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Commentary See article by Forbes et al

Table 1. Comparison of 3 Longitudinal Studies on 
Posttraumatic Trajectories With Respect to PTSD

Study
Solomon and 

Mikulincer2 Marmar et al3 Forbes et al1

Sampling period 20 years 37–49 years 6 years
Cohort Israeli 

veterans
American 
veterans

Australian 
civilians

Continuous PTSD 29.0%  7.1% 10.1%
Continuous no PTSD 41.6% 75.4% 81.8%
PTSD—no PTSD 13.6%  4.6%  6.0%
No PTSD—PTSD 15.9% 13.0%  4.1%
Abbreviation: PTSD = posttraumatic stress disorder.

There is very little information on long-term 
posttraumatic trajectories to inform clinical treatment 

and public health policy. Most longitudinal studies are 
limited to 2- to 3-year follow-ups. The study by Forbes and 
colleagues1 is a major addition to this important literature.

Until recently, Solomon and Mikulincer’s2 20-year 
follow-up of Israeli Defense Force (IDF) veterans of the 
1982 Lebanon War stood alone as the best longitudinal 
study of posttraumatic psychiatric trajectories. The study 
itself was a heroic achievement because the 2 principal 
investigators obtained their diagnostic and psychometric 
assessments in the war zone, near the Lebanon border, 
while the battles raged, in order to determine whether IDF 
combatants exhibited acute posttraumatic combat stress 
reactions (CSR). More importantly, for purposes of the 
present discussion, the investigators were able to assess 
posttraumatic stress disorder (PTSD) at 1, 2, 3, and 20 
years in 214 of the original cohort (131 with and 83 without 
CSR) to provide a remarkable long-term perspective. Three 
major conclusions from this study were (1) individuals with 
severe acute posttraumatic reactions, CSR, were much more 
likely to exhibit PTSD 20 years later, than those without; 
(2) 13.6% of IDF veterans (with or without CSR) exhibited 
chronic PTSD 20 years later; and (3) there was considerable 
migration from PTSD to no PTSD status, and vice versa, at 
the 1-, 2-, 3-, and 20-year assessment points. Among IDF 
troops with PTSD at 1 year, 13.6% had no PTSD 20 years 
later, whereas 15.9% of those with no PTSD at 1 year had 
PTSD at 20 years. On the other hand, 29.0% of IDF veterans 
had PTSD throughout the 20-year study in contrast to 41.6% 
who never had the disorder.

The National Vietnam Veterans Readjustment Study 
(NVVRS) surveyed 1,632 combat veterans between 1986–
1988 (as well as 716 era veterans). For veterans assessed in 
NVVRS, 11–22 years had passed since they were exposed 
to war-zone trauma. Current and lifetime PTSD prevalence 
for men was 15.2% and 30.9%, respectively, and 8.5% and 
26.9% for female veterans.4 A more conservative estimate 
set prevalence at 9% and 19%, respectively, for veterans.5 
Very recently, preliminary results of the National Vietnam 
Veterans Lifetime Study (NVVLS)3 were reported at the 
August 2014 annual meeting of the American Psychological 

Association. The trajectory for this study is even longer 
although there are only 2 assessment points for American 
veterans who served in Vietnam between 1964–1975. 
The NVVLS surveyed 1,450 veterans who participated 
in NVVRS. Data were collected between 2012–2013, so 
the follow-up was 37–49 years after war-zone exposure. 
Estimated current prevalence of war-related PTSD was 
11.2%, while estimated prevalence of any PTSD (due to any 
traumatic event) was 12.2%. When a structured interview, 
rather than a standardized questionnaire, was used, current 
and lifetime prevalence fell to 4.5% and 17.0%, respectively. 
As for migration, 4.6% changed from PTSD to no PTSD; 
13% changed from no PTSD to PTSD; 7.0% exhibited PTSD 
at both time points; and 75.4% never exhibited PTSD.3

Finally, Forbes et al1 now add to this sparse but critical 
literature with a 6-year longitudinal study of 987 civilian 
Australians whose traumatic experiences were severe 
enough to require immediate hospitalization for their 
injuries, including mild traumatic brain injury. Assessments 
were performed at 3, 12, and 72 months. The vast majority, 
81.8%, never exhibited PTSD; 10.1% exhibited PTSD 
at all 3 assessment points; and the rest showed different 
trajectories. I have compared results from these 3 studies 
in Table 1; however, it is important to recognize that in 
order to be comparable to the Israeli and NVVLS data, I 
have only included participants in the Australian study who 
had either No Disorder or PTSD/Depression at the 3-month 
assessment. Participants in both the Alcohol and Alcohol/
Depression classes were completely excluded. Because of 
important differences in methodology, sampling intervals, 
cohort characteristics, traumatic experiences, assessment 
strategy, data analysis, etc, it is not useful to undertake a fine-
grained comparison between these 3 studies. The bottom 
line is that most trauma-exposed people are resilient and 
do not ever exhibit PTSD; others develop and later recover 
from PTSD; others develop delayed-onset PTSD; and a 
fourth group, a significant minority, suffer from PTSD that 
may persist for many years, if not decades. These findings 
have also been observed by other investigators with regard 
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to survivors of the 9/11 World Trade Center attacks6; Israeli 
emergency room patients7; and elderly hurricane survivors.8

What is distinctive about the Australian study1 is its 
comprehensive and precise information on posttraumatic 
trajectories, with respect both to non-PTSD outcomes and, 
perhaps most interestingly, to the high level of migration 
across diagnostic classes as assessed at 3, 12, and 72 months.

As for outcomes, it is generally recognized that there are 
a number of clinically significant posttraumatic outcomes 
besides PTSD. Forbes and associates1 elegantly assess such 
outcomes and identify 4 latent classes that account for most 
diagnoses (Alcohol/Depression, Alcohol, PTSD/Depression, 
and No Disorder). Frankly, I was surprised at the prominence 
of alcoholism in this mix, probably because it has received so 
little attention by itself (except as a diagnosis comorbid with 
PTSD) in the trauma literature. Furthermore, whereas PTSD 
incidence decreased between 3 and 72 months (9.4%–7.7%), 
alcohol abuse and alcohol dependence increased (5.5%–8.0% 
and 3.5%–5.7%, respectively). These same findings are shown 
in the latent class analysis; PTSD/Depression decreased 
(10.3%–6.5%), whereas Alcohol increased (3.3%–5.4%).

The elegance of the Forbes et al study1 lies in the power 
of its longitudinal design, without which we could not 
appreciate the extent of migration from 1 class to the next. 
The likelihood that people with No Disorder at 3 or 12 
months remain disorder-free at 72 months is very high. On 
the other hand, the same cannot be said for individuals who 
initially fell into any of the 3 clinical latent classes. Indeed, 
the stability of all 3 disorder classes is poor at 12 months. For 
example, less than half of individuals with PTSD/Depression 
at 12 months remained in that latent class since more than 
half achieved remission and entered the No Disorder class. 
Furthermore, 84.6% and 94.2% of the Alcohol/Depression 
and Alcohol classes, respectively, at 12 months, transitioned 
to a different class at 72 months (usually PTSD/Depression or 
No Disorder). On the other hand, the increase in the Alcohol 
class at 72 months is mostly due to people who transitioned 
from the No Disorder class.

There are several conclusions to draw from these findings, 
all of which have important implications. First, the vast 
majority of individuals will exhibit No Disorder at 3 months 
and remain disorder-free for at least 6 years. However, some 
people who are disorder-free at 3 months will have subsequent 

delayed onset of clinical disorder. In this study such migration 
was toward either Alcohol or PTSD/Depression. Therefore, 
as the authors1 suggest, “ongoing monitoring and preventive 
interventions” are indicated. In practice, such strategies 
would include education at both the clinical and public 
health levels so that self-monitoring or monitoring by family 
members could be carried out consistently and effectively. 
This would be especially true following mass casualties or 
disasters within the civilian domain and following military 
deployments for service members and veterans.

Second, it is not all about PTSD. Depression and alcohol-
related outcomes deserve major attention in their own right, 
not simply as disorders that are comorbid with PTSD. This 
has obvious implications for office-based clinical follow-up 
as well as public health surveillance following exposure to 
traumatic events.

Third, a longitudinal perspective is essential with respect 
to both chronicity and delayed onset of clinically significant 
disorder.

Fourth, clinical needs may shift over time because of 
migration from 1 disorder class to another. For example, 
people who need PTSD treatment at one point may 
require attention for their alcoholism at another point. A 
real challenge in the future will be to identify predictors 
of stability or migration with respect to Disorder and No 
Disorder classes.

Finally, transdiagnostic approaches9 may be much more 
useful than diagnosis-specific treatments since the authors 
were able to encompass 9 PTSD/mood/anxiety/alcohol-
related disorders into 3 clinically significant latent classes. 
Such a transdiagnostic approach may have great utility within 
both clinical and public health arenas.

The cohort of Forbes and colleagues is extremely valuable, 
and the authors are to be congratulated for carrying out 
such a challenging prospective study. I hope that the authors 
will continue to follow this cohort as long as possible. The 
current results should have an impact on both clinical 
programs and public health policy. If this cohort can be 
sustained for additional assessments at future time points, 
such results will undoubtedly enrich our understanding of 
the complexity of posttraumatic trajectories and thereby help 
us make evidence-based decisions regarding prevention and 
treatment for individuals exposed to traumatic events.
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