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Abstract 
 
Background: Posttraumatic Stress Disorder (PTSD) has a prevalence of 8.7% in the United 
States. This disorder is associated with increased social, occupational, and physical impairments 
which lead to increased healthcare utilization and expense. Ethnic minorities, individuals with 
inadequate social support, those of low-income, and urban residents are at greater risk of 
developing PTSD.  Identifying PTSD in the primary care setting can lead to improved overall 
patient health, improve overall population health, and alleviate the economic and healthcare 
utilization burden. However, this disorder often goes unrecognized and untreated due to a lack of 
formal screening in primary care.  
 
Local Problem: A mobile primary clinic serving an uninsured population that is predominately 
Latino with limited English proficiency did not have a consistent PTSD screening process. 
Clients whose screening score was positive for possible PTSD did not have a consistent follow-
up that included a brief intervention and referral for treatment. 
 
Interventions: The purpose of this Doctor of Nursing Practice project was to pilot the 
implementation of the Primary Care PTSD Screen (PC-PTSD) in either English or Spanish and 
provide a brief intervention with referral for treatment (PTSD SBIRT) in the patient’s preferred 
language. This project was implemented over a period of 15 weeks via the PTSD SBIRT 
protocol. The inclusion criteria for those screened included all newly admitted patients age 18 or 
older with no cognitive impairment and the ability to understand and speak English or Spanish. 
The estimated sample size (n=36) for the pilot period was based on the average rate of three new 
patient admissions per week over 12 weeks. The University of Maryland Baltimore Institutional 
Review Board gave a Non-Human Subjects Research determination for project implementation.  
 
Results: The total number of new patients meeting the inclusion criteria was 46 (n=46). The 
percentage of new patients screened was 97.8% (n=45). Of those screened, 6.7% (n=3) had a 
positive screen score, and 100% of patients with positive screening received the brief 
intervention with referral for treatment. Some barriers to the project implementation included 
scheduling conflicts, initial staff resistance, lack of protocol clarity, and confusion over the 
fourth item of the Spanish PC-PTSD. The main facilitators of the project were collaboration 
between project leader and staff, staff’s proactivity with communication, ease of screen use, and 
high compliance rate. 
 
Conclusions:  The PC-PTSD was an easy tool to administer, interpret, and incorporate within the 
intake process of the mobile primary care unit. The project highlighted the lack of available 
treatment resources for this patient population. After the pilot period, the project leader met with 
the director and staff to discuss sustainability of the protocol for new admissions and to begin 
implementation annually for current patients.  The mobile clinic director made plans to integrate 
the PTSD SBIRT protocol into their electronic health record with modified item-4 in the Spanish 
PC-PTSD. The clinic director’s goal is to continue integrating screenings with regular practice as 
a means to advance primary care behavioral health integration, increase mental health awareness, 
and improve population health outcomes through enhanced quality of care. 
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Implementing Posttraumatic Stress Disorder Screening, Brief Intervention, and Referral in 

Primary Care 

 Posttraumatic Stress Disorder (PTSD) is a disorder with a prevalence of 8.7% in the 

United States population, with rates even higher among veterans and those in emergency 

occupations such as police, firefighters, emergency medicine personnel, etc. (American 

Psychiatric Association (APA), 2013). However, more than 90% of the PTSD prevalence is 

related to civilian traumas, such as sexual assault, interpersonal violence, child abuse, and car 

accidents, rather than combat traumas, (Williams, 2017).  The disorder is associated with 

increased social, occupational, and physical impairments in addition to significant economic cost 

and increased medical utilization. Furthermore, an individual with PTSD is more likely to 

attempt suicide (APA, 2013; Williams, 2017). Most recent data states that PTSD may affect 

more than 1 in 5 individuals seen in the primary care setting, which is two times greater than the 

rate found in the general population (Goldstein, Athale, Sciolla, & Catz, 2017).  

Despite its high prevalence, PTSD often goes unrecognized, and thus untreated,  in the 

primary care setting (Goldstein et al, 2017; Sonis, 2013), with primary care providers missing up 

to 50% of PTSD diagnoses (Sonis, 2013; Williams, 2017). Patients with PTSD are likely to 

present in the primary care setting because the disorder is associated with “increased risks for 

cardiac, gastrointestinal, metabolic, and immunologic illnesses, other psychiatric illnesses, risky 

health behaviors, and decreased medical adherence” (p. 619, Williams, 2017).  Moreover, PTSD 

symptoms are associated with a higher number of complaints per visit, an increase in ordered 

labs, and greater quantities of prescribed medication (Klassen, Porcerelli, & Markova, 2013). 

Identifying PTSD in the primary care setting allows patients to gain knowledge about treatment 



PTSD SCREENING PRIMARY CARE         4  

 

options, which could lead to an increase in provided referrals. This in turn could potentially lead 

to improved overall patient health and well-being, improve overall population health, and 

alleviate the economic and healthcare utilization burden (Goldstein et al., 2017; Klassen et al., 

2013; Link & Smith, 2017; Reese et al., 2012; Spoont et al. 2015; Williams, 2017). 

The at-risk population for PTSD includes persons who are of ethnic minorities, young 

age, or urban residence, or who have inadequate social support, substance use history, or a 

history of mental illness (Klassen et al., 2013; Reese et al., 2012). Unfortunately, the risk factors 

for PTSD parallel the risk factors for the lack of mental health access or seeking out formal 

mental health services (Reese et al., 2012). The populations that are vulnerable to health 

disparities are also at higher risk to being exposed to trauma within their lifespan (Goldstein et 

al, 2017). The lack of detection does not fall completely on the shoulders of primary care, since 

those with PTSD are more likely to express somatic complaints to the primary care provider 

(PCP) rather than talk about the trauma (Greene, Neria, & Gross, 2016; Spoont, 2015). Due to 

the nature of the disorder, a patient may engage in unconscious avoidant behaviors that result in 

the patient focusing on present somatic and psychological symptoms while remaining unaware of 

the trauma’s contribution to currently experienced symptoms (Williams, 2017). This avoidant 

behavior occurs as a protective mechanism to prevent the overwhelming psychological impact of 

the experienced trauma (APA, 2013).  

Behavioral mental health integration, specifically PTSD detection and referral, was a goal 

for the director of a mobile primary care clinic serving an immigrant, underserved, and uninsured 

population in Montgomery and Prince George’s Counties in Maryland. This population is 

predominately Latino, and because this population is at greater risk of trauma, a proportion of 

them may have undetected PTSD and lack information on receiving treatment.  The purpose of 
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this DNP project was to pilot the implementation of the Primary Care PTSD Screen (PC-PTSD; 

Prins et al., 2003) in either English or Spanish and to provide a brief intervention with referral 

for treatment (PTSD SBIRT) in the patient’s preferred language. The PC-PTSD was 

administered using a PTSD SBIRT protocol on the mobile primary care clinic to improve the 

overall health and well-being of the underserved population.  

The PC-PTSD measure was used instead of the updated version of the Primary Care 

PTSD Screen for DSM-5 (PC-PTSD-5), which has been revised to include updated criteria for 

PTSD from the DSM-5 (APA, 2013; Prins et al., 2016). Both the PC-PTSD and the PC-PTSD-5 

have evidence supporting their sensitivity and specificity for PTSD detection in the primary care 

setting (Freedy et al., 2010; Prins et al., 2016; Spoont et al., 2015). However, since the PC-

PTSD-5 was a newly developed screening tool that was still gathering evidence regarding its 

utilization, the DNP project leader chose to use the PC-PTSD as it had more established 

evidence. In addition, a Spanish version of the PC-PTSD was used by Rendon (2015) in a study 

establishing cultural adaptations to a PTSD screening tool for limited-English speaking Latinos. 

The Spanish PC-PTSD was developed by Benitez, Zlotnick, Gomez, Rendon, and Swanson 

(2013), with three native Spanish speakers from different Latino regions (Cuba, Ecuador, & 

Dominican Republic) conducting the translation-back translation process (M. Rendon, personal 

communication, July 2, 2018).  

The brief intervention was developed based on the information within the Hiratsuka, et 

al. (2017) study. Patients with positive PTSD screenings were provided with a conversation with 

the nurse practitioner, community health nurse, and/or social worker consisting of education 

about how trauma affects physical health and quality of life as well as education on the 

importance of following up with a mental health provider. In addition, they received printed 
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materials in their preferred language regarding PTSD, positive coping skills to relieve symptoms, 

and a list of community resources.   

 The short-term goal of the DNP project was to incorporate the PC-PTSD into the intake 

process for new patients, with a screening rate goal of 60% to be reached by October 2018. The 

goal was to increase the screening rate to 80% by December 2018. Of those with a positive 

screen, the goal was that 90% would receive the brief intervention and referral for treatment to a 

community resource by December 2018. The potential long-term goal was to expand the PTSD 

screening to both new and pre-existing patients annually, with a screening rate of at least 90% by 

May 2019. In addition, 90% of those with a positive screen will receive a brief intervention and 

referral to treatment to an affordable and/or community resource by May 2019.  An additional 

goal was that 90% of those who have received the SBIRT will have a next visit follow up to 

assess the patient’s actions post-intervention by May 2019. Lastly, there was a potential long-

term goal to incorporate the PC-PTSD and an intervention checklist into the electronic health 

record currently being developed for the mobile primary care clinic by May 2019. 

Theoretical Framework 

The framework that guided this pilot project is the Model for Improvement (Associates in 

Process Improvement, 2016). The model is separated into two parts: three fundamental questions 

and the Plan-Do-Study-Act (PDSA) cycle. The fundamental questions are “what are we trying to 

accomplish?”, “how will we know that a change is an improvement?”, and “what change can we 

make that will result in improvement?”   These questions focus on setting time-specific and 

measureable aims or goals, establishing quantitative measures, and selecting a change that would 

lead to improvement. The selected change would then be tested via the PDSA cycle, which is 

made up of four steps. The first step, plan, starts by stating the objective of the test, the 



PTSD SCREENING PRIMARY CARE         7  

 

predictions of the test, and development of the plan regarding resources needed to test the 

selected change. The second step, do, is where the test is carried out and where the analysis of 

the data begins. In addition, the second step involves documenting problems and unexpected 

observations while rolling out the selected change.  The third step, study, involves evaluating and 

analyzing the data and results. During this step, the team would compare data to the predictions 

as well as summarize and reflect on the information gathered. The fourth step, act, is where 

refinement of the selected change is made. Modifications are made and the team prepares to 

move into the next cycle of PDSA. With this model, improvement is obtained via an iterative 

process made through small, testable changes. (How to Improve, 2018) 

 Using the fundamental questions of the Model for Improvement, the DNP project’s 

selected change was implementing the PTSD SBIRT to new incoming patients between the 

middle of September 2018 and December 2018; early September 2018 involved a planning and 

education phase with the on-site team and director. The previously stated potential short-term 

and long-term goals were the aims of the DNP project. The quantitative measures gathered to test 

the success of the project were the number of PTSD screens conducted, the number of positive 

screens, and the number of documented brief interventions and referrals. With the information 

determined from the theoretical framework’s questions, the investigator worked with the director 

and staff of the mobile primary care clinic to develop the implementation plan, and to assess or 

develop available resources to provide to positively screened patients during the brief 

intervention. In addition, during the plan step, the investigator obtained all the necessary 

approvals needed to implement the screen at the site. By August 2018, the project moved into the 

second step of the PDSA cycle where the investigator assessed provider compliance and barriers 

to conducting the PTSD SBIRT in addition to collecting data. By December 2018, the project 
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moved into the third step of the cycle, where the investigator studied and analyzed the 

determined quantitative measures. For the fourth step, the investigator planned to disseminate the 

acquired data and to make recommendations on how to improve the PTSD SBIRT on the mobile 

primary unit. Although the DNP project ran through one PDSA cycle, the site will hopefully 

incorporate the recommendations and make necessary changes to continue with providing PTSD 

SBIRT to the underserved population. 

Literature Review 

 The need to increase the detection of PTSD within the primary care setting and provide 

an appropriate intervention and referral is the focus of this literature review. The review will 

begin broadly with the evidence supporting screening for PTSD in the primary care setting 

followed by a review of evidence regarding screening for PTSD in low-income, ethnoracial, 

urban settings similar to the population served by the mobile primary care clinic. This discussion 

will then be followed by evidence supporting the use of the PC-PTSD as a screening tool. Lastly, 

the review will conclude with evidence supporting the developed brief intervention provided to 

those with positive PTSD screenings.  

 Greene et al. (2016) conducted a systematic review of 27 studies focusing on the 

prevalence, primary care provider detection rate, and correlates of PTSD in various primary care 

settings. The prevalence rates reported ranged from 2% to 39%, with the high end corresponding 

to “high risk” populations with increased risk of trauma exposure similar to that served by the 

mobile primary care unit.  The reported detection rates of PTSD by a PCP were less than 52%. 

Correlates of PTSD involving sociodemographic variables were ambiguous; however, there were 

limitations with this review. Greene et al. (2016) included studies using different sample 



PTSD SCREENING PRIMARY CARE         9  

 

selection methods and screening instruments; therefore limiting the conclusions made about the 

overall PTSD prevalence in primary care settings.  

Ahmad et al. (2016) and Liebschutz et al. (2007) focused on PTSD and other common 

mental disorders’ prevalence with correlates to other co-morbidities and immigrant status within 

urban primary care settings. The prevalence of positive PTSD screenings reported was 23% in 

the Liebschutz (2007) study and 37.3% in the Ahmad (2016) study. Liebschultz et al. reported 

that immigrants had a significantly lower prevalence of PTSD compared to non-immigrants 

(13% vs 21%, p=.05). However, the study used two different methods to determine a PTSD 

positive screening (an interview and medical record audit) and excluded non-English speakers or 

those requiring assistance with completing the interview. The exclusion of non-English speakers 

does not accurately reflect the immigrant population. The Ahmad et al. (2016) study’s limitations 

included a smaller sample size (n=75), screening only in English and Spanish, and using Western 

developed and validated scales which may not accurately compare culture-specific symptoms 

leading to an under-detection within the immigrant population. All three studies concluded there 

being a low detection of PTSD by PCPs and a significant prevalence rate of PTSD within the 

primary care setting, especially those within an urban setting. A systematic approach of PTSD 

screenings needs to be developed to increase detection of PTSD in the primary care setting in 

order to provide the necessary interventions and referrals leading to improved well-being of the 

overall population. (Ahmad et al., 2016; Greene et al., 2016; Liebschultz et al., 2007) 

 Although this DNP project was not using the updated version, the PC-PTSD-5, there was 

evidence supporting the use of PC-PSTD in civilian primary care settings. The evidence included 

a screening diagnostic study conducted by Freedy et al. (2010) and a systematic review 

conducted by Spoont et al. (2015). Freedy et al. (2010) tested the performance of four different 
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brief PTSD screening measures within a civilian primary care setting. The scores of each screen 

were compared to the “gold standard” PTSD diagnostic scale, the Clinician-Administered PTSD 

Scale (CAPS) to determine each screen’s cutoff score with the best sensitivity and specificity. Of 

the four measures, the PC-PTSD with a cutoff score of three had the highest sensitivity and 

specificity. Limitations of the study included lack of generalizability since it was a sample of 

convenience, and participation bias since the sample lacked male and ethnic minority 

representation (Freedy et al., 2010). Spoont et al. (2015) conducted a systematic review 

analyzing 23 cohort studies evaluating 15 different screening measures for PTSD. The reviewers 

concluded that of the 15 measures, the PC-PTSD (4-item) and the PSTD Checklist (17-item) 

showed reasonable performance characteristic for use within primary care clinics or community 

settings with high-risk populations; however, the PC-PTSD had fewer items, taking less time to 

administer. The reviewers noted that some studies had nonrandom sampling or verification 

biases, which may have inflated the performance of the screening measures evaluated (Spoont et 

al., 2015).  

To meet the new PTSD criteria of the fifth and latest edition of the DSM (APA, 2013), 

Prins et al. (2016) created the PC-PTSD-5 by revising the PC-PTSD with one added item 

assessing the symptom cluster of negative mood and cognitive alterations.  The researchers 

tested the preliminary diagnostic accuracy of the instrument by comparing the measure’s scores 

to the results of a diagnostic interview, the PTSD module of MINI-International 

Neuropsychiatric Interview (Prins et al., 2016). The cutoff score of three had the optimum 

sensitivity with an acceptable specificity. Limitations of the Prins et al. (2016) PC-PTSD-5 

evaluation also included a sample of convenience with participation bias limiting 

generalizability, as the sample was predominately older males. In addition, Prins et al. (2016) did 
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not use the “gold standard” tool for PTSD, CAPS, when comparing this instrument’s scores 

which may have affected the calculated sensitivity and specificity.  Similar to the PC-PTSD, the 

PC-PTSD-5 with a cutoff score of three had the best level of sensitivity and specificity when 

compared to other instruments. Since the PC-PTSD-5 was developed in the last two years, more 

evidence supporting its validity and reliability is needed to access its efficacy in comparison to 

the PC-PTSD.  The brevity of both instruments makes them easy to administer, interpret, and 

incorporate into busy primary care settings (Freedy et al., 2010; Prins et al., 2016; Spoont et al., 

2015). 

Evidence supporting the planned brief intervention comes from a qualitative study 

conducted by Hiratsuka et al. (2017). Investigators identified recommendations of patients, care 

providers, care administrators, and tribal leaders of Native American and Alaska Native (AI/AN) 

populations to develop an adult trauma SBIRT (T-SBIRT). The T-SBIRT was then piloted in 

two AI/AN primary care systems. The PC-PTSD was one of two preferred screenings as it 

referred to treatable symptoms instead of past events. The brief intervention requested was a 

simple, straightforward brochure incorporating positive coping skills along with a brief 

respectful conversation normalizing the occurrence of trauma and providing education regarding 

effects on physical and mental health. In addition, a list of community resources was requested 

due to lack of access to affordable healthcare. (Hiratsuka et al., 2017) Because a small group 

within a specific population was involved in the study, there is a lack of generalizability. 

However, there are many similarities between this population and the population served by the 

mobile care unit allowing the T-SBIRT to be a viable intervention. Both populations have a 

higher risk of experiencing trauma and have the primary care setting as their sole point of 

healthcare contact. In addition, they share a lack of mental healthcare access or resources and/or 
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stigma preventing them from seeking formal mental healthcare within or outside their cultural 

community.   

Implementation Plan 

 A quality improvement (QI) project focused on piloting the utilization of the Primary 

Care PTSD Screen (PC-PTSD) with a brief intervention and referral for treatment was 

implemented with a sample of new patient admissions via a PTSD SBIRT protocol. Inclusion 

criteria for the patient population included all newly admitted patients age 18 or older with no 

cognitive impairment and the ability to understand and speak English and/or Spanish. The 

estimated sample size (n=36) was based on the average rate of three new patient admissions per 

week over 12 weeks. The project was carried out on a mobile primary care unit serving the 

immigrant, the underserved, and the uninsured populations of Montgomery and Prince George’s 

County, Maryland. This population was predominately Latino with limited English proficiency.  

 This QI project was implemented over a period of 15 weeks. During the first week, the 

project leader worked with the clinic director to recruit and appoint champions within the clinic 

for each discipline involved in the patient intake, care, and follow-up process. The champions 

included two nurse practitioners, one community health nurse, and one social worker. The 

project leader introduced the PC-PTSD scales (Appendix B & C) and the patient education 

PTSD booklets by the National Institute of Mental Health (n.d.). Both the scales and booklets 

were available in English and Spanish. The project leader worked with both the clinic social 

worker and the community health nurse to develop a list of affordable and/or community 

resources to refer those patients with a positive PC-PTSD screen (Appendix D). During the third 

week, the project leader educated the team champions on the protocol for the PTSD SBIRT 
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(Appendix E). The project leader conducted one two-hour long education session that was 

guided by a lesson plan (Appendix F).  

 During weeks four through fifteen, the clinic staff implemented the PTSD SBIRT 

protocol for all new admissions meeting the inclusion criteria. During this period, the project 

leader conducted weekly meetings to check in with champions regarding unforeseen barriers and 

solutions for the QI project. In addition, the project leader conducted weekly chart audits to 

measure screening compliance and project progress. The project leader planned to use email 

reminders and one–on-one discussions with staff members who showed low compliance as 

determined through chart audits or champion check-in; however, low compliance was never an 

issue.  

 Data was collected via weekly chart audits for the duration of the pilot period of the 

PTSD SBIRT. The number of new patients admitted, the number of new patients screened for 

PTSD using the PC-PTSD, the number of positive screens, and the number of brief interventions 

with treatment referrals conducted as indicated on the administered screen was collected during 

the chart audits (Appendix G). The data from the chart audit tool was then coded and entered into 

Excel by the project leader. 

Data analysis was conducted via descriptive statistics with the main focus being 

frequency measures. The frequency measures calculated included the percentage of newly 

admitted patients meeting the inclusion criteria that were screened for PTSD, the percentage of 

positive PC-PTSD scores compared to total number of patients screened, and the percentage of 

patients receiving the brief intervention with referral to treatment of those with positive PC-

PTSD scores.  
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 To minimize risks to patient confidentiality, each new patient admitted was assigned a 

de-identified numeric ID. No patient health information was collected via the chart audit or 

entered into the Excel file on a password-protected computer. The completed PC-PTSD screens 

remained in the patient’s health chart. In addition, a project description was submitted to the 

University of Maryland Baltimore (UMB) Institutional Review Board (IRB) and received a Non-

Human Subjects Research (NHSR) determination and with approval to implement the QI project. 

 The plan was for the PTSD SBIRT protocol to be implemented as a standard screening 

conducted during all new patient intakes. This protocol required little to no financial resources in 

regards to cost acquisition of distributed printed materials. To ensure project sustainability, the 

clinic director was engaged early in the planning period. In addition, recruiting champions from 

the clinic to assist in resource and process development of the PTSD SBIRT protocol increased 

staff buy-in as well as the likelihood of them continuing to maintain the practice change. Another 

focus for project sustainability involved the project leader collaborating with the director and 

champions on ways to continue conducting chart audits periodically after the pilot period to 

evaluate the continued need for and feasibility of the practice change. Lastly, during the project 

sustainability meeting, plans were made for the incorporation of the PTSD SBIRT protocol and 

an electronic chart audit tool into the newly developed EHR system to facilitate the practice 

change and evaluation process.  

Results 

The project leader successfully provided education to all of the non-student staff 

members; which included both administrative staff members, both nurse practitioners, the social 

worker, the community health nurse, and the director  (n=7). To help alleviate resistance, during 

the education session, the project leader allowed the staff to troubleshoot and determine how to 
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best implement the DNP project without disrupting the flow of the clinic. It was determined by 

the staff that the PTSD screen and the PTSD SBIRT protocol would be placed inside the folder 

used to obtain consent with the new patient. In addition, a premade envelope package containing 

the PTSD booklets (in both Spanish and English) and the referral list would be placed in the 

intake folder. In the clinic, the person implementing the intake via the EHR and obtaining the 

signed consent would also conduct the screen. Depending on the results, the folder would stay 

with the intake personnel (if negative) or move with the patient to the Nurse Practitioner (if 

positive). The nurse practitioner then discussed the meaning of the screen results with the patient 

after completing their medical exam. The patient would be forwarded to the community health 

nurse who would review the PTSD booklet and discuss resources as a treatment referral in the 

patient’s preferred language. Both the booklet in the preferred language and the list of referral 

resources would be handed to the patient to take home via the premade envelope. Prior to 

implementation, a large number of intake folders with the previously stated material were made 

available. The project leader then made weekly visits to the clinic office to replenish the supply 

when conducting chart audits.  

Based on the chart audit data, frequency measures were calculated for the number of 

screens conducted, positive scores, and interventions given for the sample of newly admitted 

patients (n=46; see Table 1). The percentage of conducted screens and positive screens receiving 

the brief intervention with referral for treatment was above 97%. There was one patient who did 

not receive the brief intervention or referral for treatment during the initial visit due to a 

misunderstanding of the protocol leading to the positive screen being coded as negative. The 

project leader was able to troubleshoot with the on-site nurse practitioner and community health 

nurse in order to ensure the patient received an intervention and the referral materials by phone 



PTSD SCREENING PRIMARY CARE         16  

 

and during a later appointment. Since the BIRT was eventually completed, the percentage of 

positive screens that received the brief intervention and referral for treatment to a community 

resource was 100%, which was above the planned goal of 90%.  The screening rate remained at 

100% for 11 of the 12 weeks (see Figure 1). That rate consistently remained above the goals of a 

screening rate of 60% to be reached by end of October 2018 and 80% by December 2018. 

During week 11 of the pilot period, there was an unexpected new patient who had a walk-in sick 

visit. This patient only signed the consent to treat and was unable to go through the complete 

intake process. This was the only week that fell below the goal line for the pilot period.  

Barriers of the QI project included early staff resistance, scheduling conflicts, incomplete 

documentation, project leader’s lack of EHR access, unexpected lack of clarity with protocol, 

mobile clinic’s no show rate, and the confusion over wording of item 4 on the Spanish PC-

PTSD. Further explanation of the barriers will follow in the discussion session. 

The main facilitator with implementation and overcoming obstacles has been the support 

and cooperation from all the members involved with the mobile clinic. Their buy-in and level of 

involvement was higher than expected after collaborating during the education session. Staff 

proactively communicated with the project leader when needing clarification, to discuss barriers, 

and to keep the project leader informed of upcoming intakes and folder supply needs. Ease of 

screen use, high compliance screen rate, and a concurrent QI project implementation were other 

facilitators ensuring the success of the QI project. 

Discussion 

This quality improvement project lays the groundwork for successfully incorporating a 

screen for PTSD into the admissions workflow of a mobile primary care unit. The short term 

goals for the pilot period were met, with the mobile care unit ending with a screening rate of 
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97%, compared to the goal of 80%. Furthermore, 100% of the patients with positive screens 

received the brief intervention and referral for treatment, compared to the goal of 90%. These 

results are well above expected goals for 11 of the 12 weeks.  

An unexpected result was the percentage of positive screens collected during the pilot 

period. Of those screened, only 6.7% (n=3) had a positive score. The project leader was surprised 

to have a low positive screen rate within this high-risk population. Based on the literature 

looking at PTSD in the immigrant and high risk population, the percentage that was expected 

was between 23% and 39% (Ahmad et al., 2016; Greene et al., 2016; Liebschutz et al., 2007). 

Moreover, the positive screen percentage of the pilot period is below the prevalence rate of 8.7% 

stated by the APA (2013). There were concerns regarding an issue with the Spanish screening 

tool and the process by which the screens were completed (i.e., read to patient versus patient 

independently filling out screen). Clinic staff stated that somewhere between 5% and 20% of 

patients needed to have the screen read to them. The variation in the screen administration may 

be a contributor to the lower scores. Another issue was that the wording of item 4 in the Spanish 

version caused confusion with both staff and patients. The phrasing, “¿Ha estado ud. 

sensaciones de entumecimentio en los brazos o en las peirnas…”, roughly translates to “have 

you been feeling numbness in the arms or in the legs….” When compared to the English item 4, 

“felt numb or detached from others, activities, or your surroundings?”, the Spanish item 4 seems 

to be asking about physical numbness similar to that of neuropathy versus emotional numbness. 

The confusion around this item may have contributed to the lower percentage of positive screens 

as well.  

Another possible factor contributing to the lower positive screens is the characteristics of 

the different populations visited by the mobile care unit. Although each of the sites distributed 
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between Montgomery and Prince George’s County, Maryland share population characteristics of 

being immigrant, uninsured, and predominately Latino with limited English proficiency, each 

location may not completely meet the criteria found in literature for at-risk populations: ethnic 

minorities, inadequate informal support, low-income, urban residential, young age, substance 

use, and history of mental illnesses (Klassen, 2013; Reese, 2012).  

Strengths of the quality improvement project include using a good theoretical framework 

to develop the project and having support and cooperation from all the members involved with 

the mobile clinic which contributed to the high screening rate and 100% follow up with the brief 

intervention and referral for treatment. Using the Model for Improvement (Associates in Process 

Improvement, 2016) allowed the project leader to effectively design the implementation plan for 

the PTSD SBIRT in this specific setting. By using the three fundamental questions to determine 

what change would best facilitate the director’s push for behavioral health integration via mental 

health screening to improve quality of care for the clinic’s patient population, the project leader 

was able to select a change that would lead to improvement, define time-specific and 

measureable goals, and establish quantitative measures. By working through the PDSA cycle the 

project leader was able to successfully break down the project into phases to best determine how 

to implement, evaluate, and disseminate the effectiveness of the PTSD SBIRT protocol. The 

project leader concluded that the strength of staff support and cooperation was heavily 

influenced by addressing concerns of staff resistance and collaborating with staff on how to best 

integrate the screen during the planned education session. By sacrificing some of the lesson plan 

to discuss staff concerns and feedback, there was significantly higher buy-in contributing to staff 

compliance, high screening rate, and high rate of brief intervention and referral for treatment.   
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A limitation to generalizability is that this quality improvement project included a limited 

sample size of a population specific to a few locations in Montgomery and Prince George’s 

County, Maryland visited by a specific mobile primary care unit. The results are impacted by the 

staff working in the clinic as well as the patient population scheduled for a new admission intake 

during the 12-week period of data collection. Another limitation is the variability of multiple 

Latino cultures within the sample population. To mitigate this limitation, the project leader used 

a screening tool that was translated and back translated by persons from three different Latino 

regions. Threats to internal validity include the previously mentioned item 4 of the Spanish PC-

PTSD and the process by which the screen was performed (self-completed versus being read to). 

The variation in screen administration may have created unintended bias in patient responses. 

Lastly, a limitation of the project that can affect patient quality of care is the lack of affordable 

resources to be used as sites for referrals. Should a patient screen positive, there are limited local 

resources where the patient can follow up for a diagnostic assessment or to receive treatment for 

PTSD.  

Conclusion 

 The quality improvement project effectively implemented the PTSD SBIRT protocol as 

well as met the short-term goals discussed earlier. The project leader, clinic director, and clinic 

staff have plans in place to continue screening new intakes for PTSD and to initiate annual 

screening for current patients. The director initiated the process to integrate PC-PTSD screens 

into the EHR intake form and utilize the Health Watcher feature to create annual reminder for 

current patients. The head social worker plans to have students search for and connect with more 

affordable mental health providers to increase number of referral resources. Finally, the clinic 

director and Spanish-speaking staff decided to alter the wording of item-4 of the Spanish PC-
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PTSD to “¿Ha estado ud. aturdido emocionalmente…?” from “¿Ha estado ud. sensaciones de 

entumecimentio en los brazos o en las peirnas…?”. The new wording roughly translates to 

“Have you been emotionally stunned…?”. The project leader suggests that another project 

should look at the effect of changing item-4 on the positive screen percentage and to assess the 

effect of the PTSD SBIRT protocol EHR integration on screening rates. A possible next step 

would be to have staff follow up with the patients and track patient action (referral utilization) at 

the next appointment following a positive screen, brief intervention, and referral for treatment. 

Finally, the clinic may want to conduct a needs assessment for continued screenings and more 

affordable referral sites. 

 Based on the results and outcomes of the project, there is a potential for other primary 

care units to implement the PTSD SBIRT protocol in clinics serving the underserved and 

uninsured Latino population. It will be important to use a well vetted Spanish screening tool that 

is not too long to incorporate into a busy primary care setting. As of now, the only PTSD screen 

translated into Spanish is the 17-item Spanish PTSD Checklist-Civilian (PCL-C; Orlando & 

Marshall, 2002), which is generally equivalent to the well-established PCL-C in terms of 

differential item functioning (Miles, Marshall, & Schell, 2008). Possible further research could 

be testing the validity and reliability of the modified Spanish PC-PTSD compared with the 17-

item Spanish PCL-C screen.  
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Table 1 

Frequency measures for screening newly admitting patients (n=46) 
Category No. (%) 
Total screened  45 (97.8%) 
Of screened, total positive 
screens  3 (6.7%) 
Of positives, total received BIRT 2, 3* (66.7%, 100%*) 
*one screen was initially miscoded as negative, but patient received BIRT in subsequent visit 
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Figure 1. Per week, number of new admitted patients screened and percentage of admitted 
patients screened 
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Appendix A 
 

Evidence Review Table 
Author, 

year 
Study 

objective/intervention 
or exposures compared 

Design Sample (N) Outcomes studied (how 
measured) 

Results *Level and 
Quality 
Rating 

Ahmad et 
al., 2016 

To examine the rates of 
common mental 
disorders including 
depression, anxiety, 
PTSD, and alcohol use 
in an urban community 
health centre serving 
vulnerable immigrant 
and ethnoracial 
communities to 
understand rates of 
these mental disorders 
to those accessing 
primary care settings 

Quasi-
experimental 
without 
comparison 
group with 
convenient 
sampling 

n = 75 patients (26 
men & 49 women); 
mostly first 
generation 
immigrants with 
32.0% originating 
from Latin America, 
28% from South 
Asia, and 17.3% 
from Africa or the 
Middle East. 

Tablet-based survey known 
as Interactive Computer-
Assisted Client Survey 
provided screenings of  
Patient Health 
Questionnaire (PHQ-9) for 
depression, Generalized 
Anxiety Disorder 7-item 
scale (GAD-7), Primary 
Care PTSD Screen (PC-
PTSD), and CAGE 
questionnaire for alcohol 
dependency in English and 
Spanish  

44% of participants had major 
depression present, 26.7% present 
with GAD, 37.3% for PSTD, and 
10.7% with alcohol dependency.  
 
 
 
 
 
 
 
 
 
 
 
 

4 B 

Freedy et 
al., 2010 

To determine the test 
performance 
characteristics of four 
brief post-traumatic 
stress 
disorder (PTSD) 
screening tests in a 
civilian primary care 
setting 

Cross-sectional 
cohort study 

N = 411 participants Screening tests included: 
PTSD Symptom Checklist-
Civilian Version (17 
items), SPAN (4 items), 
Breslau’s scale (7 items) 
and Primary Care PTSD 
screen (PC-PTSD) (4 
items). A modified 
Clinician-Administered 
PTSD Scale was used for 
comparison. Receiver 
operating characteristic 
analysis based on area 
under the curve (AUC) was 
used to assess diagnostic 
efficiency 
(>0.80 desired) 

AUC values were PTSD Symptom 
Checklist (PCL) (0.897), SPAN 
(0.806), Breslau’s scale (0.886) 
and PC-PTSD (0.885). Optimal 
cut-scores yielded the following 
sensitivities and specificities: PCL 
(80.0% and 80.7%; cut-off = 43), 
SPAN (75.9% and 71.6%; cut-off 
= 3), Breslau’s scale (84.5% and 
76.4%; cut-off = 4) and PC-PTSD 
(85.1% and 82.0%; cut-off = 3). 
Conclusion: “The PC-PTSD 
screening test (four items) 
appeared 
to be the best single screening test” 
(p.615) within civilian primary 
care setting 

4 A 
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Author, 
year 

Study 
objective/intervention 

or exposures compared 

Design Sample (N) Outcomes studied (how 
measured) 

Results *Level and 
Quality 
Rating 

Greene et 
al., 2016 

To review literature on 
PTSD in the primary 
care setting, specifically 
on the prevalence, 
detections, and 
correlates of PTSD  

Systematic 
Review of cross-
sectional cohort 
studies 

27 studies with 
sample size ranging 
from n = 134 to n = 
4416, with sample 
populations 
differing  from, 
general to “high 
risk” to veterans 

Multiple measures to 
assess PTSD: CAPS, 
SCID, CIDI, PCL-C, PCL-
M, NCS, PTSD Inventory, 
and the PC-PTSD 

Prevalence rates of PTSD in 
primary care ranged from 2% to 
15%, detection rates of PTSD by 
PCP were below 52%, and 
correlates to PTSD regarding 
sociodemographic variables were 
ambiguous. Correlates of PTSD to 
other mental disorders and/or 
functionally impaired were high. 
Correlate of PTSD to alcohol 
and/or substance abuse, somatic, 
pain, and health complaint and 
healthcare utilizations were high in 
some studies, but has no 
associations in others.  

4 C 

Hiratsuka 
et al., 
2017 

To determine 
considerations and 
recommendations 
provided by patients, 
health care providers, 
health care 
administrators, and 
tribal leaders in the 
development of an adult 
trauma screening, brief 
intervention, and 
referral for treatment 
process to pilot at two 
large American Indian 
and Alaska Native 
primary care systems 
 
 
 
 

Qualitative study 
using a 
convenient 
sample  

N = 24 leaders and 
providers, 13 
patients within four 
focus groups 

Thematically analyzed “Five themes emerged: (1) attempt 
to normalize the occurrence of 
traumatic events, (2) ensure the 
simplicity of the message and 
materials, (3) provide education 
about how trauma affects both 
mental and physical health, (4) 
assess and reinforce patient 
resiliency, and (5) establish 
respectful 
patient-provider relationship” (p. 
237) 
 

6 C 



PTSD SCREENING PRIMARY CARE              28  

 

 

Author, 
year 

Study 
objective/intervention 

or exposures compared 

Design Sample (N) Outcomes studied (how 
measured) 

Results *Level and 
Quality 
Rating 

Liebschutz 
et al., 
2007 

To determine the 
prevalence of PTSD in 
urban primary care 
patients and prevalence 
of PTSD of those with 
chronic pain, 
depression, anxiety, 
heavy drinking, 
substance dependence 
(SB), irritable bowel 
syndrome (IBS), and 
immigrant status 
 
 

Quasi-
experimental 
without 
comparison 
group with 
convenient 
sampling 

English-speaking 
patients aged 18-65 
(n=509) and 
additional 
participants with 
IBS or SD (n=98) 

PTSD and trauma 
measured with Composite 
International Diagnostic 
Interview; chart audits over 
past year for depression or 
PTSD ICD-9 codes.  

23% of screened participants had 
PTSD. When adjusted for age, 
gender, race, marital status and 
socioeconomic status, prevalence 
of PTSD was significantly higher 
in those with the conditions of 
chronic pain, major depression, 
anxiety disorder, and IBS. 
Prevalence PTSD was significantly 
lower in immigrants; however, 
result may be affected by exclusion 
criteria.  

4 B 

Prins et 
al., 2016 
 

To revise the 
Primary Care PTSD 
screen (PC-PTSD) to 
meet new DSM-5 
criteria and to examine 
the diagnostic accuracy 
by comparing 
diagnostic results to the  
MINI-International 
Neuropsychiatric 
Interview (MINI) and 
the patient acceptability 
of the revised measure 

Diagnostic test 
study using a 
convenient 
sample (quasi-
experimental 
without 
comparison 
group) 

N = 398 (41% of 
962 approached to 
participate). Age 
range 24 to 89, 
predominately male 
(96%) and non-
Hispanic White 
(57.4%) 

PC-PTSD-5 revised from 
PC-PTSD, with a revised 
stem and addition of a fifth 
item relating to trauma-
specific guilt and blame. 
MINI-International 
Neuropsychiatric Interview 
(MINI) was used to 
diagnose PTSD. An 
Acceptability 
Questionnaire, five-item 
questionnaire was used to 
assess respondents’ 
experience with the PC-
PTSD-5 

PC-PTSD-5 had significant 
diagnostic utility with the 
optimally sensitive score being 3 
and demonstrating acceptable 
specificity. There was also 
evidence that the PC-PTSD-5was 
“easy to understand and 
appropriate for primary care 
settings” (p. 1209). 

4 B 

Spoont et 
al., 2015 

To review the efficacy 
of multiple screening 
instruments for PTSD 
among the primary care 
setting and high- risk 
populations 

Systematic 
Review of cohort 
studies 

23 cohort studies 
evaluating 15 PTSD 
screening 
instruments. Of 
which, 15 studies 
were conducting in 
the primary care 
setting in USA. 

2 × 2 contingency tables 
generated for each study 
with calculated sensitivity, 
specificity, and likelihood 
ratios to determine overall 
accuracy 

Two screening instruments, the 
PC-PTSD and the PTSD 
Checklist, show reasonable 
performance characteristics for use 
in both primary care clinics and 
high- risk populations 
 

4 A 
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Rating System for Hierarchy of Evidence (Melnyk & Fineout-Overholt, 2014) 
Level of the Evidence Type of the Evidence   
 I (1) Evidence from systematic review, meta-analysis of randomized controlled trails (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 
 
 
Rating Scale for Quality of Evidence (Newhouse, 2006)  
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 
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Appendix B 

 
 

Total number of “YES” ______  
 
 
Provider Brief Intervention?    YES  NO 
 
 
Education Brief Intervention?    YES  NO    
(Reviewed What is PTSD?, 
How is PTSD treated?,  
How can I help myself?,  
& Where can I go for help?) 

 
Gave Treatment Referral?    YES  NO  
 
 
Date: _____________________ 
 
Document: Conducted PC-PTSD Screen and patient had a [positive or negative] screen with a 
score of [0-4]. [Administered brief intervention and referral for treatment OR Brief intervention 
and referral for treatment not necessary for a negative screen].     
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Appendix C 

 
 

Total number of “YES” ______  
 
Provider Brief Intervention?    YES  NO 
 
 
Conducted Brief Intervention?   YES  NO    
(Reviewed ¿Qué es el trastorno por estrés postraumático?  
¿Cómo se trata el trastorno por estrés postraumático? 
¿Qué puedo hacer para ayudarme a mí mismo?,  
& ¿Dónde puedo conseguir ayuda?) 

 
Gave Treatment Referral?    YES  NO  
 
Date: _____________________ 
 
Document: Conducted PC-PTSD-Spanish Screen and patient had a [positive or negative] screen 
with a score of [0-4]. [Administered brief intervention and referral for treatment OR Brief 
intervention and referral for treatment not necessary for a negative screen]. 
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Appendix D 
 

Mental Health Services Spanish Speakers and English Speakers 
(Servicios de Salud Mental: Hispanoparlantes e Angloparlantes) 

  
Counseling Plus, INC 
English/Spanish 
*Sliding Scale for PG Cty, Have to prove income  
8561 Fenton St # 230,  
Silver Spring, MD 20910 
301-565-9001 
 
 

Synergy Family Services 
Eng/Spanish  
1425 University BLVD, Suite 245 
Hyattsville MD 20783 
240-752-2797 
Medicaid, AND Sliding Scale Fee  
* Not taking uninsured as of 3/5/17 
 

Family Crisis Center of PG County (DV/Other Svcs) 
Spanish Available via Interpreter 
3601 Taylor ST,  
Brentwood MD 20722 
 301-779-2100 
Hotline: 301-731-1203 
* Domestic Violence Hotline: 1800-799-7233 
 
House of Ruth 24 Hr Hotline 
410-889-7884 

Contemporary Family Services INC 
 
6525 Belcrest RD Suite G-40 
Hyattsville MD, 20782 
301-779-8345 
Children (Age 6+) and Adults 
ONLY MD Medicaid & Medicare 

La Clinica Del Pueblo 
2970 Belcrest center DR. Suite 301(4th floor) 
Hyattsville MD 20782 
240-714-5247 
 
*Need to become patient at Clinica Del Pueblo to 
be referred By PCP to behavioral health services 

Community Clinic INC (CCI) 
7676 New Hampshire Ave #220  
Takoma Park MD 20912 
301-431-2972 
 
* Need to become patient at CCI to be referred By 
PCP to behavioral  health services 
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Appendix E 

PTSD SBIRT Protocol 

1. For all new admissions, the staff member helping the patient to complete admission paperwork 

will screen the patient for PTSD using the four-item PC-PTSD self-assessment tool in the 

patient’s primary language (English or Spanish only). Instruct the patient to complete the section 

above the line. 

a. If the patient is unable to read, the assessment tool will be read aloud for the patient to 

answer.  

b. Below the line, count the number of “YES”s circled and write it in the designated area. 

Also, make sure to write the date and place a patient label on the screen.   

i. If the patient’s PC-PTSD score is less than 3, document in EHR: Conducted the 

[PC-PTSD OR PC-PTSD-Spanish] Screen and patient had a negative 

screen with a score of [0-2]. Brief intervention and referral for treatment 

not necessary for a negative screen. 

ii. If the patient’s PC-PTSD score  3 or greater the screen is considered positive for 

the likelihood of PTSD: 

1. State to the patient “Based on your score, the Nurse Practitioner will talk 

to you about the PTSD screen.” 

2. Inform the Nurse Practitioner who will be seeing the patient of the 

patient’s score. 

3. Nurse Practitioner will complete Step 2. 

2. For patients with a positive score on the PC-PTSD, the Nurse Practitioner will directly or with a 

Spanish-speaking translator will: 

a. Inform the patient in English or Spanish:  

i. “Your score indicates that there is a possibility that you have PTSD and that this 

condition may have a negative impact on your mental health or physical health. 

You will obtain more information about the condition and treatment options after 

the visit.” 

ii. “Su puntaje indica que existe la posibilidad de que tenga un trastorno de estrés 

postraumático y que esta afección pueda tener un impacto negativo en su salud 

mental o su salud física. Obtendrá más información sobre la condición y las 

opciones de tratamiento después de la visita.” 



PTSD SCREENING PRIMARY CARE          34  

 

 

b. Document in EHR: Conducted the [PC-PTSD OR PC-PTSD-Spanish] Screen and 

patient had a positive screen with a score of [3 or 4]. Administered brief 

intervention and referral for treatment. 

c. Add ICD-10 code F43.9 (Reaction to severe stress, Unspecified) to problem list 

3. Have social worker or community health nurse follow up with PTSD education and a list of 
community resources or mental health providers as a referral for treatment. 

a. Educate patient on PTSD by reviewing the booklet with them focusing on the following 

sections: 

i. What is PTSD? or ¿Qué es el trastorno por estrés postraumático? 

ii. How is PTSD treated? or ¿Cómo se trata el trastorno por estrés postraumático?  

iii. How can I help myself? or ¿Qué puedo hacer para ayudarme a mí mismo? 

iv. Where can I go for help? or ¿Dónde puedo conseguir ayuda? 

b. Notify that the positive score does not mean they have PTSD and patient will have to 

follow up with a mental health provider to assess for a formal diagnosis 

c. Review referral options with patients.   
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Appendix F 

Lesson Plan for Education Session 

Learning Objectives Content Outline Method of Instruction Time Spent Method of Evaluation 

Understand the effects 
of PTSD on a patient 
and why PTSD 
screening, brief 
intervention, and 
referral to treatment 
(PTSD SBIRT) are 
important in primary 
care 

- What is PTSD SBIRT? 
- The effects of PTSD on a 
patient and the primary care 
practice 
- Evidence supporting PTSD 
screening in primary care in 
high-risk populations  

PowerPoint presentation 15 minutes Participants will list 
three reasons to why it 
is important to provide 
PTSD screening, brief 
intervention, and 
referral to treatment in 
primary care 

Understand how to 
follow the PTSD 
SBIRT protocol 

- Review of the steps of the 
PTSD SBIRT protocol 
- Identification of roles of 
different staff members from 
start to finish of protocol 
-Learn how to handoff to 
next staff member 

Review handout and 
have open discussion to 
allow for answering 
questions 

10 minutes Participants will 
identify their specific 
roles in conducting the 
PTSD SBIRT 

Understand how to 
administer and score 
the PC-PTSD tool 

- Review PC-PTSD 
instrument questions and how 
to administer  
- Explain scoring method and 
what is a positive or negative 
score  

Review handouts,  hands-
on practice by 
administering on partners 

15 minutes Participants will 
complete and score two  
group practice example  

Learn how to 
administer a brief 
intervention and 
referral 

- Review goals and strategies 
for providing a brief 
intervention 
- Review referral list 

PowerPoint presentation 
and group discussion 

20 minutes Participant 
demonstration with 
feedback from leader 
and peers 
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Appendix G 

Weekly Chart Audit Tool 

Date of Admission De-Identified 
Patient ID 

PC-PTSD Performed PC-PSTD Score* 
 

(positive screen is equal or 
greater than 3) 

BIRT Conducted for 
(+) Screen* 

Yes = 1 No = 0 Yes = 1 No = 0 

            
  

            
  

            
  

            
  

            
  

            
  

            
  

            
  

      
 

      
 

      
 

      
 

*Not Applicable = -99 

 


