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Abstract Posttraumatic stress disorder (PTSD) is common
in primary care but it is frequently not detected or treated
adequately. There is insufficient evidence to recommend
universal screening for PTSD in primary care, but clinicians
should remain alert to PTSD among patients exposed to
trauma, and among those with other psychiatric disorders,
irritable bowel syndrome, multiple somatic symptoms and
chronic pain. A two-stage process of screening (involving
the PC-PTSD), and, for those with a positive screen, a
diagnostic evaluation (using the PTSD-Checklist), can de-
tect most patients with PTSD with few false positives.
Evidence-based recommendations are provided for treat-
ment in primary care or referral to mental health.
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Introduction

PTSD is common in primary care settings. The best esti-
mates of prevalence of current PTSD are 6 % to 10 % in
civilian primary care [1–3] and 11 % to 20 % in Department
of Veterans Affairs (VA) primary care settings [4, 5]. Like
persons who present with PTSD in psychiatric settings,
persons with PTSD in primary care are likely to have other
psychiatric disorders, including depression [6], substance
abuse [7] and other anxiety disorders [8]. PTSD is also

associated with long-term functional impairment even after
remission [9•].

Despite its prevalence and seriousness, PTSD is frequent-
ly not detected or treated adequately by primary care clini-
cians [3, 10, 11]. The purpose of this article is to provide an
evidence-based update on three key issues in the manage-
ment of PTSD among adults in primary care: screening,
diagnosis and treatment.

Screening

Screening Tests for PTSD

To make it easier for primary care clinicians to assess PTSD,
given the time constraints in primary care, a significant
amount of work has been devoted to development of screen-
ing tests that are brief and accurate for detection of PTSD in
primary care settings. Six screening tests have been evalu-
ated in primary care settings (Table 1).

Prior to 2010, the only screening test that had been
evaluated in more than one primary care setting was the
PC-PTSD [12–14]. Prins and colleagues reported a sensitiv-
ity of 78 % and a specificity of 87 % for the PC-PTSD
(corresponding to a calculated positive likelihood ratio
(LR+) of 6.0 and negative likelihood ratio (LR-) of 0.3 in
a VA primary care sample, using a cutoff of 3 (out of 4)
positive responses. Gore and colleagues reported a sensitiv-
ity of 70 % and specificity of 92 % (LR+8.8, LR- 0.3) in a
military health setting serving active duty military and their
family members, using the same cutoff. Oiumette and col-
leagues reported very different figures for sensitivity (45 %)
and specificity (96 %) for the PC-PTSD in a VA sample
[13]; however, the validity of their findings is questionable
because the criterion standard was clinician identification of
PTSD during routine care, a method that has been shown to
result in detection of less than half the cases of PTSD in VA
primary care settings [5].
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It is unclear whether Prins’ and Ouimette’s findings apply
to civilian primary care populations, where the prevalence,
duration and spectrum of severity of PTSD may be different.
Although it can be shown analytically that positive predic-
tive value and negative predictive value are influenced by
prevalence while sensitivity, specificity and likelihood ratios
are not, there is growing literature demonstrating that, in the
real world, the sensitivity, specificity and likelihood ratios
for a test can vary dramatically across populations with
different disease prevalences [15].

To assess the accuracy of the PC-PTSD (and other
screening tests described below) in civilian primary care,
Freedy and colleagues recruited a sample of 411 patients
drawn from an academic Family Practice in Charleston,
South Carolina [16•]. They reported a sensitivity of 85 %,
specificity of 82 %, LR+ of 4.7 and LR- of 0.2 for the PC-
PTSD. However, the diagnosis of PTSD was based on in-
terviews by non-clinicians who had received only two one-
hour training sessions, and who administered a diagnostic
interview (the Clinician-Administered PTSD Scale, CAPS)
that was designed for clinicians. The reported prevalence of
PTSD (32 %) was much higher than other estimates of
PTSD in primary care, suggesting that a substantial number
of patients included in the PTSD group may have been false
positives. This could have led to falsely high estimates of
sensitivity, specificity, and the positive likelihood ratio and a
falsely low estimate of the negative likelihood ratio.

Two scales, Breslau’s seven-item PTSD screen [17] and
the SPAN [18], were evaluated in VA primary care settings
[19, 20], and later, in Freedy’s civilian primary care sample.
As shown in Table 1, the positive and negative likelihood
ratios for Breslau’s scale were similar in Kimerling’s VA
sample and Freedy’s civilian primary care sample. Likewise,
the likelihood ratios for the SPAN were similar in Yeager’s
VA sample and Freedy’s civilian primary care sample. The
cautions about Freedy’s results for the PC-PTSD also apply
to Freedy’s results for Breslau’s PTSD screen and the SPAN.

Three other screening tests (Gerrity’s 4-item PTSD
Screen [21], the Abbreviated PTSD Checklist [22] and the
Single Item PTSD Screen [14]) have all been tested in only
one VA or military primary care setting; their operating
characteristics are shown in Table 1.

In summary, there is moderate evidence that the PC-
PTSD has good accuracy as a screening test in VA and
military primary care settings, using a cutoff of three posi-
tive responses, based on similar findings across two studies.
Further research is needed to confirm its accuracy in civilian
primary care settings. There is insufficient evidence, based
on the research to date, to recommend any of the other
screening tests shown in Table 1; none of them have higher
positive likelihood ratios or lower negative likelihood ratios
than the PC-PTSD and each of them has been evaluated in
only one study, not counting the Freedy study.

Screening Tests for Multiple Psychiatric Disorders
Including PTSD

Because multiple psychiatric disorders other than PTSD are
common in primary care, several authors have developed
instruments to screen for multiple psychiatric disorders in
primary care, including PTSD. The advantages of multi-
disorder screeners are that patients frequently have more
than one disorder and the use of a multi-disorder screener
is more efficient and practical than multiple single-disorder
instruments.

Houston and colleagues developed the Provisional
Diagnostic Instrument-4 Anxiety (PDI-4A) to screen for
multiple psychiatric disorders, including PTSD [23•]. The
PDI-4A has 22 items, and includes only one item
(disturbing memories or dreams related to previous trauma)
for PTSD. The PDI-4Awas reported to have a sensitivity of
71 % and specificity of 72 %. These results are weaker than
most of the dedicated PTSD screening instruments, not
surprisingly because it has only one item for PTSD. Only
38.2 % of persons who were screened were assessed with a
diagnostic interview, raising concerns that the estimated in-
dicators of accuracy are biased. Accordingly, the PDI-4A
cannot be recommended at this time.

Gaynes and colleagues developed the My Mood Monitor
(M-3), a 27-item instrument, including four items for PTSD,
to screen for major depressive disorder, generalized anxiety
disorder, panic disorder, social anxiety disorder, obsessive
compulsive disorder, bipolar spectrum disorder and PTSD
[24••]. In a study of 723 patients recruited from a single
academic family practice (89 % of whom completed the
diagnostic interview with the MINI by evaluators blinded
to the results of the M-3), the reported operating character-
istics were: sensitivity 88 %; specificity 76 %; LR+3.7; LR-
0.2. The estimated accuracy of the M-3 is comparable in
magnitude to dedicated PTSD screening instruments and is
estimated with a high degree of precision. The M-3 is a
promising new instrument for screening multiple disorders,
including PTSD, in primary care; however, because the
findings are based on one study conducted in a single
primary care site, the findings should be confirmed in mul-
tiple primary care settings before the instrument can be
recommended for widespread use in clinical settings.

Should Universal Screening for PTSD be Implemented
in Primary Care?

There are standard criteria for assessing whether screening
should be implemented in clinical care [25, 26•].
Development of an accurate screening test that is acceptable
to patients and clinicians is a necessary but not sufficient
condition for implementing screening. Perhaps the most
important criterion is that early detection, through
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screening, must lead to improved outcomes, compared to
detection through routine clinical care [27].

It is sometimes asserted that the existence of effective
treatments for PTSD means that early detection of PTSD
through screening would lead to improved outcomes.
However, persons with PTSD that is detected in primary
care through screening may have less severe disorder than
persons whose PTSD is detected through routine clinical
care and may respond differently to treatments.

Determining whether early detection through screening
leads to improved outcomes requires a randomized trial
comparing outcomes among persons screened for PTSD to
outcomes among persons who are not screened. The issue is
not whether treatment improves outcome among persons
who screen positive and are then diagnosed with PTSD.
Rather, the key is whether outcomes are improved in an
entire group of persons systematically screened for PTSD
(including those with negative screening results [true nega-
tives and false negatives] and those with positive screening
result [true positives and false positives]) compared to a
group a people who are not systematically screened (some
of whom may be treated for PTSD in routine clinical care).
No such study has been done.

In summary, despite the development of screening tests
for PTSD in primary care, there is insufficient evidence to
recommend universal screening for PTSD in civilian or
military primary care at this time.

Screening for Psychological Trauma

Despite the devastating impact that violence can play in the
lives of patients in primary care, there is no evidence that
screening for trauma, such as domestic violence, reduces
recurrent violence or improves health outcomes [28].

Targeted Assessment for PTSD

If universal screening is not recommended and more than
half of patients with PTSD in primary care settings are not
identified by their primary care clinicians, what should be
done to improve overall care of PTSD in primary care?

The UK National Institute for Health and Clinical
Excellence does not recommend screening for depression
but they do suggest a middle path. They recommend that
clinicians “Be alert to possible depression (particularly in
people with a past history of depression or a chronic phys-
ical health problem with associated functional impairment)
and consider asking people who may have depression”
questions to screen for depression [29]. Similarly, in the
absence of evidence to recommend universal screening for
PTSD in all primary care patients, it is prudent to recom-
mend that a primary care clinician consider initiating eval-
uation for PTSD among persons who are at higher risk of

PTSD if the clinician is capable of treating persons with
PTSD appropriately or referring for specialist management.
Persons at higher risk of PTSD in primary care include
persons recently exposed to psychological trauma, including
acute medical conditions that developed unexpectedly and
are associated with high risk of death, such as myocardial
infarction and persons with: 1) other psychiatric disorders,
particularly depression, other anxiety disorders and sub-
stance abuse [21, 30]; 2) irritable bowel syndrome [31]; 3)
chronic pain [32]; 4) multiple somatic symptoms [33, 34].

Diagnosis of PTSD in Primary Care

A diagnostic interview is considered the gold standard for
diagnosis of psychiatric disorders but is not feasible during
an office visit in primary care. Based on the belief that
primary care clinicians may not be able to diagnose or
optimally treat PTSD, some have recommended that prima-
ry care clinicians administer a screening test if PTSD is
suspected and then refer patients who screen positive to
mental health for further evaluation [35•].

Others have recommended that primary care clinicians
use a two-stage screening and diagnosis process, in which
clinicians first administer a screening test and then admin-
ister a self-report diagnostic instrument to patients who
screen positive. For example, the Re-Engineering Systems
of Primary Care Treatment in the Military (RESPECT-MIL)
program, designed to improve detection and treatment of
PTSD in the military, recommends that primary care clini-
cians screen patients with the PC-PTSD and then administer
the PTSD-Checklist (PCL) to patients who have positive
screening tests [36].

Although there are many self-report instruments for
assessing PTSD, the PCL is the most widely used self-
report instrument used in research and clinical settings for
assessment of PTSD [37]. There are three versions of the
PCL, the PCL-C (Civilian version, referring to “stressful
experiences”), the PCL-M (Military version, referring to
“stressful military experiences”), and the PCL-S (Specific
version, referring to a specific identified “stressful experi-
ence”). Because it is framed most generally, the PCL-C has
been the most widely used form of the PCL, even in military
or VA settings. The use of “PCL” here refers to the PCL-C
unless specified otherwise.

Its accuracy in primary care has been assessed in four
studies, all of which were conducted in VA primary care
settings [12, 19, 38, 39]. Although each of the studies
recommended a different cutoff point, McDonald and col-
leagues calculated the accuracy of the PCL from data in
those studies using a common cutoff of 50 to define a
positive test [40•]. The range for positive likelihood ratios
was 6.5 to 10.6 and the range for negative likelihood ratios
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was 0.46 to 0.65, indicating that the PCL, using the cutoff of
50, is much better at ruling in than ruling out PTSD.

Although the RESPECT-MIL program recommends
using a cutoff of 30 for diagnosis of PTSD (with a score
of 30–49 defining mild PTSD) in the military, the cutoff
score of 50 is perhaps more reasonable when used as part of
a two-stage process. Assuming a prevalence of current
PTSD of 15 % in VA primary care settings, the probability
of PTSD, given a positive PC-PTSD screen is 51 %.
Assuming an LR+ of 8.5 and an LR- of 0.55 (mid-points
for the range of LR+and LR- for the four studies conducted
in VA primary care), the probability of PTSD for someone
in VA primary care who has a positive PC-PTSD screen and
a positive (i.e., 50 or greater) PCL, is 90 % and the proba-
bility of PTSD for someone who has a positive PC-PTSD
and a negative PCL, is 36 %. While the percentage of
persons with PTSD who would be missed using this ap-
proach (36 %) is relatively high, the percentage of persons
who would be treated for PTSD unnecessarily (10 %) is low.
One option to mitigate the possibility of missing PTSD
would be to refer patients who are believed to be at high
risk of PTSD and screen positive on the PC-PTSD but
negative on the PCL to mental health clinicians for a diag-
nostic interview.

There are no data available from studies with low risk of
bias on the accuracy of the PCL in civilian primary care.

Treatment of PTSD in Primary Care

Randomized trials and meta-analyses of those trials have
identified medications and psychological treatments that
reduce symptoms and increase remission among persons
diagnosed with PTSD [41, 42]. However, because none of
the trials recruited patients from primary care settings, it is
unclear whether the findings are applicable to patients in
primary care. It is possible that the severity, presenting
symptoms, preference for treatment, and therefore, response
to treatment might be different in patients with PTSD who
present in primary care than in those who present in mental
health settings.

Gaynes and colleagues addressed this issue for patients
with major depressive disorder in the STAR*D trial [43]. In
a randomized trial with a large sample drawn from 14 US
regional centers including 18 primary care (N=1091) and 23
specialty mental health sites (N=1,785), depressed patients
in primary care had the same response rate and remission
rate as depressed patients from specialty mental health set-
tings. They concluded, “identical remission and response
rates can be achieved in primary and specialty settings when
identical care is provided.” Those findings are likely to be
applicable to PTSD in primary care versus specialty mental
health settings.

The key issue, though, is guaranteeing “identical care” in
the real world, outside of a randomized trial, given that
PTSD is frequently not detected or treated optimally in
primary care. For that reason, some have recommended that
primary care clinicians refer all patients who have positive
screening tests to specialty mental health providers for fur-
ther evaluation and treatment [35•]. However, many patients
seek care for mental health problems in primary care be-
cause of the stigma of mental health problems and/or diffi-
culty accessing mental health services due to financial,
geographical or logistical barriers [44, 45]. Referring all
patients with possible PTSD to mental health care may
decrease the chance that they will receive adequate care, if
they prefer treatment in primary care or cannot access spe-
cialty mental health care.

Collaborative Care for PTSD

Collaborative care is an intervention that uses case managers
to coordinate care by primary care clinicians and mental
health specialists. Based on strong evidence that collabora-
tive care is more effective than usual care in the manage-
ment of depression in primary care [46], collaborative care
interventions for management of PTSD in primary care have
been developed and evaluated in several studies.

Schnurr and colleagues randomized 195 persons with
PTSD recruited from primary care clinics at four VA health
care facilities to usual care or the Three Component Model
(3CM), a collaborative care intervention, plus usual care
[47••]. Participants randomized to the collaborative care
intervention were more likely to have filled an antidepres-
sant prescription but there were no differences in PTSD
symptoms or depression symptoms between the two groups
at 6 months. The authors suggested that the lack of benefit
may have been due to low levels of primary care physician
involvement in the intervention or the chronicity of PTSD in
VA patients. There was low fidelity to the intervention, but
fidelity was not associated with outcome.

Roy-Byrne and colleagues compared the effectiveness of
an intervention (Coordinated Anxiety Learning and
Management, CALM) to usual care for the treatment of
any one of the four most common anxiety disorders (panic
disorder (PD), generalized anxiety disorder (GAD), social
anxiety disorder (SAD) and PTSD) among 1004 patients
recruited from 17 civilian primary care settings in three
states [48••]. CALM included choice of medication or cog-
nitive behavior therapy (CBT), a computer program to fa-
cilitate delivery of CBT in primary care by non-clinicians
care managers, and a collaborative care component. There
were small to moderate effect sizes, based on differences
between CALM and usual care in disorder-specific outcome
measures, favoring the intervention, for GAD, PD and SAD
at one or more of the three time points (6, 12 and 18 months).
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The effect sizes for PTSD for the three time points were
comparable in magnitude and direction to the effect sizes for
the other disorders; however, the 95 % confidence intervals
were wide (because of the small number of participants with
PTSD) and included the null value of 0. I believe that the
best interpretation of the data is that the intervention was as
effective for PTSD as it was for the other disorders, though
we have less confidence in magnitude of the effect.

Engel and colleagues [36] and Corso and colleagues [49]
reported large improvements in PTSD symptoms from baseline
to post-intervention for collaborative care interventions in mil-
itary settings, but did not include control groups. A substantial
number of articles have described efforts at increasing integra-
tion between primary care and mental health, but none were
randomized and none reported patient outcomes [50–54].
Zatzick and colleagues reported significantly higher PTSD
response and remission rates for acutely injured trauma survi-
vors randomized recruited from inpatient trauma surgery ser-
vices to a collaborative care intervention, compared to usual
care [55••]. It is unclear whether Zatzick’s findings are gener-
alizable to primary care. Possemato recently conducted a
thoughtful review of interventions, such as internet based psy-
chotherapy, that have the potential to be useful for treatment of
PTSD in primary care but not have yet been tested [56••].

In summary, one randomized trial, in VA primary care,
showed no difference in PTSD symptoms between a collabo-
rative care intervention and usual care and the other trial, in
civilian primary care, showed a moderate reduction in PTSD
symptoms in persons randomized to a multi-component inter-
vention including collaborative care, though that effect was
estimated imprecisely and is compatible with no reduction or
even a small increase in PTSD symptoms. There is, therefore,
insufficient evidence to recommend that collaborative care be
implemented to improve management of PTSD in civilian or
VA primary care settings at this time. Because collaborative
care is effective in the treatment of depression in primary care
and PTSD among injured patients from trauma surgery set-
tings, there is reason to believe that collaborative care may be
effective for PTSD in primary care if the intervention can be
tweaked to incorporate the unique issues in primary care.
Further research in this area is strongly needed.

Management of PTSD in Primary Care: Putting it All
Together

Evaluation: Patients Who Do Not Volunteer Symptoms
of PTSD

An algorithm for evaluation of PTSD in primary care is
shown in Fig. 1. The algorithm is based on evidence, if
available (e.g., routine screening for PTSD is not
recommended) and clinical judgment for those areas for

which there is insufficient evidence (e.g., referring to
Psychiatry for further evaluation those patients for whom
clinical suspicion is high but the PCL is negative).

Among patients who do not report PTSD symptoms, pri-
mary care clinicians should remain alert to the possibility of
PTSD for those with recent or remote trauma, and to those
with other psychiatric disorders, multiple somatic symptoms,
irritable bowel syndrome or chronic pain. If clinically appro-
priate, the clinician should raise concern with the patient that
his/her symptoms may be related to previous upsetting events
and discuss the option of having the patient take the brief 4-
item PC-PTSD. Clinicians should reassure patients who de-
cline that those issues can always be revisited at another time.

Patients who agree to take the PC-PTSD and endorse
three or more items on the PC-PTSD should be informed
that their results indicate that their responses may indicate a
problem, but that further evaluation is needed. At that point,
it can be useful to empathize with the patient about one or
more of the positive responses on the PC-PTSD (“I’m sorry
that you have felt numb or detached from others.”) [35•]. In
most cases, patients who endorse two or fewer items on the
PC-PTSD should be informed that their results do not indi-
cate a problem related to previous upsetting events.
However, if a patient spontaneously reports an event, such
as rape, that is highly traumatic to most people, but has a
negative PC-PTSD, it may be useful to consider a referral to
a mental health provider. Primary care clinicians should not
attempt to explore the trauma(s) that have produced symp-
toms and should reassure patients of that.

Patients who have positive PC-PTSD screens should be
administered the PCL-C (Civilian version). Based on a higher
specificity of a higher cutoff point, a score of 50 or greater
should be considered a positive PCL. Although use of the
PCL with a cutoff threshold does not require that patients
separately endorse functional impairment, a one-item func-
tional assessment, such as the one from the PHQ-9, may
reduce the possibility of treating false positives for patients
whose scores are near 50: “How difficult have these symp-
toms made it for you to do your work, take care of things at
home or get along with other people?”[57]. Patients should
also be asked about suicide and about ongoing threats. If a
patient is in danger, the most important priority is safety.

Patients who have a PCL less than 50, should be in-
formed that they probably do not have PTSD at that time.
If there is a high risk for PTSD or strong clinical suspicion
that the patient has PTSD, mental health referral for a
diagnostic interview is indicated.

Evaluation: Patients Who Volunteer Symptoms of PTSD

Patients who voluntarily report some symptoms of PTSD
should be evaluated initially with the PC-PTSD, and, if
positive, with the PCL.
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Treatment

If the patient has a positive PCL, the clinician should discuss
the diagnosis of PTSD and emphasize that there are good
treatments available. Clinicians who feel comfortable man-
aging medication treatment of patients with PTSD should
explore the patient’s preference for psychological treatment
or medication treatment. Patients who prefer psychological
treatments should be referred for one of the evidence-based
psychotherapies. Patients who prefer medication treatment
and do not otherwise meet criteria for referral to psychiatry
should be treated with one of the medications effective for
treatment of PTSD. A recent meta-analysis showed that
fluoxetine, paroxetine, sertraline, topiramate, and
venlafaxine were effective for improving PTSD symptoms
and paroxetine and venlafaxine for inducing remission
[58••].

Patients should be seen within the first week or two of
starting treatment, even though they are unlikely to have
responded to medication treatment by that time. They al-
most always have questions about the medication (e.g.,

adverse effects); giving them an opportunity to have their
questions answered may promote long-term adherence. A
clinical response, defined as a decrease of 5–10 points on
the PCL, should be evident within 6–8 weeks and the dose
of medication should be increased if there is no response by
that time [59•]. Patients should be treated for 12 months
once a response has been obtained.

Referral to psychiatry should be considered when the
diagnosis is in doubt, if the patient has psychosis or is
acutely suicidal, or if the patient does not respond to one
of the medications for which there is evidence of
effectiveness.

Conclusion

PTSD is a common and disabling mental illness in primary
care. Although there is insufficient evidence to recommend
universal screening in primary care, clinicians should re-
main alert to clinical situations that increase the risk of
PTSD. Most of the medications that are effective for the

Fig. 1 An algorithm for evaluation and initial management of PTSD in primary care. aPersons with other psychiatric disorders, irritable bowel
syndrome, chronic pain or multiple somatic symptoms. PCP, Primary care clinician
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treatment of PTSD are used frequently by primary care
clinicians to treat depression in primary care. There is in-
sufficient evidence to recommend implementation of collab-
orative care for treatment of PTSD at this time, but the
existing evidence suggests that further research should be
done.
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