
FORMAL COMMENT

Estimating the total prevalence of PTSD

among the UK police force: Formal comment

on Stevelink et al. (2020)

Chris R. BrewinID
1*, Jessica K. Miller2, Brendan Burchell2

1 Clinical, Educational & Health Psychology, University College London, London, United Kingdom,

2 Department of Sociology, University of Cambridge, Cambridge, United Kingdom

* c.brewin@ucl.ac.uk

Abstract

Two recent surveys have reported widely differing prevalence rates for posttraumatic stress

disorder (PTSD) within the U.K. police force. Stevelink et al. (2020) reported a rate of 3.9%

whereas a survey conducted for the charity Police Care UK reported a rate of 20.6%. In this

comment we discuss how definitions and methodological factors can impact prevalence

rates. We consider a number of possible reasons for the discrepancy between the surveys,

and conclude that it is most likely a method artefact. Stevelink et al.’s survey reported the

prevalence of recent-onset DSM-IV PTSD only, whereas the Police Care UK survey

reported the total ICD-11 PTSD and Complex PTSD prevalence, regardless of when in the

person’s career the traumatic events occurred. Analysing the Police Care UK data using

Stevelink et al.’s procedures produced practically identical prevalence rates, suggesting

that the discrepancy was apparent rather than real.

PLOS ONE recently published a large survey by Stevelink and colleagues of psychological ill-

health involving 40,299 U.K. police officers and staff [1]. The authors reported that they had

found a probable DSM-IV posttraumatic stress disorder (PTSD) prevalence of 3.9% which

they suggested was likely to be more accurate than a prevalence of ICD-11 PTSD plus Complex

PTSD of 20.6% found in another recent study of 10,401 U.K. police officers conducted on

behalf of the charity Police Care UK [2]. The existence of this large discrepancy is extremely

important for public policy and could have major implications for the future resourcing of

occupational health services for the police, both in the U.K. and elsewhere. In this commentary

we discuss how different survey methods, as well as different types of prevalence, may impact

reported rates of conditions such as PTSD. We look further into the survey conducted by Ste-

velink et al. and conclude that the apparent discrepancy is an artefact due to different ways of

measuring prevalence.

Differences in prevalence may sometimes be attributable to the use of different diagnostic

systems. Successive versions of the Diagnostic and Statistical Manual published by the Ameri-

can Psychiatric Association have not identified a separate diagnosis of Complex PTSD. The
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latest edition of the International Classification of Diseases (ICD-11) published by the World

Health Organization does however distinguish between PTSD and Complex PTSD [3]. A con-

siderable number of studies have now compared prevalence rates using the two systems show-

ing that rates of PTSD using DSM-based diagnoses are generally slightly higher than those

combining ICD-11 PTSD and Complex PTSD [4]. Differences in the measures used do not

therefore provide a plausible explanation for the higher rates in the Police Care UK survey,

subsequently published in Psychological Medicine [5].

One explanation for discrepant rates is that some studies are framed as trauma or mental

health surveys whereas others are not. It is reasonable to suppose that officers with mental

health problems or trauma issues might be more likely to opt in to surveys that are framed in

this way, thereby inflating prevalence rates. Stevelink et al. suggested that the Police Care UK

survey [2], subsequently published in Psychological Medicine [5], was framed as a trauma or

mental health survey whereas theirs was not. Characterising the framing of a survey is, how-

ever, not straightforward.

One issue is that the topic of trauma can be presented in ways that either emphasise vulner-

ability and mental health issues, or in more positive ways that emphasise training and resil-

ience. It can also be a main or a subsidiary focus of the survey. The Police Care UK survey, for

example, covered numerous aspects of officers’ views about their working environment.

Although trauma was included in this, its title "Policing: The Job & The Life" was chosen so as

not to emphasise a mental health focus.

Today, large-scale surveys are often advertised online via social media campaigns. The

involvement of social media, in which messages are delivered in different ways and passed on

via different pathways such as re-tweeting, means that the original framing by the survey

authors may become diluted or altered in the process. As a consequence, surveys should moni-

tor social media messaging to detect the presence of any “drift” from the way it was originally

presented. For example, the campaign to advertise the "Policing: The Job & The Life" survey

was conducted via Facebook and Twitter. Of the tweets, some were trauma-specific, some

made no reference to trauma at all, and some referred to trauma in a neutral or positive con-

text (such as trauma management and trauma resilience) or alongside other subjects and top-

ics, ranging from sleep patterns to pride in the job. These different tweets were re-tweeted at

different rates. Five posts were produced on Facebook, variously making no reference to

trauma at all, focusing on managing resilience, or in relation to management and presentee-

ism. These posts were in turn shared at different rates.

These observations indicate that there may be considerable variability in how potential

respondents initially come across and understand the nature of an online survey, and how

messages may change over time. Framing also offers the opportunity for selection bias in other

ways. For example, recruitment to the second phase of the Stevelink et al. (2020) study was

“via publicity of a full, free health screen as well as participation in a major research project on

the health of police employees”. As the authors acknowledge, it seems quite possible that this

may also have resulted in some selective recruitment of employees with concerns about their

physical or mental health. A final point is that ethical considerations require respondents to

have a more detailed awareness of survey contents before they agree to participate. So self-

selection may occur, not just when the person initially hears about the survey, but when this

more detailed information is presented.

There are other aspects of survey methodology that may be important in understanding

why studies achieve different prevalence rates. For example, PTSD rates tend to be lower in

non-anonymous surveys, an effect that is generally attributed to stigma suppressing true

reporting [6].
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There is another major factor to consider in explaining discrepancies in PTSD rates, and

this is the way in which exposure to traumatic events is assessed. PTSD is assessed differently

to other disorders in epidemiological surveys because there has to be a qualifying traumatic

event or events and symptoms are established in relation to this. Typically respondents are

asked about the occurrence of potentially traumatic events over extended periods such as the

lifetime [7,8] or military deployment to certain theatres [9]. Such measurement is subject to

some variability over successive occasions and may be influenced by current mood, with posi-

tive mood associated with reduced reporting of events and negative mood with greater report-

ing [10,11].

Nevertheless, the choice of these periods reflects the fact that PTSD is known often to be a

chronic condition. In a survey of young urban adults 57% of PTSD cases had a duration of

more than one year [12], whereas in a major U.S. national survey PTSD failed to remit in more

than one third of persons even after many years [7]. In a substantial number of cases PTSD

does not even begin until after six months have passed since the index traumatic event [13],

and in a U.K. military sample the median lag among those with a delayed onset was 31 months

after the event [14]. These considerations are particularly relevant to understanding PTSD and

Complex PTSD arising from a career in a police service. Complex PTSD often arises from an

accumulation of different stressors occurring over a protracted period of time.

The Policing: The Job and the Life survey enquired about traumatic events occurring dur-

ing the entire period of employment as a police officer [5]. Unpublished data from the survey

confirm the importance of asking about events that occurred more than six months before

that are associated with current PTSD and Complex PTSD. In the context of a police career

70% of respondents’ single most upsetting traumatic events had occurred more than six

months previously. They were most likely to have occurred between one and five years previ-

ously, but might have occurred more than 20 years earlier. Reflecting the complex and pro-

longed nature of trauma exposure in police officers, some respondents alluded to continual,

ongoing trauma (weekly or even daily), or to trauma originating from a variety of different

time periods. These observations underscore the difficulty that may be faced in assigning trau-

matic events to a specific timeframe.

Stevelink et al. (2020) only assessed PTSD in relation to traumatic events occurring in the

previous six months, a decision which meant that only 13.5% of their sample were eligible for

a PTSD diagnosis. Their figure for the prevalence of PTSD appears to have utilised the number

of cases in this eligible sample (1,474) as the numerator and the total sample size (40,299) as

the denominator. Because they did not administer the PTSD diagnostic questionnaire to the

remaining 86.5% of the sample their prevalence rate is not comparable with other similar sur-

veys. It is reasonable to assume that many cases involving PTSD to an earlier event were

missed.

The data from the Policing: The Job & the Life survey were not exactly comparable to those

of Stevelink et al. but we have now tried to replicate their analysis as closely as possible by cal-

culating a prevalence rate for PTSD and Complex PTSD combined, based solely on cases

where the most troubling experience occurred in the previous six months. This subset

amounted to 22.4% of the total sample, rather more than in Stevelink et al.’s survey. The result-

ing 6-month rate was 27.7% (almost identical to Stevelink et al.’s 27.0%). If we then take this as

the basis for calculating the prevalence of PTSD and Complex PTSD in the entire sample, as

they did, and adjust for the different proportion of 6-month onsets in the two studies, our rate

is now 3.7% (their rate was 3.9%). This demonstrates, in our view, that this aspect of their

methods can potentially account for the entire discrepancy between the two studies.

Prevalence rates are based on the total number of cases present in a population at a particu-

lar point or period, and include both recent and existing cases. Thus, Stevelink et al.’s (2020)
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figure of 3.9% specifically reflects the prevalence of recent-onset PTSD within the entire U.K.

police force. They also found, replicating the Policing: The Job & the Life survey, that 27% of

those with recent traumatic events had a probable PTSD diagnosis. We have demonstrated

that their data in no way contradict the recent estimate that the total PTSD and Complex

PTSD prevalence in the U.K. police force amounts to 20.6% [3]. The conclusion is that it is

important to distinguish carefully the nature of reported prevalence rates so as not to underes-

timate the potential impact of trauma exposure on the mental health of police officers.

Author Contributions

Conceptualization: Chris R. Brewin, Jessica K. Miller, Brendan Burchell.

Writing – original draft: Chris R. Brewin.

Writing – review & editing: Jessica K. Miller, Brendan Burchell.

References
1. Stevelink SAM, Opie E, Pernet D, Gao H, Elliott P, Wessely S, et al. Probable PTSD, depression and

anxiety in 40,299 UK police officers and staff: Prevalence, risk factors and associations with blood pres-

sure. Plos One. 2020; 15(11). https://doi.org/10.1371/journal.pone.0240902 WOS:000593948000065.

PMID: 33180769

2. Police workforce: almost one in five suffer with a form of PTSD: University of Cambridge 2019 [Available

from: https://www.cam.ac.uk/policeptsd].

3. Brewin CR. Complex posttraumatic stress disorder: A new diagnosis in ICD-11. BJPsych Advances.

2019. https://doi.org/10.1192/bja.2019.48

4. Brewin CR, Cloitre M, Hyland P, Shevlin M, Maercker A, Bryant RA, et al. A review of current evidence

regarding the ICD-11 proposals for diagnosing PTSD and complex PTSD. Clinical Psychology Review.

2017; 58:1–15. https://doi.org/10.1016/j.cpr.2017.09.001 WOS:000416199500001. PMID: 29029837

5. Brewin CR, Miller JK, Soffia M, Peart A, Burchell B. Posttraumatic stress disorder and complex post-

traumatic stress disorder in UK police officers. Psychol Med. 2020:1–9. https://doi.org/10.1017/

S0033291720003025 MEDLINE:32892759. PMID: 32892759

6. Fear NT, Seddon R, Jones N, Greenberg N, Wessely S. Does anonymity increase the reporting of men-

tal health symptoms? BMC Public Health. 2012;12. https://doi.org/10.1186/1471-2458-12-797

WOS:000313102400001.

7. Kessler RC, Sonnega A, Bromet E, Hughes M, Nelson CB. Posttraumatic stress disorder in the National

Comorbidity Survey. Arch Gen Psychiat. 1995; 52(12):1048–60. https://doi.org/10.1001/archpsyc.

1995.03950240066012 WOS:A1995TJ63600009. PMID: 7492257

8. Resnick HS, Kilpatrick DG, Dansky BS, Saunders BE, Best CL. Prevalence of civilian trauma and post-

traumatic stress disorder in a representative national sample of women. J Consult Clin Psychol. 1993;

61(6):984–91. https://doi.org/10.1037//0022-006x.61.6.984 WOS:A1993MN43800010. PMID: 8113499

9. Hoge CW, Riviere LA, Wilk JE, Herrell RK, Weathers FW. The prevalence of post-traumatic stress dis-

order (PTSD) in US combat soldiers: a head-to-head comparison of DSM-5 versus DSM-IV-TR symp-

tom criteria with the PTSD checklist. Lancet Psychiatry. 2014; 1(4):269–77. https://doi.org/10.1016/

S2215-0366(14)70235-4 WOS:000343703800029. PMID: 26360860

10. Roemer L, Litz BT, Orsillo SM, Ehlich PJ, Friedman MJ. Increases in retrospective accounts of war-

zone exposure over time: The role of PTSD symptom severity. Journal of Traumatic Stress. 1998; 11

(3):597–605. https://doi.org/10.1023/A:1024469116047 WOS:000074970600015. PMID: 9690197

11. Wessely S, Unwin C, Hotopf M, Hull L, Ismail K, Nicolaou V, et al. Stability of recall of military hazards

over time—Evidence from the Persian Gulf War of 1991. British Journal of Psychiatry. 2003; 183:314–

22. https://doi.org/10.1192/bjp.183.4.314 WOS:000185875700010. PMID: 14519609

12. Breslau N, Davis GC. Posttraumatic stress disorder in an urban population of young adults—Risk fac-

tors for chronicity. Am J Psychiat. 1992; 149(5):671–5. WOS:A1992HR72100015. https://doi.org/10.

1176/ajp.149.5.671 PMID: 1575259

13. Andrews B, Brewin CR, Philpott R, Stewart L. Delayed-onset posttraumatic stress disorder: A system-

atic review of the evidence. Am J Psychiat. 2007; 164(9):1319–26. https://doi.org/10.1176/appi.ajp.

2007.06091491 WOS:000249266600008. PMID: 17728415

PLOS ONE

PLOS ONE | https://doi.org/10.1371/journal.pone.0268621 May 20, 2022 4 / 5

https://doi.org/10.1371/journal.pone.0240902
http://www.ncbi.nlm.nih.gov/pubmed/33180769
https://www.cam.ac.uk/policeptsd
https://doi.org/10.1192/bja.2019.48
https://doi.org/10.1016/j.cpr.2017.09.001
http://www.ncbi.nlm.nih.gov/pubmed/29029837
https://doi.org/10.1017/S0033291720003025
https://doi.org/10.1017/S0033291720003025
http://www.ncbi.nlm.nih.gov/pubmed/32892759
https://doi.org/10.1186/1471-2458-12-797
https://doi.org/10.1001/archpsyc.1995.03950240066012
https://doi.org/10.1001/archpsyc.1995.03950240066012
http://www.ncbi.nlm.nih.gov/pubmed/7492257
https://doi.org/10.1037//0022-006x.61.6.984
http://www.ncbi.nlm.nih.gov/pubmed/8113499
https://doi.org/10.1016/S2215-0366%2814%2970235-4
https://doi.org/10.1016/S2215-0366%2814%2970235-4
http://www.ncbi.nlm.nih.gov/pubmed/26360860
https://doi.org/10.1023/A%3A1024469116047
http://www.ncbi.nlm.nih.gov/pubmed/9690197
https://doi.org/10.1192/bjp.183.4.314
http://www.ncbi.nlm.nih.gov/pubmed/14519609
https://doi.org/10.1176/ajp.149.5.671
https://doi.org/10.1176/ajp.149.5.671
http://www.ncbi.nlm.nih.gov/pubmed/1575259
https://doi.org/10.1176/appi.ajp.2007.06091491
https://doi.org/10.1176/appi.ajp.2007.06091491
http://www.ncbi.nlm.nih.gov/pubmed/17728415
https://doi.org/10.1371/journal.pone.0268621


14. Andrews B, Brewin CR, Stewart L, Philpott R, Hejdenberg J. Comparison of immediate-onset and

delayed-onset posttraumatic stress disorder in military veterans. J Abnorm Psychol. 2009; 118(4):767–

77. https://doi.org/10.1037/a0017203 WOS:000271669100008. PMID: 19899846

PLOS ONE

PLOS ONE | https://doi.org/10.1371/journal.pone.0268621 May 20, 2022 5 / 5

https://doi.org/10.1037/a0017203
http://www.ncbi.nlm.nih.gov/pubmed/19899846
https://doi.org/10.1371/journal.pone.0268621

