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Background. Few studies have focused on post-traumatic stress disorder (PTSD) remission in the population, none

have modelled remission beyond age 54 years and none have explored in detail the correlates of remission from

PTSD. This study examined trauma experience, symptom severity, co-morbidity, service use and time to PTSD

remission in a large population sample.

Method. Data came from respondents (n=8841) of the 2007 Australian National Survey of Mental Health and

Wellbeing (NSMHWB). A modified version of the World Health Organization’s World Mental Health Composite

International Diagnostic Interview (WMH-CIDI) was used to determine the presence and age of onset of DSM-IV

PTSD and other mental and substance use disorders, type, age, and number of lifetime traumas, severity of

re-experiencing, avoidance and hypervigilance symptoms and presence and timing of service use.

Results. Projected lifetime remission rate was 92% and median time to remission was 14 years. Those who

experienced childhood trauma, interpersonal violence, severe symptoms or a secondary anxiety or affective disorder

were less likely to remit from PTSD and reported longer median times to remission compared to those with other

trauma experiences, less severe symptoms or no co-morbidity.

Conclusions. Although most people in the population with PTSD eventually remit, a significant minority report

symptoms decades after onset. Those who experience childhood trauma or interpersonal violence should be a high

priority for intervention.
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Introduction

Post-traumatic stress disorder (PTSD) is prevalent,

disabling and highly co-morbid with other disorders

(Kessler et al. 2005 ; Alonso et al. 2010). It is more

common among women than men (Seedat et al. 2009)

and is most likely to have its onset in early adulthood

(Kessler et al. 2007). Most people with PTSD either

do not receive, or delay seeking, treatment for many

years following onset (Wang et al. 2005). Although

there is much evidence concerning the remission of

acute PTSD reactions (Bryant, 2003), there are few

data pertaining to remission of chronic PTSD in the

population. Data from longitudinal follow-up studies

suggest that although more than half of people with

PTSD eventually remit, many report symptoms for

several years (McFarlane, 2000 ; Yule et al. 2000 ;

Perkonigg et al. 2005 ; McLaughlin et al. 2010). Severity

of symptoms and co-morbidity with other mental and

substance use disorders (McFarlane, 2000 ; Zlotnick

et al. 2004), in addition to the number and type of

traumas experienced (Zlotnick et al. 1999 ; Kolassa et al.

2010), are all associated with a more chronic course of

PTSD. However, many of the relevant studies are

limited by the use of clinical or non-representative

community samples and by relatively short follow-up

periods.

Large epidemiological surveys are well placed to

address these issues because they use representative

samples and have the potential to index the onset and

offset of symptoms. Nevertheless, only three studies
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have examined remission from PTSD symptoms over

lifetime in representative community surveys and

they provide conflicting evidence. Kessler et al. (1995),

using data from the National Comorbidity Survey

(NCS), determined that the median time to remission

of PTSD was 3 years for respondents who had ever

sought treatment for mental disorders and 5 years for

those who had not. PTSD failed to remit in more than

one-third of respondents. Breslau (2009) reanalysed

data from the regionally representative 1996 Detroit

Area Survey of Trauma and found that approximately

26% of PTSD cases remitted by 6 months and 40% by

12 months, with a median time to remission of 2 years.

In more than one-third of cases, PTSD persisted for

more than 5 years. Time to remission was longer

for females and for those who experienced traumas

directly. Pietrzak et al. (2011) similarly found, in data

fromWave II of the National Epidemiologic Survey on

Alcohol and Related Conditions (NESARC), that time

to remission was longer for those who had experi-

enced traumas directly. However, the median time to

remission of PTSD in the whole sample was 11.2 years,

considerably longer than that suggested by earlier

estimates. Importantly, both the NCS and the Detroit

Area Survey of Trauma were based on samples with

upper age limits of 54 and 45 years respectively.

It is possible that inclusion of older participants in

the NESARC contributed to a more comprehensive

picture of PTSD course in the population and the

longer time to remission reported in this study.

However, estimates of duration and remission in this

analysis were based on reports of respondents’ only or

longest episodes, and Pietrzak et al. (2011) did not

model time to PTSD remission over lifetime, making

direct comparisons with previous estimates difficult.

To date, no large epidemiological studies have

modelled PTSD course over the lifetime beyond age

54 years, or examined in detail the correlates of

PTSD remission. The current study sought to extend

knowledge in this area by addressing these issues. We

used data from the 2007 National Survey of Mental

Health and Wellbeing in Australia (NSMHWB; Slade

et al. 2009), a large representative survey of persons

aged 16–85 years to : (1) model the course of remission

from PTSD over lifetime and (2) examine in detail

the relationship between time to remission from

PTSD and trauma experience, co-morbidity, symptom

severity and service utilization.

Method

Sample

The 2007 Australian NSMHWB was a nationally rep-

resentative population survey with a sample size of

8841 (Slade et al. 2009). Respondents were selected at

random from a stratified, multistage area probability

sample of persons aged 16–85 years living in private

dwellings and data were weighted according to

the inverse probability of being selected. Despite the

survey achieving a lower than expected response rate

of 60%, an intensive non-response follow-up study

determined that mis-estimation at the aggregate level

is likely to be small (Slade et al. 2009).

Measures

Experience of trauma, PTSD and other DSM-IV dis-

orders were assessed using a modified version of the

World Health Organization’s World Mental Health

Composite International Diagnostic Interview (WMH-

CIDI ; Kessler & Ustun, 2004), a highly structured

interview with questions designed to operationalize

the diagnostic criteria for each mental disorder. The

PTSD module enquired about lifetime exposure to 29

specific potentially traumatic events (PTEs ; Mills et al.

2011). Those who reported at least one PTE were asked

whether the experience resulted in ‘problems like up-

setting memories or dreams, feeling emotionally dis-

tant or depressed, trouble sleeping or concentrating,

and feeling jumpy or easily startled’. Those who either

answered no to this question, or who reported no

lifetime exposure to PTEs, were not administered the

remaining PTSD questions. Respondents who en-

dorsed more than one PTE were asked to nominate

their worst event and the remaining PTSD module

was administered with reference to this event. Trauma

experience was categorized in terms of (a) type of

trauma: interpersonal or assaultive violence (combat

experience, serious physical or sexual abuse, rape

or other sexual or physical assault) or other shock

or injury (natural disaster, life-threatening accident

or illness, witnessing violence, injury or death) versus

indirect trauma (person close dying unexpectedly or

experiencing trauma) (Breslau, 2009 ; Breslau et al.

1998), (b) age at trauma (childhood trauma: before

age 16 versus trauma in adulthood) and (c) number

of traumatic event types (single versus multiple).

Trauma age and type were examined with reference to

respondents’ only or worst trauma. Calculation of

multiple trauma types included any trauma that

occurred over the respondents’ lifetime.

The survey assessed the presence and age of onset

of 12 other DSM-IV mental disorders. For the analysis

of remission, co-morbidity with PTSD was treated as a

time-dependent variable. That is, if respondents met

criteria for PTSD and another disorder, the age of

onset for both disorders was examined to determine

whether PTSD was temporally primary to, simul-

taneous with (same year), or temporally secondary to
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that of the co-morbid disorder. Because the analysis

was limited to disorder groups, the earliest disorder

onset for each group was used and diagnostic hier-

archy rules were not applied. For each cluster of

PTSD symptoms (re-experiencing, avoidance, hyper-

vigilance), respondents were asked about the amount

of distress (none, mild, moderate, severe, very severe)

and disruption to normal life (not at all, a little, some,

a lot or extremely) that each set of symptoms caused

at the time when they were the ‘most frequent and

intense’. Respondents were also asked whether they

had ever sought help for PTSD symptoms with any

health professional, and if so, the age at which they

first sought help.

Assessment of remission from PTSD

Respondents were asked about the age at which

they first experienced symptoms of re-experiencing,

avoidance or hypervigilance, and for how long each of

these symptom clusters persisted. The longest of these

three durations was added to the PTSD onset age to

obtain the age at which they most recently experienced

PTSD symptoms, referred to here as their most recent

episode. Respondents were classed as remitted if their

most recent episode was more than 12 months before

their interview.

Analysis

Complex sampling procedures in SAS version 9.2

(SAS Institute Inc., USA) and SUDAAN Release 10

(Research Triangle Institute, USA) were used for

this analysis. Prevalence estimates were weighted to

conform to independent population estimates and

standard errors obtained through the delete-a-group

jack-knife variance technique. Gender comparisons

were examined using adjusted Wald x2 statistics, and

odds ratios (ORs) for co-morbid disorders were ob-

tained using logistic regression. Estimates of projected

lifetime risk, age at selected age-of-onset percentiles

and median times to remission were obtained using

Kaplan–Meier survival estimates. Univariable and

multivariable correlates of time to PTSD remission

were obtained using continuous time Cox pro-

portional hazards regression (Hosmer & Lemeshow,

1999). Individual contributions of variables were as-

sessed using adjusted Wald F statistics and estimates

of likelihood of remission over lifetime are presented

as hazard ratios (HRs) with 95% confidence intervals

(CIs). Tied survival times were handled using the

Efron approximation of the partial risk and all vari-

ables were screened for proportionality of hazards and

outliers (Grambsch & Therneau, 1994).

Results

Prevalence and severity

Three-quarters of the population (74.9%, S.E.=0.7) had

experienced at least one potentially traumatic event

over their lifetime (Mills et al. 2011). Lifetime PTSD

prevalence was 7.2% (S.E.=0.3) for the whole popu-

lation, or 9.6% (S.E.=0.5) as a proportion of those who

had experienced at least one PTE (Table 1). The odds

of lifetime PTSD were higher among women than

men in the whole population (OR 2.2, 95% CI 1.7–2.9)

and among those who had experienced a trauma (OR

2.3, 95% CI 1.8–3.0). The highest ratings of severity

were reported for symptoms of avoidance, where

73.2% (S.E.=4.5) of males and 72.4% (S.E.=2.6) of

females with lifetime PTSD reported severe or very

severe avoidance. There were no differences between

males and females in terms of severity for any of the

three PTSD symptom clusters or for overall severity

(p=0.22–0.98). Nearly 80% of both males (79.5%, S.E.=
4.1) and females (79.3%, S.E.=2.7) reported severe

distress or disruption caused by PTSD symptoms.

Co-morbidity

As expected, PTSD was highly co-morbid with other

mental and substance use disorders, with 86.4%

(S.E.=2.3) of males and 76.6% (S.E.=3.3) of females

Table 1. Lifetime and 12-month prevalence of DSM-IV post-traumatic stress disorder (PTSD)

Lifetime 12-month

Total population Trauma subsample Total population Trauma subsample

% S.E. % S.E. % S.E. % S.E.

Males 4.7 0.5 6.1 0.6 2.8 0.3 3.7 0.4

Females 9.7 0.6 13.2 0.8 5.9 0.5 8.0 0.7

Total 7.2 0.3 9.6 0.5 4.4 0.3 5.8 0.4

S.E., Standard error.
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meeting criteria for another lifetime mental disorder.

Among males with PTSD, the prevalence of anxiety,

affective and substance use disorders was 51.7%

(S.E.=5.9), 50.4% (S.E.=5.6) and 64.8% (S.E.=4.9) re-

spectively. Among females the equivalent figures

were 54.2% (S.E.=3.7), 50.7% (S.E.=3.1) and 32.2%

(S.E.=2.9). PTSD was temporally secondary for 47.7%

(S.E.=5.9) of co-morbid mental disorders among

males and 51.2% (S.E.=3.3) among females (Table 2).

PTSD was the temporally primary disorder for 41.6%

(S.E.=6.6) of co-morbid disorders for males and 33.4%

(S.E.=3.4) for females, the most common domain being

substance use disorders (where 63.6% of co-morbid

substance use disorders among males and 52.0%

among females followed the onset of PTSD). There

were no significant differences between males and

females in the temporal sequencing of co-morbid dis-

orders (p=0.10–0.78).

Age of onset and projected lifetime risk

The median age of onset of PTSD was 26 years, with

25% of people reporting onset by age 15 and 75% by

age 42 (Table 3). Projected lifetime risk (the estimated

proportion who will have the disorder by the end of

their lifetime) at 85 years was 9.7% (S.E.=0.6), 1.3 times

higher than the lifetime prevalence (the proportion

who had the disorder at some time in their life up to

the age at interview) and was significantly greater for

females compared with males (HR 2.1, 95% CI 1.6–2.8,

p<0.001).

Time to PTSD remission

The median time to PTSD remission was 14 years

(Fig. 1). It was estimated that 14.9% (S.E.=1.7) of

people will have remitted within 1 year of symptom

onset, 26.6% (S.E.=2.4) within 2 years and more than

one-third (37.9%, S.E.=2.8) within 5 years. More than a

third (36.6% S.E.=3.0) will continue to have symptoms

30 years after onset. The projected lifetime remission

rate was 91.9% (95% CI 66.9–99.7), suggesting that

almost all cases could be expected to eventually remit.

Survival curves for remission did not differ according

to sex or age cohort (p=0.33 and 0.68 respectively).

Multivariable correlates of PTSD remission

Almost half the sample reported interpersonal viol-

ence (46.3%, S.E.=3.2) as their only or worst trauma,

19.2% (S.E.=2.0) other injury or shock and just over

a third (39.2%, S.E.=2.8) reported that their worst

trauma had occurred in childhood. Five variables

remained significant in a simultaneous multivariable

Table 2. Co-morbid disorders among those with lifetime post-traumatic stress disorder (PTSD) (n=664)

Males Females

PTSD

primary

PTSD

same year

PTSD

secondary

PTSD

primary

PTSD

same year

PTSD

secondary

% S.E. % S.E. % S.E. % S.E. % S.E. % S.E.

Any affective disorder 45.8 7.6 21.0 6.3 33.2 6.9 40.9 4.5 25.5 3.0 33.6 3.7

Any anxiety disorder 35.4 7.3 8.6 3.6 56.1 7.1 32.6 4.2 19.4 3.4 48.0 4.2

Any substance use disorder 63.6 7.0 4.4 2.0 32.0 6.4 52.0 4.9 11.1 2.9 37.0 4.8

Any mental disorder 41.6 6.6 10.7 3.8 47.7 5.9 33.4 3.4 15.3 2.1 51.2 3.3

S.E., Standard error.

Table 3. Projected lifetime risk of DSM-IV post-traumatic stress disorder (PTSD) and age at selected age-of-onset percentiles

Projected lifetime

risk at age 85 years Age at selected age-of-onset percentiles (years)

% S.E. 5 10 25 50 75 90 95 99

Males 6.2 0.7 6 7 15 24 41 62 69 70

Females 12.9 1.0 4 7 15 26 42 57 72 76

Total 9.7 0.6 5 7 15 26 42 60 70 76

S.E., Standard error.
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model adjusted for sex and age cohort (Table 4) :

trauma involving interpersonal violence (HR 0.6, 95%

CI 0.5–0.9), childhood trauma (HR 0.4, 95% CI 0.3–0.7),

temporally secondary affective (HR 0.5, 95% CI

0.3–0.8) and anxiety disorders (HR 0.5, 95% CI 0.3–0.9)

and severe PTSD symptoms (HR 0.6, 95% CI 0.4–0.9)

were all associated with a decreased likelihood of,

and longer time to, remission from PTSD when the

effects of other variables were controlled. Co-morbid

disorders before the onset of PTSD or at around the

same time did not affect time to remission over life-

time. Although development of secondary substance

use disorders was related to longer time to remission

in univariable models, it did not remain significant in

the final model.

Service use for PTSD within 12 months of symptom

onset was also significant in univariable models only.

Detailed modelling indicated that its effect on PTSD

remission was mediated by its relationship with

trauma experience. Those who experienced inter-

personal violence were less likely to report service use

within 12 months of onset compared to those who

had experienced indirect trauma (18.7% v. 34.6%,

Wald x2=9.1, p=0.010). Similarly, those who had ex-

perienced trauma in childhood were less likely to use

services within 12 months compared to those experi-

encing trauma in adulthood (8.2% v. 38.4%, Wald

x2=43.5, p<0.0001). Once these variables were added

to the model of PTSD remission, the relationship

between service utilization and time to remission was

no longer significant.

Discussion

To our knowledge, this study represents the first de-

tailed examination of the correlates of PTSD remission

over the lifetime in a general population sample. As

expected, PTSD was found to be common, disabling

and highly co-morbid with other mental disorders.

The median age of onset of 26 years was similar for

males and females, and although it was estimated that

most people with PTSD will eventually remit, at least

half are likely to have symptoms 14 years after onset,

and more than a third will still experience symptoms

30 years later. Those who experience interpersonal

violence or childhood trauma, those with a temporally

secondary anxiety or affective disorder and those with

more severe PTSD symptoms are less likely to remit

at any point over their lifetime and are estimated to

have a longer median time to remission compared to

those with other trauma experiences, no co-morbid

disorders or less severe PTSD symptoms.

Estimates of the lifetime prevalence of PTSD and

associated co-morbidity in this sample are consistent

with those from other countries using similar assess-

ments (Seedat et al. 2009 ; Byers et al. 2010), and with

previous estimates in Australia (Creamer et al. 2001).

The finding that PTSD is associated with significant

distress and impairment and has its onset in early

adulthood is also consistent with previous reports

(Kessler et al. 2007). However, one of the more striking

findings of the present study relates to lifetime ‘risk’

of, and median time to, remission. We determined that

almost all (92%) of those with PTSD could eventually

be expected to remit, compared with around half to

two-thirds in previous community samples in the USA

(Kessler et al. 1995 ; Breslau, 2009). The median time to

remission in the current sample is considerably longer

than that suggested by these earlier studies (2 and

5 years), but is more consistent with the recent esti-

mate of 11.2 years provided by the NESARC (Pietrzak

et al. 2011). It is possible that the inclusion of older
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Fig. 1. Survival curve indicating years after onset until remission from post-traumatic stress disorder (PTSD) in the population.
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participants in this study and in the NESARC provides

a more comprehensive picture of PTSD over the life

course, and this contributed to a longer remission

time (Averill & Beck, 2000 ; Busuttil, 2004). The

current findings extend and support those reported by

Pietzrak et al. (2011), which suggest that the course of

PTSD in the community may be more chronic than

previously thought.

Within this context, the findings regarding corre-

lates of time to remission are informative. Trauma

experience was one of the strongest correlates of

remission from PTSD. Those who had experienced

childhood trauma and those who experienced inter-

personal violence were less likely to remit and were

estimated to have a longer time to remission than

those with other trauma experiences. Limited avail-

able data suggest that experience of direct as opposed

to indirect trauma is associated with a more chronic

course of illness (Breslau, 2009 ; Pietrzak et al. 2011).

The current study extends these findings to demon-

strate that interpersonal or assaultive violence is

specific in its tendency to lead to a longer time to re-

mission over lifetime. Similarly, childhood adversity

and trauma have been found to lead to greater vul-

nerability to further trauma, to the onset and devel-

opment of other disorders throughout the life course

(Breslau et al. 1999 ; Jonas et al. 2011 ; McLaughlin et al.

2011) and to more complex and difficult to treat

forms of PTSD (Bryant, 2010). This study is the first to

demonstrate a relationship between childhood trauma

and time to remission from PTSD in a general popu-

lation sample. Given that those who experienced

childhood or interpersonal trauma were also less

likely to use services for PTSD within 12 months of

symptom onset, we would argue that these groups

represent priorities for prevention of chronic PTSD

(Silverman et al. 2008; Rolfsnes & Idsoe, 2011).

Development of a secondary anxiety or affective

disorder was also significantly associated with a

decreased likelihood of remission from PTSD over

lifetime and a longer time to remission. Temporally

primary disorders, however, and those that developed

at around the same time as PTSD were not. Co-morbid

affective and anxiety disorders have been associated

with a more chronic course of PTSD (McFarlane, 2000;

Zlotnick et al. 2004) and, notably, Perkonigg et al.

(2005) also found that incident disorders during the

follow-up period were associated with longer time to

remission than baseline co-morbid disorders. What

is unclear, however, is whether the development of

subsequent co-morbidity perpetuates the symptoms

of PTSD or whether a more chronic course of PTSD

over the long term places individuals at higher risk of

developing a co-morbid affective or anxiety disorder.

There is significant evidence from other sources

Table 4. Likelihood of remission from post-traumatic stress

disorder (PTSD) over lifetime – simultaneous multivariable

model adjusted for sex and age of cohorta

Likelihood of remission

Hazard

ratio 95% CI p

Traumab

Type – – 0.046

Interpersonal violence 0.6 0.5–0.9 –

Other shock/injury 0.9 0.5–1.5 –

Age : childhood trauma 0.4 0.3–0.7 <0.001

Number : multiple trauma 0.8 0.5–1.3 0.414

Co-morbidityc

PTSD/affective disorder – – 0.049

PTSD primary 0.5 0.3–0.8 –

PTSD same time 1.0 0.5–1.7 –

PTSD secondary 0.6 0.4–1.2 –

PTSD/other anxiety

disorder

– – 0.018

PTSD primary 0.5 0.3–0.9 –

PTSD same time 1.3 0.7–2.4 –

PTSD secondary 0.7 0.4–1.2 –

PTSD/substance use

disorder

– – 0.348

PTSD primary 0.6 0.5–3.8 –

PTSD same time 1.4 0.6–2.0 –

PTSD secondary 1.1 0.6–2.0 –

Severity of symptoms

Overall (severe versus

mild/moderate)

0.6 0.4–0.9 0.016

Severe re-experiencing 0.6 0.3–1.1 0.099

Severe avoidance 1.0 0.6–1.5 0.801

Severe hypervigilance 1.3 0.8–2.3 0.296

Service used

Any lifetime service

use for PTSD

0.9 0.6–1.3 0.498

Service use within

12 months

1.4 0.9–2.1 0.176

CI, Confidence interval.
a The final model was also tested adjusting for age of onset

and effects remained unchanged.
b Reference groups for trauma variables were indirect

trauma, adult trauma and single trauma respectively.
c Co-morbid disorder groups were replaced in a full model

with a variable modelling any mental disorder co-morbidity

but this variable was not significant (p=0.090). Co-morbid

disorder groups were compared to those with PTSD only,

that is PTSD and not the disorder group of interest. For

analysis of temporal ordering, people who reported onset

of a co-morbid disorder after remission from PTSD were

excluded.
d Because of more missing data on this variable, a separate

simultaneous model that included service use was used

to obtain hazard ratios (HRs) and associated CIs for this

variable.
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suggesting a shared underlying vulnerability to dis-

order that emerges in the transition phase following

the acute stress response to a trauma (McFarlane,

2000). It has been suggested that vulnerable indi-

viduals, once exposed to trauma, are more likely to

develop both PTSD and a subsequent co-morbid dis-

order (Breslau et al. 2000, 2008; Marshall et al. 2010).

Within this context, it may be that chronic PTSD places

individuals at higher risk of developing subsequent

co-morbid disorders, which in turn perpetuate the

symptoms of PTSD. Whatever the mechanisms, it is

clear from a clinical perspective that interventions

aimed at treating those with chronic PTSD need to

consider active treatment of co-morbid symptoms of

anxiety and affective disorders (Bryant et al. 2010 ;

Marshall et al. 2010).

A relationship between development of secondary

substance use and remission from PTSDwas indicated

in early univariable models but did not remain once

the effects of other variables were controlled. One

possibility for this is that at least some of this group are

using substances to self-medicate their PTSD symp-

toms (Mills, 2009 ; Hien et al. 2010). PTSD may seem to

have ‘artificially ’ remitted for those with secondary

substance use disorders if the substances are acting to

dampen the PTSD symptoms. Alternatively, the effect

of substance use on the perpetuation of PTSD symp-

toms may be mediated by an independent relationship

with childhood trauma (Khoury et al. 2010) or co-

occurring anxiety or affective disorders. Observations

from both clinical and other community studies indi-

cate that the relationship between substance use and

course of PTSD is likely to be complex (Mills, 2009 ;

Hien et al. 2010). Prospective longitudinal studies that

carefully assess these symptoms over time are well

suited to future investigation of this relationship.

The present findings need to be considered along-

side several limitations. Although large cross-sectional

studies have the advantage of representative samples

and long retrospective periods to assess course of

a disorder, they are limited in several ways. First,

retrospective reporting is subject to inaccuracy of re-

call, and although the NSMHWB used methods simi-

lar to those used in the WMH Surveys to improve this

(Kessler et al. 2007), dating of events from retrospec-

tive studies is not equivalent to those from prospective

studies (McFarlane, 2000). Moreover, apart from

mood-related and retrospective bias, it is possible that,

in the current study, cognitive decline could influence

memory for onset and offset of symptoms reported

by the elderly respondents. Second, a cross-sectional

study does not readily allow for accurate recording of

the fluctuating or episodic nature of disorder. The

analysis did not examine delayed-onset PTSD (Smid

et al. 2009), nor did it examine the persistence of

symptoms in terms of the amount of time respondents

spent ‘ in episode’ over their lifetime. It was not poss-

ible, for example, to record how many respondents

experienced short periods of remission, followed by

recurrence of symptoms over their lifetime. Third,

given that the presence of only one of the three PTSD

symptom clusters was required for non-remission, it is

likely that some of the unremitted cases in this analy-

sis would be described clinically as subthreshold

PTSD cases. Although, in the NESARC, partial PTSD

was associated with significant co-morbidity and

dysfunction in addition to a chronic course (Pietrzak

et al. 2011), it needs to be conceded that the extent to

which this group influenced estimates of chronicity in

the present study is not known. Fourth, symptoms of

PTSD, trauma type and age at trauma were all as-

sessed in relation to respondents’ only or worst event

rather than for the full range of traumas experienced.

Although this is consistent with previous research, it is

possible that some of the ongoing PTSD symptoms

could be explained by a trauma not nominated as the

respondent’s worst event. Similarly, it is likely that

trauma experience after the onset of PTSD will influ-

ence chronicity (Perkonigg et al. 2005) and this was not

examined in the present study.

These limitations notwithstanding, the study ex-

tends current knowledge about the course of PTSD in

the population in several ways. First, this is the first

study to use epidemiological data to model remission

from PTSD over lifetime to 85 years. It indicates that

although remission rates may be higher than pre-

viously thought, median time to remission may be

substantially longer. Second, the findings indicate that

trauma experience is an important marker for re-

mission. Those who experience interpersonal violence

or childhood trauma are less likely to remit at any

point over their lifetime compared to those with other

trauma experiences. They are also less likely to seek

treatment within 12 months of symptom onset and we

would argue that these groups represent a priority

for prevention of chronic PTSD. Third, the findings

with regard to co-morbidity suggest that chronic

PTSD is likely to be associated with development

of both affective and anxiety disorders, highlighting

the importance of treatment of co-morbid disorders in

individuals with chronic PTSD.
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