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Abstract
Problem & Purpose: Posttraumatic stress disorder (PTSD) is a prevalent co-occurring disorder
among substance use disorder patients. Often, urban substance use disorder clinics do not screen
for PTSD, and patients are not referred to available mental health services unless in crisis. When
PTSD is left undetected and unaddressed, it adversely affects patients' symptoms severity and
treatment outcomes. The purpose of this quality improvement project was to identify adult
substance use disorder patients with probable PTSD using the Primary care PTSD Screen for the
Diagnostic and Statistical Manual of Mental Disorders, fifth edition (PC-PTSD-5), and evaluate
the effectiveness of the screening to trigger referral for additional mental health assessment.
Methods: The project occurred over 12 weeks and included all qualified substance use disorder
patients, 18 years, and older in an urban, outpatient substance use disorder clinic. Screening was
implemented by a team of champions trained in the administration and scoring of the Primary
care PTSD Screen for the Diagnostic and Statistical Manual of Mental Disorders, fifth edition
(PC-PTSD-5). Education regarding PTSD symptoms was required for all screened patients. Data
were analyzed using descriptive statistics of the sample and a Chi-square test to determine the
association between referral and PC-PTSD-5 score. Weekly progress of screening, referral, and
education was tracked using a run chart.
Results: Of the 116 eligible patients, 62 were screened for PTSD. Thirty-five screened patients
received a referral for further assessments. A chi-square test of independence was performed to
examine the relation between PC-PTSD-5 score and referral. The relation between these
variables was significant, X2 (2, N = 62) = 11.2, p = .0037. Patients with a higher PC-PTSD-5
score were more likely than those with a lower score to receive a referral for further mental
health assessment.
Conclusions: The PC-PTSD-5 screening tool was successful at increasing mental health services
awareness and utilization by substance use disorder patients through the score-based referral
process. PTSD screening and score-based mental health referrals were recommended to become
standard practice. Digitalization and integration of the screening tool in the electronic health
record are instrumental in ensuring sustainability and compliance.
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Implementing Posttraumatic Stress Disorder Screening at an Adult Substance Use Disorder
Clinic
Introduction
Co-occurring psychiatric disorders are prevalent among substance use disorder (SUD)
patients (Mericle, Ta Park, Holck, & Arria, 2012). Individuals with SUD are less likely to use
mental health services in an attempt to minimize their psychiatric symptoms (Mericle, Martin,
Carise, & Love, 2012). Posttraumatic stress disorder (PTSD) has a higher prevalence among
patients with SUD compared to individuals without SUD (Gielen, Havermans, Tekelenburg, &
Jansen, 2012). When the substance use history of patients was compared to their responses on a
PTSD civilian screening form, a positive correlation was noted among increased use and
symptom severity (Villagonzalo et al., 2011). Co-occurrence of PTSD and substance disorders
has been linked to increased symptoms severity and adverse outcomes when both disorders are
not addressed (van Dam, Vedel, Ehring, & Emmelkamp, 2012).
An urban SUD clinic within an integrative behavioral health center lacked screening for
PTSD. Low utilization of mental health services due to lack of a formal referral process was
revealed by internal evidence obtained in February 2019. A need for PTSD screening was
identified to close this gap in practice. The Primary Care PTSD Screen for DSM-5 (PC-PTSD-5)
is a five items measure reflecting the Diagnostic and Statistical Manual of Mental Disorders,
fifth edition (DSM-5) diagnostic criteria for PTSD. The PC-PTSD-5 was identified as a reliable
and valid instrument to facilitate the identification of patients with possible undetected PTSD in
primary care settings (Prins et al., 2016). Short term goals included screening 100% of eligible
patients enrolled in the SUD program and have 100% of eligible screened patients referred for
further mental health services based on their PC-PTSD-5 score by December 20, 2019. The
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purpose of this DNP project was to implement PTSD screening among SUD adult patients using
the PC-PTSD-5 tool and evaluate its effectiveness to trigger referral for further mental health
assessment.
Literature Review
A comprehensive review of the evidence, summarized in Table 1, highlighted the
comorbidity of PTSD and SUD. The review emphasized the need for an effective PTSD
screening tool and appropriate referral for treatment. Berenz and Coffey (2012) noted that half of
the patients seeking treatment for SUD were estimated to meet criteria for PTSD diagnosis. The
poor treatment outcome of patients with untreated PTSD is likely related to relapse post
substance use treatment in SUD patients. (Berenz & Coffey, 2012). A cross-sectional
qualitative study comparing prevalence rates of PTSD and trauma exposure in SUD patients
compared with a group without the disorder revealed that patients with SUD were 5.27 times
more likely to test positive for PTSD compared to patients without SUD (Gielen, Havermans,
Tekelenburg, & Jansen, 2012).
Gielen (2014) assessed the attitudes of clinicians toward diagnosis and treatment of
PTSD. During this qualitative study, 14 staff members of an addiction treatment facility were
interviewed concerning their knowledge of PTSD symptoms assessment and treatment in the
SUD population. The study revealed a need for staff training at SUD facilities regarding proper
assessment of PTSD symptoms, and for an integrated approach for addressing PTSD during
substance use treatment. Although clinicians acknowledged the potential negative impact of
PTSD on substance use recovery, they were only focused on substance use treatment. Although
the articles addressed different aspects of PTSD in SUD patients, all pointed to the urgency of
addressing PTSD to improve outcomes in an overly complex patient population.
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Based on the resources of the clinic and the demographic of the population it serves, it
was essential to find a brief tool that did not require administration by a trained clinician, is
available in the public domain, and free to access. The Primary care PTSD Screen (PC-PTSD)
has demonstrated reliability and validity in identifying patients at risk for PTSD and has met the
requirements stated above. This tool is not diagnostic; and does not assess symptoms severity
(Hanley, Deroon-Cassini, & Brasel, 2013). However, it enables proper screening and referral for
a thorough psychiatric assessment for at-risk patients who have experienced a traumatic event.
When compared to the civilian version of the Posttraumatic Stress Disorder Checklist (PCL-C)
during a qualitative study where both screening tools were administered, both tests yielded
approximately the same amount of at-risk patients 16.1% for the PCL-C and 17.2% for the PCPTSD (Hanley et al., 2013).
Lastly, the PC-PTSD tool was compared to the Posttraumatic Diagnostic Scale (PDS)
during a blinded control study between patients with PTSD and SUD versus patients with SUD
and no PTSD. Both tools were found equally efficient at identifying PTSD (van Dam, Ehring,
Vedel, & Emmelkamp, 2010). This study was later replicated to cross-validated the effectiveness
of the PC-PTSD tool, and researchers concluded that early identification of PTSD risk would
improve treatment outcomes in civilian SUD patients with comorbid PTSD (van Dam, Vedel,
Ehring, & Emmelkamp, 2012). The PC-PTSD-5, listed in Appendix A, is an adapted version of
the PC-PTSD to the DSM-5, its revision included adding examples of traumatic events and a 5th
question addressing guilt. Like its parent version, the PC-PTSD-5 has shown accuracy as well as
tolerability (Prins et al., 2016). The literature analysis and synthesis support the adapted version
of the PC-PTSD for the DSM-5 (PC-PTSD-5) was an adequate, valid, and reliable tool for brief
PTSD screening and facilitating referral for further psychiatric evaluation.
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Theoretical Framework
Change in any organization can be a challenging task; however, change is necessary to
assure adaption and survival (White, Dudley-Brown, & Terhaar, 2016). Change is welcomed by
some, but practice changes are often accompanied by resistance from some stakeholders. Buy-in
from those affected by the change is crucial to mobilize, attain, and sustain the sought
transformation in organizational practices. The theoretical framework that helped guide this
quality improvement project was Lewin's Theory of Change (Appendix B). The theory
emphasizes determinants or driving forces that may help achieve the desired change and
hindering forces that may prevent the organization from achieving a set goal; it includes three
major stages or concepts: unfreezing, moving, and refreezing (Shirey, 2013).
Unfreezing encompasses identifying the need for a change in practice, and the resources
to attain this goal and obstacles that may prevent the change to come in effect. Moving includes
the transition toward the identified practice change; this stage required a flexible plan of action to
find a balance between driving and restraining forces. Refreezing happens when stability or the
desired stated is achieved following the implementation of the change (White et al., 2016).
Unfreezing consisted of obtaining buy-ins from administrators, identifying possible causes of
resistance from the staff, and resources needed to implement the practice change such as
screening tool identification, training materials, and identifying implementation champions. The
moving stage included implementing the screening tool, developing a process for referral to
further mental health assessments. It also involved identifying and addressing barriers to
implementation, in addition to performing chart audits to evaluate the implementation process.
Refreezing required a plan for the sustainability of the practice change (White et al., 2016).
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Recommendations were made for continued staff training on PTSD screening and making PTSD
screening standard practice throughout the organization.
Methods
This quality improvement project was designed to identify possible comorbid PTSD
among adults with SUD. The setting was an urban SUD clinic belonging to an integrative
behavioral health center. The targeted population was adults 18 years of age and older currently
enrolled in the SUD program. Exclusion criteria included patients not medically cleared, those
experiencing suicidal or homicidal ideations, and those who are unwilling or unable to answer to
the screening questions due to communication barriers, or intellectual disabilities. Prior to
implementation, approval was obtained through the University of Maryland, Baltimore (UMB)
Institutional Review Board for a Non-Human Subjects Research (NHSR) determination, and
authorization was obtained from the clinic's director. Implementation took place during a period
of 12 weeks from September 23 to December 13, 2019.
Prior to implementation, staff knowledge (structure) of PTSD screening significance,
PTSD screening tool, and an algorithm for referral to treatment (processes) were assessed. The
clinic staff lacked training about PTSD screening. Staff had varying levels of knowledge
regarding SUD co-occurring with PTSD. There was no tool for PTSD screening, and patients
were not usually referred for further mental health services unless in crisis. The PC-PTSD-5 was
identified as a reliable screening tool for PTSD, and a score-based referral process was
developed, as evidenced by an algorithm (Appendix C). A group of champions, including one
certified peer specialist, and three certified addiction counselors. A lesson plan was developed
(Appendix D), and champions received education on posttraumatic stress disorder, the
administration, and scoring of the PC-PTSD-5 screening tool before the kickoff of the
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implementation period. Permission to use the tool as part of this quality improvement project
was obtained before implementation from Sheila L. Barry, the PTSD Mentoring Program
Manager at the National Center for PTSD (Appendix E). The PC-PTSD-5 was administered in
paper form to new and previously enrolled patients of the SUD program. A de-identified number
was assigned to each patient. Once the completed forms were reviewed, the date of the patient
encounter, assigned de-identified number, PC-PTSD-5 score, and date of scheduled mental
health intake appointment were recorded on the documentation log (Appendix F). Patients with
scores ≥ 3 necessitated a mental health intake within 48 hours, those with scores < 3 within one
week, and a score of 0 required no further assessment. The lack of clinician availabilities resulted
in delayed appointments. Referral timing was not tracked during audits. Prior to implementation,
editorial permission was obtained (Appendix G), allowing printing and distribution of PTSD
education handout by UpToDate (2019) "Patient education: Posttraumatic stress disorder (The
Basics)" to each screened patient. Weekly chart audits were performed using the tool (Appendix
H).
The data analysis included descriptive statistics of the sample of patients screened using
Excel. In addition, Chi-Square statistic was performed to determine the association between
referral and PC-PTSD-5 score. Percentages of patients screened (Figure 1), referred (Figure 2),
and educated (Figure 3), were tracked weekly using run chart. To ensure human subject
protection, this quality improvement project did not require access to identified patient
information. To maintain confidentiality, a de-identified number was assigned to each patient.
Data was secured by keeping completed PC-PTSD-5 screening forms in sealed envelopes in a
locked cabinet. Excel spreadsheets tracking encounters and audit results were saved on a
password secured, encrypted computer.
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Results
Before the implementation, zero patients were screened for PTSD, as the clinic did not
have a screening tool. Although mental health services were offered, patients were referred on
their own request or by their certified addiction counselor when assessed to be a danger to
themselves and others. Participants were obtained through convenience sampling. No
information was collected regarding the patients' race. One hundred and sixteen patients were
eligible for PTSD screening (N= 116), including 51 new patients and 65 previously enrolled
patients. Of the eligible patients, 62 (53%) received screening for PTSD. Descriptive statistics
were calculated for the sample of screened patients (n=62) and are summarized in Table 2. The
sample consisted of 17 females (27%) and 45 males (73%). The participants' age ranged from 20
to 72 years, with a mean age of 48.5 (SD=14.2) and a median age of 52 years. Four (6%) of the
patients screened revealed being enrolled in mental health services and were recommended to
discuss their PTSD score with their clinicians at their next visit. The remaining 58 (94%) were
only receiving SUD treatment.
Thirty-five (56%) of the screened patients received an appointment for an intake with a
mental health provider. Using the PC-PTSD-5 scale patients were screened for probable PTSD,
23 (37%) received a score of 0 suggesting no PTSD, 13 (21%) received a score of 1 or 2
indicating a low risk for probable PTSD, and 26 (42%) received a score ≥ 3 corresponding to
positive screen, thus a high risk for probable PTSD. 81% of patients with a high score received
an appointment for further mental health assessments compared to 46% with a low score, and
35% with zero scores. Sixty-one (98%) patients received PTSD education. A chi-square test of
independence was performed to examine the relationship between PC-PTSD-5 scores and
referral for further mental health assessment. The cross-tabulation tables of the observed and
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expected values are listed in Table 3 and Table 4. The relationship between these variables was
significant, (2, N = 62) = 11.2, p = .003. The result is significant at p < .05, showing that the two
variables are dependent. Patients with a higher PC-PTSD-5 score were more likely than those
with a lower score to receive a referral for further mental health assessment. At the end of the
screening period, enrollment of SUD patients in mental health services was increased by 56%.
As a result, certified addiction counselors continue to administer the PC-PTSD-5 tool during the
intake process, and previously enrolled patients continue to be screened during individual
sessions. This practice change is expected to increase mental health services utilization among
SUD patients.
Barriers to the implementation included the resistance of some certified addiction
counselors to adhere to the PTSD screening, despite their apparent support for the project before
implementation. In addition, the goal of screening 100% of patients was hindered by identified
project champion absence during the implementation period and no-show rates at the clinic. To
increase adherence to screening and referral process, flyers were placed throughout the clinic and
in each counselor's office with messages encouraging patients and their counselors to discuss
PTSD screening. One unexpected benefit was that screening facilitated discussions about
available mental health services. This is evidenced by the 35% of patients with a score of 0 on
their PTSD who received appointments for further mental health services, although a PC-PTSD5 score of 0 warranted education and no further intervention per the score-based referral process.
Discussion
This quality improvement project provides initial support regarding the feasibility of
implementing a screen for posttraumatic stress disorder in an adult SUD clinic. Fifty-three
percent of patients enrolled during implementation received PTSD screening, compared to zero
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at baseline. In the literature, it was highlighted that patients with SUD were less likely to utilize
mental health services, as they tend to minimize their symptoms (Mericle, Martin, Carise, &
Love, 2012). Low utilization of health services was apparent in the sample as only 4 (6%) of the
screened patients were also enrolled in mental health treatment at the clinic compared to 58
(94%) only receiving SUD treatment. During discussions with the participants, many individuals
held a negative perception of mental health services and did not consider SUD as a mental
illness. The stigma attached to mental illness and personal beliefs of SUD patients regarding
mental health services serves as barriers preventing them from seeking much-needed care
(Priester et al., 2015). The PC-PTSD-5 demonstrated efficacy in triggering referral for further
mental health services using a score-based system. As discussed above, the Chi-square results
revealed that the higher the patients' PC-PTSD-5 score, the higher was their probability of
receiving an appointment for a mental health intake. The increase may be due to the counselors
normalizing mental health services during their discussions with patients about their score.
Champions reported that the PTSD screening encouraged discussion about mental health
services and provided objective data as a ground for referral for skeptical clients. The scorebased referral process was initially designed as time-sensitive, requiring patients with a score ≥ 3
to be scheduled for intake within 48 hours, those with a score < 3 within one week, and a score
of 0 to receive education and no further assessment. Due to the rapidly increasing demand for
mental health appointments compared to the limited availability of mental health clinicians, the
proposed timeframe for appointment scheduling became unfeasible. To alleviate the burden of
clinicians, and increase access to faster appointments, the clinical site representative collaborated
with social work interns to have blocked appointment times allocated to eligible screened
patients in need of a mental health intake. The lack of training and time were identified as
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barriers preventing clinicians from addressing PTSD during SUD treatment (Gielen et al., 2014).
Education needs of champions were addressed before implementation through training sessions,
handouts with step-by-step instructions were provided to each member of the implementation
team. One on one sessions were provided to those seeking clarity on the screening tool
administration, scoring, or the score-based referral process.
One strength of the project was the simplicity of the implementation scheme. The process
map was clear and provided a step by step action plan for the administration of the PC-PTSD-5
screening tool, and the process for mental health services referral. The champions found the
screening too easy to administer, with straightforward language, and time efficient. The
screening took two minutes to administer per champions and did not impede their workflow.
Consistent with findings of Prins and colleagues that the PC-PTSD-5, the screening was easy to
understand and well-tolerated by patients (Prins et al., 2016). The availability of the screening
tool in the public domain free of charge facilitated support from clinic administration as this
implementation did not require additional funds. In order to sustain gains, PTSD screening is
now included in the onboarding process for new SUD patients, and counselors are encouraged to
continue screening previously enrolled patients as PTSD screening is expected to become
standard practice at the clinic. One limitation identified was the lack of uniformity in the
language used during PTSD screening, despite the tool providing a written script. The
importance of adherence to screening and referral process was underlined prior to
implementation. Therefore, the internal validity of the project was threatened due to
instrumentation. This quality improvement project was designed for adult patients enrolled in
this specific SUD program. The specificity of these variables prevented the results from being
generalizable, thus affecting the external validity of the project.
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Conclusion
The implementation of the PC-PTSD-5 screening tool led to an increase in mental health
services utilization by SUD patients through the score-based referral process. The project
facilitated patient education on signs and symptoms of PTSD and increased awareness about
available mental health services. It was recommended that PTSD screening become standard
practice throughout the organization, as it would allow screening of SUD patients in the
maintenance phase of their treatment or remission. Integrating the PC-PTSD-5 in the electronic
health record would facilitate screening compliance and faster referral with automated scorebased alerts. Annual staff education and new staff training on tool utilization will ensure the
sustainability of this practice change in addition to the digitalization of the tool.
Based on the success of the PC-PTSD-5 screening implementation at this SUD clinic, this
project could be implemented at other clinics within the organization such as the infectious
disease clinic as the rate of PTSD among people living with HIV ranges from 10 to 74%
compared to 8% of the US general population (Remien et al., 2019). Future projects could
include the creation of a trauma focus group for patients with high PC-PTSD-5 score (≥ 3) and
evaluate the efficacy of therapeutic interventions at reducing symptoms severity. One implication
for practice is the importance of looking at SUD not only as a disease, but as a probable
maladaptive coping mechanism in response to emotional dysregulation (Enman, Zhang, &
Unterwald, 2014). Assessing and addressing psychiatric comorbidities, including PTSD in SUD
patients, can positively impact their quality of care.
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Table 1.
Evidence review table for PTSD Screening Tool.
Author, Year

Study Objective/
intervention or
Exposures
Compared

Design

Sample (N)

Outcomes Studied
(how measured)

Results

Level and Quality
Rating

Hanley, DeroonCassini, & Brasel,
2013

To evaluate whether
the PC-PTSD
screening tool was
an acceptable
alternative to the
PCL-C due to time
constraints.

Quantitative Study

N=1347
hospitalized Trauma
patients.

The civilian version
of the Posttraumatic
Stress Disorder
Checklist (PCL-C)
was administered to
the sample, and the
Primary Care PTSD
Screen (PC-PTSD)
results were
extracted from the
PCL-C.
Prevalence,
Sensitivity, and
Specificity of the
tests were
compared.

Both tests identified
roughly the same
number of at-risk
patients; the PCL-C
(16.1%) and the PCPTSD (17.2%).
When compared
with the PCL-C,
The PC-PTSD had
93.4% specificity
and 72.4%
sensitivity.
PC-PTSD does not
assess symptoms
severity. Patients
who tested positive
will need further
assessment.

6B
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Gielen, Havermans,
Tekelenburg, &
Jansen, 2012

To compare
prevalence of
PTSD, trauma
exposure, and selfrating of PTSD
between patients
with substance use
disorders and
healthy patients.

Case-Control Study

N= 629 total
participants
N=423 patients with
substance use
disorders
N=206 control
group

Differences in
PTSD prevalence
and traumaexposure between
groups were
analyzed using chisquare tests.

36.6% of Substance
use disorders scored
positive on PTSD.
Almost every
patient of that group
reported at least one
previous traumatic
experience. The
control group
revealed a PTSD
prevalence rate of
10.2%, and 86.3%
experienced a
traumatic event.

4B

Gielen, Krumeich,
Havermans, Smeets,
& Jansen, 2014

To explore
clinicians’
perspectives
regarding diagnosis
and treatment of
PTSD among
substance use
disorders patients
and its influence on
clinical practice.

Qualitative Study

N=14 treatment
staff members from
different wards of a

Of the 20 staff
members initially
invited via email to
participate in the
study, 14 were
interviewed. The
content of each
interview was
analyzed. The
interview consisted
of a series of openended questions
regarding and lasted
about 15 to 30
minutes.

Clinicians did not
focus on addressing
PTSD during
substance use
disorder treatment
due to lack of
training, funding, or
time. There is a
need for evidencedbased integrated
approaches to
address PTSD in
substance use
disorder patients,
including staff
education and
implementation of
valid, reliable
measures.

6B
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Prins, Bovin,
Smolenski, Marx,
Kimerling, JenkinsGuarnieri, … Tiet,
2016

Tiet, Schutte, &
Leyva, 2013

van Dam, Vedel,
Ehring, &
Emmelkamp, 2012

To revise the
Primary Care PTSD
Screen (PC-PTSD)
to reflect the new
Diagnostic and
Statistical Manual of
Mental Disorders
(DSM-5) criteria for
PTSD (PC-PTSD5).
To examine
diagnostic accuracy
and patient
acceptability of the
tool.
To evaluate
performance of
individual screening
tests among patients
seeking substance
use treatment
compared to general
mental health
treatment.

Quantitative Study

N= 398 military
veterans. Mostly
non-Hispanic, male
adults.

Prospective CaseControl Study

N= 400 military
veterans.
N= 158 patients
enrolled in
substance use
disorder treatment.
N= 242 patients in
general mental
health treatment.

To replicate and
cross-validate
earlier findings of
the modified PCPTSD (J-PTSD).

Quantitative Study

N= 92 participants
self-referred to a
substance abuse
treatment.

Diagnostic accuracy
of the PC-PTSD-5
included measures
of sensitivity,
specificity, and
efficiency.
Results of PCPTSD-5 were
compared to results
of a modified
version of the PTSD
module of the
MINI-International
Neuropsychiatric
Interview.
Baseline screening
tests, including the
PC-PTSD, PCL-C,
and abbreviated
versions of the PCL,
were administered
to patients of 4
different treatment
programs at
baseline.
A Dutch modified
PC-PTSD screening
(J-PTSD) was
administered to
participants in
addition to the
Composite
International
Diagnostic
Interview.

19

PC-PTSD-5
preliminary results
showed significance
for diagnostic
accuracy.
The screening was
well tolerated by
patients.

6B

PTSD is prevalent;
however, undetected
among both patients
in substance use
disorders treatment
and general mental
health treatment.
PC-PTSD tool was
found effective
when administered
to both groups.
The cross-validation
of the J-PTSD
demonstrated good
diagnostic qualities
in identifying
PTSD.

4B

6B

PTSD SCREENING AT A SUBSTANCE USE DISORDER CLINIC
van Dam, Ehring,
Vedel, &
Emmelkamp, 2010

To cross-validate
and extend earlier
findings regarding
efficiency of the
PC-PTSD tool.

Blinded Control
Study

N= 142 total
participants.
N= 21 participants
with substance use
disorder and PTSD.
N=15 participants
with substance use
and partial PTSD
N=106 participants
with substance use
disorder and no
PTSD

The Dutch version
PC-PTSD screening
tool was
administered to
participants.
The Posttraumatic
Diagnostic Scale
(PDS) was used as a
second measure for
PTSD.
All screened
patients were
offered to
participate in a
psychologist
administered formal
PTSD screening
regarding of their
PC-PTSD score.
Tools evaluation
included sensitivity,
specificity, and
positive predictive
power.

Results support
diagnostic
efficiency of the
PC-PTSD screening
tool. Performance of
the PC-PTSD was
found to be equal to
PDS results.
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Rating System for Hierarchy of Evidence
Level of the Evidence Type of the Evidence
I (1)
Evidence from systematic review, meta-analysis of randomized controlled trials (RCTs), or practice-guidelines
based on systematic review of RCTs.
II (2)
Evidence obtained from well-designed RCT
III (3)
Evidence obtained from well-designed controlled trials without randomization
IV (4)
Evidence from well-designed case-control and cohort studies
V (5)
Evidence from systematic reviews of descriptive and qualitative studies
VI (6)
Evidence from a single descriptive or qualitative study
VII (7)
Evidence from the opinion of authorities and/or reports of expert committees
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Melnyk, B.M. & Fineout-Overholt, E. (2014). Evidence-based practice in nursing & healthcare: A guide to best practice (3rd ed.).
New York: Lippincott, Williams & Wilkins.
Rating Scale for Quality of Evidence
A: High – consistent results with sufficient sample, adequate control, and definitive conclusions; consistent recommendations based
on extensive literature review that includes thoughtful reference to scientific literature
B: Good – reasonably consistent results; sufficient sample, some control, with fairly definitive conclusions; reasonably consistent
recommendations based on fairly comprehensive literature review that includes some reference to scientific evidence
C: Low/major flaw – Little evidence with inconsistent results; insufficient sample size; conclusions cannot be drawn
Newhouse, R.P. (2006). Examining the support for evidence-based nursing practice. Journal of Nursing Administration, 36(7-8), 33740.
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Table 2.
Characteristics of patients who received PTSD screening (N=62).
Count
(N)
Age
Gender
Male
Female
PC-PTSD-5 Score
Zero
Low
High
Received Mental
Health Appointment (Referral)
Yes
No
Received PTSD Education
Yes
No
Pre-Screening Mental Health
Services Enrollee
Yes
No

Mean Standard
Dev.
48.5
14.2

Median Range
52

Percentage
(%)

20-72

45
17

73%
27%

23
13
26

37%
21%
42%

35
27

56%
44%

61
1

98%
2%

4
58

6%
94%
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Table 3.
Observed Data
Zero PC-PTSD-5
Score (N)

Low PC-PTSD-5 Score (N)

High PCPTSD-5
Score (N)

Grand
Total

MH
Referral
Received

8 (23%)

6 (17%)

21 (60%)

35
(100%)

No MH
Referral

15 (55.5%)

7 (26 %)

5 (18.5%)

27
(100%)

23 (37%)

13 (21%)

26 (42%)

62
(100%)

Grand
Total
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Table 4.
Expected Data
Zero PC-PTSD-5
Score (N)

Low PC-PTSD-5 Score (N)

High PCPTSD-5
Score (N)

Grand
Total

MH Referral
Received

12.98

7.34

14.68

35

No MH
Referral

10.02

5.66

11.32

27

Grand Total

23

13

26

62

Chi Sq.=

11.2079

d.f.=

2

p-value=

.003683
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Figure 1. Percentages of eligible Substance Use Disorder patients screened for PTSD
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% Eligible Screened Patients Referred to Behavioral Health
% Referral
120

100

Goal

80

60
Median
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Figure 2. Percentages of eligible screened patients referred for mental health services
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Figure 3. Percentages of eligible patients screened who received PTSD education
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Appendix A
The Primary Care PTSD Screen for DSM-5 (PC-PTSD-5)

Prins, A., Bovin, M. J., Smolenski, D. J., Marx, B. P., Kimerling, R., Jenkins-Guarnieri, M. A.,
… Tiet, Q. Q. (2016). The Primary Care PTSD Screen for DSM-5 (PC-PTSD-5):
Development and evaluation within a veteran primary care sample. Journal of General
Internal Medicine, 31(10), 1206–1211. doi: 10.1007/s11606-016-3703-5
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Theoretical Framework

Lewin’s Change Theory
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