedure (Jones & Nagin, 2012). As no generally
conclusive method of determining true number of trajectories exists, and prior work has
suggested a tendency for fit indices to over or under-estimate classes (e.g., Henson et

al., 2007), a priori theory and clinical judgment were strongly considered in evaluating
trajectory makeup, as generally suggested (e.g., Bauer & Curran, 2003; Muthén, 2003;
Nagin, 2005; van der Nest et al., 2020). Demonstration of adequate trajectory membership
as well as Akaike’s Information Criterion (AIC), and Bayesian Information Criterion (BIC)
were explored as well in assessing trajectory number and shape. Trajectory adequacy

was assessed based on Nagin’s (2005) guidelines that average posterior probabilities of
group membership should exceed .70 and odds of correct classification should exceed 5.
GBTM assumes data are missing at random (MAR), which has been supported in prior
analyses of ITP outcomes (Held et al., 2020b). Baseline measurements were assessed as
time-invariant predictors as well as demographic variables: age, race, ethnicity, sex, military

1Due to the assumption of GBTM that equal error variances are constant over time we also explored trajectory models using Growth
Mixture Modeling, which relaxes this assumption and allows for random effects. Results were similar and confirmed the superior fit
of the 4-trajectory model via BIC values as well as supporting the utility of PTCI and baseline PCL-5 subscales to predict trajectory
membership. As such, only GBTM models are reported here.
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service branch, cohort type (MST or combat trauma), education level, and marital status.
Due to the exploratory nature of this research as well as existence of predictors that are
often closely correlated, each covariate was initially examined individually as a predictor

of trajectory membership prior to creation of adjusted models including relevant predictors.
Following examination of each predictor in unadjusted models, we included all significant
predictors in an adjusted model. Baseline predictors of trajectory membership in GBTM are
examined with a generalized logit function and change in BIC was also assessed to compare
improvement in model fit when including predictors in the presence of others. All analyses
were conducted in Stata version 15.

In total, 72.92% of individuals reported clinically meaningful PTSD symptom reductions
(i.e., 10-point PCL-5 change), and 50.62% of veterans fell below the “probable PTSD”
cutoff by the completion of treatment.

Trajectory Groups

A 4-trajectory model was selected based on prior theory and similarity to expected

group composition, and AIC & BIC analyses clearly supported quadratic curvature for

all trajectories. Average posterior probabilities of group membership exceeded .90 and
odds of correct classification exceeded 10, supporting model adequacy based on Nagin's
(2005) guidelines. Table 1 illustrates demographic makeup of each trajectory group. Figure
1 illustrates trajectories and confidence intervals. Trajectories represented fast responders,
Steadly responders, partial responders, and minimal responders. Each group was labeled
based on the speed and overall amount of the reported PCL-5 symptom reduction during
the ITP. Groups differed significantly on baseline total PTSD symptom severity, with those
that experienced more rapid and substantial amounts of PTSD symptom reductions reporting
significantly lower baseline PTSD symptoms compared to groups that experienced less
change. Similarly, aside from the fast and steady responder groups, the different trajectory
groups also reported significantly different PTSD symptom severity at post-treatment (see
Table 2).

Fast and steady responders reported nearly identical overall symptom reductions (see Table
2). Fast responders reported a rapid symptom reduction of 19.83 points on average on the
PCL-5 in a single week, whereas steady responders needed an additional two weeks to reach
a similar symptom reduction. Both fast and steady responders experienced a substantial
symptom reduction (average PCL-5 symptom reduction; fast responders:37.30 (SD=16.44);
steady responders:29.29 (SD=16.05) that resulted in them falling below the “probable
PTSD” threshold. Partial responders experienced a large and clinically meaningful reduction
in their PTSD symptoms. However, unlike the fast and steady responders, they continued

to screen positive for “probable PTSD” post-treatment. Partial responders tended to first
report symptom reductions starting in the second ITP week, following which their rate of
symptom change at this time was comparable to steady responders. Notably, individuals

in the partial responder trajectory reported significantly greater baseline PTSD severity
compared to fast and steady responders, suggesting that these individuals require much
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larger symptom reductions in order to reach the “probable PTSD” threshold. The minimal
responders reported the most severe baseline PTSD symptoms and reported the least amount
of overall change. Despite minimal symptom reductions, individuals in this trajectory group
continued to report high PTSD symptoms at post-treatment.

Predictors of Trajectory Group Membership

Baseline scores for the CAPS-5 and PCL-5 subscales, PHQ-9, and PTCI, as well as
numerous demographic variables were significant predictors of trajectory membership in
unadjusted models (ps<.001). Lower scores in all clinical predictors significantly predicted
membership in trajectories with greater improvement over time, with differences between all
trajectory groups reaching significance at the p<.05 level for all predictors when examined
individually. Initial analyses indicated that sex (p=.146), age (p=.224), race (p=.187),
ethnicity (p=.190), cohort type (p=.130), education (o=.577), service branch (p=.919),
alcohol use/abuse (p=.133) and marital status (p=.095) were not significant predictors of
trajectory membership.

In adjusted models, total baseline PTCI severity significantly predicted trajectory
membership (p<.001). Higher baseline PTCI predicted being in a worse trajectory (i.e., a
group with less rapid and smaller overall symptom reductions) across all comparisons except
partial and minimal response trajectories (see Supplementary Table 1). PCL-5 Intrusions,
PCL-5 Negative Cognitions and Mood, and PCL-5 Hyperarousal were significant predictors
of trajectory membership in all adjusted models. Higher scores on the PCL-5 Intrusions,
Negative Cognitions and Mood, and Hyperarousal subscales differentiated membership in
the minimal responder group relative to other trajectory groups (0s<.05), though they did
not predict differences between the other three trajectory groups. PCL-5 Avoidance was

not significant when adjusting for other baseline PCL-5 subscales (p=.647) in the adjusted
model. CAPS-5 Intrusions (p=.023) and CAPS-5 Avoidance (p=.029) subscales were
significant predictors of trajectory, though they only differentiated the fast responders from
steady responders. Total baseline PHQ-9 severity (p=.054), CAPS-5 Negative Cognitions
and Mood (p=.206) and Hyperarousal (p=.655) subscales, and AUDIT-C (p=.288) did not
improve model fit in adjusted models including other clinical covariates.

Discussion

Although prior research demonstrated that participation in a 3-week CPT-based ITP was
associated with large symptom reductions, not all veterans responded to treatment equally.
In line with research on intensive treatments, the present study identified four distinct
treatment response trajectories: Fast responders (15.3%), steady responders (32.0%), partial
responders (38.4%), and minimal responders (14.4%). Overall, the present findings are
consistent with prior research noting that many individuals who completed PTSD treatments
delivered weekly experienced significant improvement (Elliott et al., 2005; Galovski et

al., 2016; Schumm et al., 2013; Stein et al., 2012). Study results are also consistent

with previous research suggesting that participants with the most severe PTSD symptoms
exhibited the least amount of change during CPT and those entering treatment with less
severe PTSD symptom severity exhibited increasingly greater change during CPT (Schumm
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et al., 2013). Despite vastly different treatment structures and treatment content between
Hendriks and colleagues’ (2018) intensive PE treatment and the present study (i.e., 1-week
of standalone PE plus booster vs. 3-week CPT plus adjunctive services in an ITP), the
identified trajectory group distributions into fast (13% vs. 14.38%), slow/steady (26% vs.
31.42%), partial (32% vs. 38.50%), and non-/minimal responder groups (29% vs. 14.38%)
were similar. Importantly, the present study examined trajectories over the course of CPT,
whereas Hendricks and colleagues (2018) examined trajectories during active treatment,
four weekly 90-minute booster sessions, and follow-up assessments. Compared to those
found by Hendriks and colleagues’ (2018) and Brown and colleagues’ (2019) we identified
a lower number of minimal responders, which may be related to differences in treatment
modality (CPT vs. PE), the spacing of sessions (1 daily 50-minute individual CPT session
plus 1 daily 120-minute group CPT session as well as adjunctive services vs. 3 daily
individual 90-minute PE sessions vs. 1 daily individual 90-minute PE session), and the
general treatment length (3 weeks vs. 1 weeks vs. 2 weeks). The identified 4-trajectory
model is slightly more nuanced and differs from the 3-trajectory model observed in weekly
treatment (responder, non-responder, and sub-threshold groups) (e.g., Allan et al., 2017;
Clapp et al., 2016; Dewar et al., 2020; Galovski et al., 2016). Difference may be explained
by different samples (e.qg., civilians; Galovski et al., 2016), varying timeframes (e.g., 2-years
after treatment completion; Elliot et al., 2005), and different treatment formats (e.g., weekly
treatment; Elliot et al., 2005; Galovski et al., 2016; Schumm et al., 2013).

A secondary goal of the present study was to evaluate various demographic and baseline
clinical predictors of the response trajectories. Baseline negative posttrauma cognitions

as well as self-reported and clinician-rated PTSD severity were identified as predictors

of ITP trajectory group membership. Only negative posttrauma cognitions successfully
distinguished membership across all the different trajectory groups. This finding aligns with
research identifying change in negative posttrauma cognitions as a key factor associated
with PTSD symptom change in weekly treatment (Zalta et al., 2015). Similar to what can
be observed in weekly treatment, individuals who hold negative beliefs less tightly or have
fewer negative posttrauma cognitions overall may also find it easier to challenge these
beliefs, which would result in more rapid response in a primarily cognitive treatment such as
the ITP.

Only higher self-reported intrusions, cognitions and mood, and hyperarousal symptoms
increased the likelihood that individuals were minimal responders. Self-reported avoidance
symptoms did not significantly predict membership in any of the trajectory groups, possibly
due to avoidance being a hallmark PTSD symptom that is present in all participants, thus
lacking sufficient variability to function as a successful predictor. Finally, clinician-rated
intrusion and avoidance symptom severity helped to distinguish fast from steady responders.
Thus, objectively rated avoidance may be used to preemptively identify individuals

who are likely to exhibit a faster ITP response. Individuals with higher clinician-rated
avoidance at the onset of treatment may benefit from discussing the role of avoidance in
symptom maintenance and identifying and developing a plan to change frequently employed
avoidance strategies.
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Unlike in studies examining treatment trajectories for weekly PTSD treatments (Dewar et
al., 2020; Schumm et al., 2015), clinical variables, such as depression severity and alcohol
use, demographic variables, or cohort type (military sexual trauma vs. combat trauma) did
not emerge as significant predictors of trajectory groups. These findings resemble those from
prior research (Hendriks et al., 2018; Brown et al., 2019) which indicated that most of the
demographic or clinical variables were not statistically significant predictors of trajectory
group membership and suggested that individuals with a range of comorbid concerns can
benefit from intensively delivered PTSD treatments.

Several limitations must be considered. First, the sample was limited to veterans with

PTSD who sought treatment via a 3-week ITP that involved a multitude of treatment
components, limiting the study’s generalizability to other populations and programs that use
different timeframes, structures, and content. Second, the present study evaluated treatment
trajectories as part of a clinical program lacking many of the controls found in clinical
trials. Although this may increase the generalizability of findings to other practice settings,
differences across several providers and the lack of close treatment monitoring may account
for some of the variance in individuals’ treatment responses. Third, aside from the CAPS-5
at intake, all assessments administered during the program were limited to self-report
measures, which may have introduced additional bias. For example, it is possible that as
some individuals may have felt better quickly, they may have overreported how much

better they felt, and vice versa. Additionally, the PCL-5 assessed symptoms experienced
over the past week, which may have been confusing given the daily sessions. This may
have led individuals to report symptoms since the last session and affected trajectory
analyses. Fourth, most variables that were examined as potential predictors of trajectory
group membership were also self-reports and thus may introduce error due to shared
method variance. Alcohol use was captured over the past year and alcohol or substance

use at the time of the start of the program was not assessed. Finally, trajectory modelling
generally involves some degree of uncertainty regarding number of trajectories, due to lack
of generally agreed-upon metrics for selection. Correspondingly, findings across studies are
often divergent due to differences in apriori theory and analytic approach, as has been noted
elsewhere (e.g., Frankfurt et al., 2016). Here, information criteria-based metrics generally
favored models with the lowest number of trajectories, despite clinical criteria and model
adequacy indices supporting more.

Overall, the identification of four different response trajectories supports the importance of
evaluating individual- and group-level treatment responses. Having information to predict
the trajectory an individual will likely fall into during treatment can be important for
clinicians and may help them plan or even adjust treatment, as necessary. Additional
research is needed to accurately classify individuals into treatment response trajectories
prior to the initiation of treatment. Future research should evaluate process-based variables,
such as the ability to identify treatment targets (e.g., maladaptive beliefs) prior to or during
early phases of treatment that may slow down the therapeutic process or the ability to
establish a strong working alliance with the treating clinician. Future studies should also
evaluate whether flexing the structure of intensive PTSD treatment (Galovski et al., 2012)
can improve outcomes for the different groups. For example, extending ITPs may help
partial responders experience additional symptom reductions and possibly experience a full
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remission of PTSD symptoms; offering shorter programming may be sufficient for fast
responders. Finally, it will be important to examine whether individuals who are classified
as minimal responders could benefit from other intensive treatments (e.g., intensive PE) or
from programs that involve different treatment components, or whether these are individuals
who generally do not respond to intensive PTSD treatment. Given the vastly different
approaches to intensive PTSD treatment and the multitude of treatment components that are
offered during ITPs, it will initially be critical to identify predictors of different treatment
trajectories for specific programs. With an increasing number of ITPs being developed

and systematically evaluated, it will eventually be possible and important to identify
characteristics that make individuals good fits for intensive PTSD treatment in general as
well as identify optimal candidates for the specific programs.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Figure 1. Intensive PTSD treatment response trajectories
Note: Trajectory 1: Fast Responders. Trajectory 2: Partial Responders. Trajectory 3: Steady

Responders. Trajectory 4: Minimal Responders. Predicted and observed trajectory values,
with 95% confidence intervals. PCL-5 refers to PTSD Checklist for DSM-5 total score.
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Table 1.

Demographic characteristics for the total sample and by identified trajectory group

Total Sample Resgngjers Reiytaeoidd{ers Rezgggglers R'ggg:)quﬂtljaelrs

Variable n % n % n % n % n %
Sex

Male 298 6593 48 73.85 97 6258 109 6855 44 60.27

Female 154 3407 17 26.15 58 37.42 50 3145 29 39.63
Ethnicity

Hispanic 87 1925 15 23.08 34 2194 27 1698 11 15.07

Not Hispanic or Latinx 365 80.75 50 7692 121 78.06 132 83.02 62 8493
Race

American Indian/Alaskan Native 9 2.99 2 2.94 2 114 3 201 2 3.08

Asian 6 1.33 1 1.47 3 1.70 1 0.70 1 1.54

Black or African American 89 1969 11 16.18 31 1761 27 18838 20 30.77

Native Hawaiian/Pacific Islander 3 0.66 0 0 1 057 2 140 0 0

Other 36 7.96 4 5.88 15 8.52 13 9.09 4 6.15

White 309 6836 50 7353 124 7045 97 67.83 38 58.46
Marital Status

Divorced 94 2080 17 25.00 32 18.18 29 2028 16 2461

Domestic Partner 1 0.22 0 0 0 0 0 0 1 1.54

Legally separated 20 4.42 2 2.94 6 341 8 5.59 4 6.15

Married 242 5354 40 58.82 102 57.95 72 5035 28 43.08

Single 93  20.58 8 1176 36 2045 33 2308 16 24.62

Widowed 2 0.44 1 1.47 0 0 1 0.70 0 0
Military Service Branch

Air Force 36 8.04 7 1045 9 5.17 11 7.75 9 1385

Army 297 66.29 41 6119 120 68.97 97 6831 39 60.00

Coast Guard 4 0.89 1 1.49 2 1.15 1 0.70 0 0

Marines 67 1496 12 17.91 29 16.67 17 11.97 9 1385

Navy 44 9.82 6 8.96 14 8.05 16 1127 8 1231
Last/Current Military Pay Grade

E1-E3 49  10.94 9 1343 12 6.90 17 1197 11 1692

E4 -E9 364 8125 54 80.60 150 86.21 110 77.46 50 76.92

Officer 35 7.81 4 5.97 12 6.90 15 10.56 4 6.15
Deployed

Yes 93 21.01 9 13.85 39 2516 30 1887 17 23.29
Cohort Type

Military Sexual Trauma 155 3429 21 3231 55 3548 47 2956 32 4384
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Table 2.
PTSD symptom severity by trajectory group
Measure Fast Steady Partial Minimal
Responders ~ Responders  Responders  Responders
(n =65) (n =155) (n =159) (n=73
M (SD) M (SD) M (SD) M (SD)
Baseline PCL-5 46.37 (14.08) 52.87 (10.43) 56.55(9.82)  68.47 (6.96)
Endpoint PCL-5 9.46 (6.40) 23.62(9.81) 4217 (12.12) 60.89 (11.16)

Overall PCL-5 Change  37.30 (16.44)  29.29 (16.05) 14.14 (15.77)  7.41 (13.27)

Note. PCL-5 refers to PTSD Checklist for DSM-5 total score.
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