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Abstract

Posttraumatic stress disorder (PTSD) is a debilitating condition that impacts anywhere from 2 to 39% of primary care patients.
Research suggests overall health, instances of hospitalizations, emergency room visits, and utilization of primary care services
are impacted by a diagnosis of PTSD. Evidenced based treatments such as cognitive process therapy and prolonged exposure
(PE) are available in specialty mental health but pose many barriers to treatment and implementation into primary care.
This case study serves as the first known case example with an ethnic minority civilian, examining the treatment of PTSD
within the Primary Care Behavioral Health Model using the brief (5 visits), PE protocol for primary care (PE-PC). PTSD
was assessed using the PCL-5. Additional variables were assessed and tracked with the following tools: PHQ-9 (depressive
symptoms), GAD-7 (anxiety symptoms), QLES-SF (quality of life), and the AAQ-2 (psychological flexibility) pre/post
treatment, 6 months post-treatment and 9 months post-treatment. The patient reported clinically significant decreases in
symptoms of PTSD, depression, and anxiety symptoms. Additionally, the patient’s scores on quality of life and psychological
flexibility improved. Brief, exposure-based treatment for PTSD can be delivered within the PCBH model. This treatment
may result in improved quality of life and has the potential to reduce health care costs. This case encourages the treatment
of PTSD within primary care, increasing access to care for patients. Future research is needed to further investigate this
protocol in primary care with underserved, civilian populations and to explore patient attitudes toward brief treatment for
PTSD in a primary care setting.
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PTSD Prevalence in Primary Care

As with the general population, assessing the prevalence of
PTSD in the primary care setting is difficult to accurately
capture. In a sample of 232 individuals across two primary
care clinics 9% of primary care patients met criteria for full
PTSD with 25% meeting for partial PTSD (Gillock, Zayfert,
Hegel, & Ferguson, 2005). These findings are in line with
Liebschutz et al. (2007) which found in an urban primary
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care clinic, patients were at a 34% risk for developing PTSD
in their lifetime with 23% of patients currently meeting
PTSD criteria. Greene, Neria, & Gross, 2016) provide sup-
port to prior research and places prevalence rates of PTSD
in primary care between 2% to 39.1% depending on clinic
patient population. In addition to this risk, these authors
found that women were more likely to screen positive for
PTSD compared to their male counterparts. This finding of
women being at an increased risk for PTSD in the primary
care setting was expanded by other studies to also include
those women identified as non-white and of older age (Mer-
edith et al., 2016; Westphal et al., 2011; Lowe et al., 2011).

This wide range of detection can be attributed to a myriad
of reasons such as shame, lack of screening, misdiagnosis, or
lack of information. When Liebschutz et al. (2007) reviewed
patient records, they found that only 11% of patients had
been accurately identified with PTSD. This lack of detec-
tion warrants a better approach to those potentially suffering
from PTSD in primary care. Greene et al. (2016) suggest
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physicians should develop a different frame of mind that
includes the physical and somatic difficulties patients expe-
rience with PTSD. Through this new framework, PCP’s
may better identify PTSD as an interrelated issue between
physical and mental health rather than one siloed as a mental
health condition. This change in mentality may assist those
seeking treatment for PTSD as Roberts, Gilman, Breslau,
Breslau, and Koenen (2011) found that of ethnic minori-
ties only 35% of African Americans, 42% of Hispanics, and
32% of Asians sought treatment for their PTSD symptoms
compared to 53% of Caucasians.

The prevalence of PTSD in the primary care setting is
also difficult to accurately measure as Liebschutz et al.
(2007) notes due in part to the many measures’ researchers
use to assess populations and the populations represented
in study clinics. A common first stage screening tool for
PTSD in primary care is the five-item Primary Care Screen
for the DSM-5 (PC-PTSD-5; Prins et al., 2015). If the first
stage screening tool is positive, a patient can then be assess
using a second stage tool. Measures of PTSD include: PTSD
Checklist for DSM-5 (PCL-5), Clinician-Administered
PTDS Scale for DSM-5 (CAPS-5), PTSD Symptom Scale
Interview (PSS-I-5), Structured Clinical Interview; PTSD
Module (SCID-5), Impact of Events Scale-Revised (IES-R),
Short PTSD Rating Interview (SPRINT; “PTSD Assessment
Instruments,” 2018). It is important to note that within the
primary care setting, the administration of a structured clini-
cal interview is not always possible due to time constraints
and staffing issues. In these situations, it is recommended
that a validated self-report measure (e.g., PCL-5) be used on
follow-up should additional assessment be required.

PTSD and the Impact on Health Status
and the Health System

The impact of mental health and its relation to physical
health is well documented and continues to develop as
research advances on this subject (Doherty & Gaughran,
2014; McEwen, 2003). The association between mental
health and physical health is well researched in the area of
cardiac medicine examining the effects of depression and
the risk of developing coronary artery disease (Serrano,
Setani, Sakamoto, Andrei, & Fraguas, 2011). Given the
above relationship, PTSD as another major mental health
condition may play a larger role in the development of other
physical health conditions such as diabetes, chronic pain,
and hypertension than previously thought. Indeed, PTSD has
been found to be a potential risk factor for the development
of coronary heart disease (CHD), cardiac related mortal-
ity, metabolic diseases, chronic pain, irritable bowel syn-
drome, rheumatoid arthritis, and other somatic complaints
(Andersen, Wade, Possemato, & Ouimette, 2010; Boscarino,
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Forsberg, & Goldberg, 2010; Edmondson, Kronish, Shaffer,
Falzon, & Burg, 2013; Kubzansky, Koenen, Spiro, Vokonas,
& Sparrow, 2007; Libby, 2006; Liebschutz et al., 2007).

The identification of PTSD as an antecedent to disease
processes with biological alterations may help to explain
patient change in medical utilization. Gillock et al. (2005)
found that individuals with PTSD used medical services at
higher rates compared to individuals not diagnosed with
PTSD. A growing body of research is beginning to demon-
strate a robust connection between PTSD and frequent emer-
gency room (ER) visits and increased utilization of health
care services (Cohen et al., 2010; Deykin et al., 2001; Fagan,
Galea, Ahern, Bonner, & Vlahov, 2003; Kartha et al., 2008;
Polusny et al., 2008; Raven et al., 2017; Vu et al., 2015).

This connection also extends to posttraumatic stress
symptoms (PTSS), otherwise known as subthreshold PTSD.
Over a three-month period, those with PTSD and PTSS uti-
lized healthcare services (including ER visits) at a greater
rate on average (3.37 vs. 2.54) compared to those who did
not (Gillock et al., 2005). Those with PTSS and probable
PTSD, on average had higher ER costs ($17 per person)
and greater total adjusted health care costs (e.g., inpatient
care, outpatient care, medications, physician fees; $838 per
person) over the last 12 months (Lamoureux-Lamarche,
Vasiliadis, Préville, & Berbiche, 2016).

What is Primary Care Behavioral Health
and Why Treat PTSD in Primary Care

Primary Care Behavioral Health (PCBH) is a team-based
approach consisting of the primary care team (i.e. pri-
mary care provider/PCP, medical assistant, nurses, etc.)
and a behavioral health consultant (BHC) collaboratively
working together to improve health for the entire clinic
population. BHCs provide additional help to patients
for improving chronic disease outcomes (e.g., diabetes,
chronic pain), making lifestyle changes (e.g., quitting
smoking, weight management, medication adherence)
and addressing mental health care (e.g., anxiety, sub-
stance use disorders (Bridges et al., 2015). The focus of
the approach is managing behavioral health problems
and biopsychosocial influences impacting patient health
conditions. This can be achieved through direct patient
intervention by the BHC or “upskilling” the primary care
team’s approach to biopsychosocial management of health
conditions overall. The BHC works as a team member with
the PCP where consultation is provided to the patient until
the patient’s functioning or symptoms begin to improve.
Upon the patient’s improvement (ending of an episode of
care), the PCP assumes complete ownership of the patients
care; however, the patient can re-engage with the BHC at
any time for the original concern or a new one. At times
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patients who need a higher level of care will be referred
to specialty mental health, but the BHC may continue to
see the patient if this transition is not possible (Reiter,
Dobmeyer, & Hunter, 2018). Core components necessary
to effectively provide PCBH services are outlined in Rob-
inson and Reiter (2016) through the “GATHER” acronym:
Generalist, Accessibility, Team-Based, High Productivity,
Educator, and Routine (Reiter et al., 2018).

Upon referral to the BHC by the PCP, patients typically
receive a “warm hand off” in which the initial visit takes
place. All BHC visits in this clinic take place in an exam
room to be consistent with the primary care culture and to
decrease stigmatization of behavioral health (i.e., rather
than taking the patient to a different part of the clinic
for the behavioral health visit). In consultation with the
patient and PCP, follow-up visits are determined based
on the patient’s need for care. After the episode of care
is complete, patients continue to receive care from their
PCP and health care providers as needed (e.g., clinical
pharmacist, registered dietician). Ongoing communication
between PCPs and BHCs regularly occurs at this clinic
through both in-person interaction (e.g., “curbside” con-
sult) and via the shared electronic medical record (EMR;
Robinson & Reiter, 2016).

Effective evidence-based psychotherapies for PTSD
are available in specialty mental health settings; however,
many patients do not receive treatment due to barriers such
as limited time, provider accessibility, long wait times,
stigma, and hesitancy to discuss trauma and emotional
concerns (Davis, Ressler, Schwartz, Stephens, & Brad-
ley, 2008; Ede et al., 2015; Vogt, 2011). Furthermore, not
all specialty mental health providers in the community
have the experience or the training to provided evidence-
based psychotherapy for PTSD (Finley et al., 2018; Rosen
et al., 2017). Individuals that seek treatment in the com-
munity often do so after significant delays (Sayer et al.,
2009; Trusz, Wagner, Russo, Love, & Zatzick, 2011),
which can result in a prolonged period of reduced quality
of life. As a result of specialties not located within pri-
mary care, PCP’s are often left hoping that their referral
lead to treatment and frequently receive limited feedback
or communication from any specialty service, including
behavioral health (Zuchowski et al., 2015). Therefore,
if PCP’s perceive there are no mental health resources,
they are more inclined to treat PTSD symptoms in the
primary care setting (Meredith et al., 2009). Considering
these barriers to care and PCP’s likelihood to treat PTSD,
it is important that PCP’s and BHC’s work together to
address PTSD in the primary care setting. On site treat-
ment increases the likelihood that patients will engage in
treatment, enabling primary care to have a greater impact
on patients who would not accept a referral to specialty

mental health services (Engel, 2005; Ogbeide, Landoll,
Nielsen, & Kanzler, 2018).

Assessment and Treatment of PTSD
in Primary Care: The Prolonged Exposure
Protocol for Primary Care (PE-PC)

Assessment

Traditionally, PTSD is assessed using a formal clinical
interview and psychological assessment (e.g., Clinician-
Administered PTSD Scale for DSM-5; PTSD Symptom
Scale Interview for the DSM-5). Although this is the gold
standard, time constraints in the primary care setting do not
allow for this type of assessment process. Instead, in primary
care, the use of a focused clinical interview as well as brief
behavioral assessment, (e.g., PTSD Checklist for DSM-5;
PCL-5; Blevins, Weathers, Davis, Witte, & Domino, 2015),
is used to assess for symptoms of PTSD in adults (score
range: 0 to 80). Because of the comorbidity with other psy-
chiatric disorders, it is recommended that clinicians also
screen for depression (e.g., PHQ-9; Kroenke, Spitzer, &
Williams, 2001; score range: 0 to 27), anxiety (e.g., GAD-
7; Spitzer, Kroenke, Williams, & Lowe, 2006; score range:
0 to 21), and substance misuse (e.g., AUDIT, Johnson, Lee,
Vinson, & Seale, 2013, score range: 0 to 40; DAST, Yudko,
Lozhkina, & Fouts, 2007, score range: 0 to 10) to aid in
shared decision-making regarding treatment options. Using
brief screening measures not only help with diagnostic clari-
fication but can also be repeated to track psychiatric symp-
toms over time. Lastly, the clinician should consider the
use of a brief measure that targets quality of life in order to
assess impairment in functioning to help refine the diagnos-
tic process and refine treatment goals (Haagsma et al., 2012).

Treatment

The recommended first line and evidenced-based psycho-
logical treatments for PTSD are Prolonged Exposure and
Cognitive Processing Therapy (APA Guidelines, 2017).
Prolonged Exposure (PE) was developed by Foa and col-
leagues (1999) and is defined as, “...repeated exposure to
avoided situations and memories associated with a trauma”
(Cigrang et al., 2017). Cognitive Processing Therapy (CPT)
was developed by Resick and Schnike (1992) and focuses on
the negative cognitions (e.g., thoughts of guilt and shame)
impacting symptoms presentation and functioning associ-
ated with the trauma. In 2011, a Prolonged Exposure pro-
tocol for the primary care setting (PE-PC) was developed
by Jeff Cigrang, PhD and Sheila Rauch, PhD. The PE-PC
protocol has been utilized in active duty military popula-
tions as well as with veterans and treatment outcomes show
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promise in primary care. Specifically, research has demon-
strated that almost half of patients who completed PE-PC
no longer met criteria for PTSD an additionally, patients
who received PE-PC treatment continued to show functional
improvement 6 months after treatment had ended (Cigrang
et al., 2011, 2017). Treatment exclusion criteria included:
moderate to severe suicide risk, current alcohol depend-
ence, psychotic disorder, significant dissociative disorder,
and severe cognitive impairment (Cigrang et al., 2011). The
content of the PE-PC protocol was consistent with emotional
processing theory, drawn from the PE model (Cahill & Foa,
2007) and designed to fit within the context of four 30-min
primary care visits within the PCBH model. The primary
care protocol consists of imaginal exposure and in vivo
exposure—similar to traditional PE. However, within the
30-min visit, imaginal exposure is written by the patient
and then read aloud by the patient followed by emotional
processing of the trauma memory. In vivo exposure is simi-
lar to traditional PE: creating an exposure hierarchy based
on subjective units of distress (SUDs) ratings and setting
behavioral goals to decrease avoidance by engagement in
activities on exposure hierarchy. At the initial visit (visit 0
of the PE-PC protocol), behavioral health screening tools
(e.g., PHQ-9, GAD-7, PCL-5) as well as a quality of life tool
would be administered.

The BHC would conduct a contextual interview (Rob-
inson & Reiter, 2016) or a functional assessment (Hunter,
Goodie, Oordt, & Dobmeyer, 2017) of the presenting
problem (i.e., PTSD). The patient would then be presented
with psycho-education on PTSD and the various treat-
ment options: PE-PC, referral to specialty mental health
for trauma-focused treatment such as CPT or PE, brief
symptoms management in primary care (e.g., focusing on
symptoms of negative affectivity, symptoms of avoidance,
or symptoms of hypervigilance, or self-help materials for
PTSD). Once the patient selects a treatment option, fol-
low-up would be provided depending on what is selected.
Assuming the PE-PC protocol was selected, each visit in
the protocol is typically scheduled every 2 weeks. At the
end of the treatment episode, the patient and BHC can
discuss next steps through shared decision making (e.g.,
ending the treatment episode, adding an additional PE-PC
visit, referring to specialty mental health; Rotar, Van Den
Berg, Schifer, Kringos, & Klazinga, 2018).

Case Specific Considerations

The patient in this case is of ethnic minority decent as
well as of low socioeconomic status (SES), it is impor-
tant that the BHC attend to diversity-related variables that
impact treatment. In this case, the focus was the use of
“cultural humility” when interacting with the patient. Cul-
tural humility is defined as being aware of how a patient’s
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culture can impact health behaviors and using this aware-
ness when providing clinical services to patients (Miller,
2009). This approach was initially developed to address
power inequities between patients and health care provid-
ers by encouraging an ongoing process of learning and
self-reflection (Rajaram & Bockrath, 2014). This lens was
used throughout the treatment process for the patient, giv-
ing options which is also consistent with a general patient-
centered approach to care.

Identifying which PTSD treatment would be the most
beneficial for patient is an important issue to consider.
Simiola, Ellis, Thompson, Schnurr, and Cook (2019)
examined variables that behavioral health providers con-
sider when selecting an evidence-based PTSD interven-
tion with a patient. Variables that were recommended to
consider were: the type and nature of the traumatic event,
the patient’s primary symptoms, the patient’s cognitive or
personality type, the patient’s prior experience with PE or
CPT, the patient’s treatment preference, the patient’s prob-
lem, and the patient’s overall goal for treatment. These
considerations were taken into account when engaging the
patient described in the current course of treatment.

Assessment and Treatment for Presented Case

Mrs. Paz was assessed and treated in a family medicine
clinic, specifically within the PCBH consultation model.
This primary care clinic also serves as a continuity clinic
for a family medicine residency. The culture of the clinic
in which Mrs. Paz was treated is largely integrated (i.e.,
level 5-6 integration). The BHC that performed the PE-PC
protocol is a board-certified clinical health psychologist
and was formally trained by the PE-PC protocol develop-
ers (Rauch & Cigrang Training Institute, LLC).

Mrs. Paz was referred to the BHC through a warm hand
off by her PCP at a new patient visit to establish care. The
PCP recognized possible symptoms of PTSD during the
PCP visit which triggered the warm hand off. At the initial
visit (visit 0), Mrs. Paz engaged with the BHC through the
contextual interview (Bauman, Beachy, & Ogbeide, 2018;
Robinson & Reiter, 2016) as well as patient education
about factors that contribute to the development and main-
tenance of PTSD symptoms, with an emphasis on the role
of avoidance. The following variables that impacted the
BHC'’s choice of engaging the patient in PE-PC included:

e although patient had multiple traumas, the patient iden-
tified a specific memory that was particularly bother-
some in which her nightmares were focused on;

e the patient’s primary symptoms centered on avoidance;

e after providing psychoeducation about all the treatment
options, the patient preferred PE-PC; and
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e the patient’s goal for treatment was to interact more
often with her children and attend social events with
them outside of the home—something that she had
avoided for many years.

The patient completed the PCL-5, PHQ-9, GAD-7,
AAQ-2 (Acceptance and Action Questionnaire-2; meas-
ures psychological flexibility; Bond et al., 2011), and the
Quality of Life and Enjoyment Scale-Short Form (QLES-
SF; Stevanovic, 2011) at the beginning of treatment and
the end of treatment (visit 0 and visit 4; in the exam room
at the start of the visit, privately and independently).
The patient’s details from the contextual interview are
described in Table 1.

Although the patient presents with other behaviors that
could warrant intervention (e.g., stress eating, improv-
ing social network/decreasing social isolation), this BHC
was working under the assumption these other behaviors
were symptoms of PTSD therefore by treating PTSD, the
other behaviors may resolve or the patient may be open to
addressing the other behaviors once the PTSD symptoms
are addressed.

At the second treatment visit (visit 1), BHC provided
Mrs. Paz with the patient workbooks and reviewed the
concepts of imaginal and in vivo exposure with the patient.
She was provided a “Confronting Uncomfortable Memo-
ries” activity workbook to be completed at home and
brought back for use in subsequent visits (Cigrang et al.,

Table 1 Patient details

2011). The workbook asks the patient to write a first-per-
son, detailed narrative of the traumatic event associated
with the greatest level of current distress and preoccupa-
tion, including recollection of personal thoughts, feelings,
and physical reactions (imaginal exposure). There are also
emotional processing questions, such as, “How has this
event changed what you think about yourself?” and, “How
has this event changed how you think about others?”” The
patient is asked to record their level of distress before and
after the writing exercise using a 0-100 SUDs with 0 =no
distress and 100 =highest possible distress.

Mrs. Paz was then instructed to write and then read the
trauma narrative and her answers to the emotional pro-
cessing questions for at least 30 min three times per week.
Although Mrs. Paz experienced years of trauma, she was
able to select a particularly distressing event to use for
the imaginal exposure exercise. The BHC also introduced
in vivo exposure to the patient. The patient is asked to
record their level of distress before and after the in vivo
exposure using a 0-100 SUDs with 0 =no distress and
100 =highest possible distress. The patient will also track
how often the in vivo exposure took place each week and
how many minutes they were able to complete the exer-
cise. Through SMART goal setting, the BHC engaged the
patient in selecting the days of the week and time of day
for the imaginal exposure exercise as well as the in vivo
exposure exercise.

Contextual interview section Patient detail

Patient and relationship status

36-year-old Hispanic female (English is primary language)

Married (18 years): states it is “okay” but “rocky”

Children

5 children (15, 14, 13, 11, 10); also care for a 30-year-old developmentally delayed sibling

Social and family support
Work and education

Spirituality
Hobbies

Substance use
Eating habits
Exercise

Sleep

Past medical history

Time, trigger, trajectory of present-
ing problem

No social support and limited family support

Not working; mainly caregiver for children (wanting to get into nursing school)

Completed high school

“Spiritual” (does not follow specific faith/attend services)

No hobbies

Alcohol use (2-3 mixed drinks on weekends); no other substance use

Eats twice daily (midday and dinner); reports unhealthy food choices and describes self as a “stress eater”

Sedentary lifestyle

Reports sleep as “poor” (nightmares of past trauma/insomnia)

Obesity, pre-diabetes

PTSD symptoms (as well as depressive symptoms) started in adolescence (sexually abused by an imme-
diate family member as a child for multiple years; multiple incidents; patient did not share abuse with
anyone until she was married; husband’s response was supportive and encouraged patient to get profes-
sional help for many years before patient presented to PCP visit)

Symptoms worsened 1 year ago when she found out that two of her daughters were sexually abused

What makes symptoms worse: school (would like to get into nursing school), overwhelmed with chil-
dren’s needs; marital stressors (infidelity in past)

What makes symptoms better: “distraction”

Patient reports symptoms significantly impacting quality of life and functioning
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Visits 2 through 4 began with the BHC asking about the
past 2 week’s experience of writing and reading the mem-
ory as well as the in vivo exposure. The BHC reviewed the
pattern of SUDS ratings and discussed habituation with
Mrs. Paz, praised her for having done whatever she could
do, and problem-solved any issues that may have arisen.
Mrs. Paz was then asked to write and read the narrative
and her answers to the emotional processing questions
out loud to the BHC. The remainder of each 30-min visit
was devoted to trauma-associated emotional processing
that includes review of exposures and her thoughts and
emotions related to those exposures and how that impacts
beliefs about herself and world at the time of the trauma
and now. At the conclusion of visit two and three, the BHC
prescribed continued weekly writing and reading of the
memory at least three times per week (write a new ver-
sion at the start of each week). Mrs. Paz also continued
the in vivo exposure exercise weekly. At the conclusion of
the last visit, the BHC engaged Mrs. Paz in conversation
about her perception of treatment gains using the outcome
scores and discussed whether a referral to the specialty
mental health clinic was indicated. Mrs. Paz indicated
that she did not need a referral to specialty mental health
care, indicating that she had experienced functional and
symptom improvement. During the treatment period, Mrs.
Paz presented for each visit on time, every 2 weeks (10-
week treatment period in total) and was adherent to the
treatment protocol. She was able to complete imaginal
and in vivo exposure exercises outside of the visit based
on bi-weekly SMART goals that were set (e.g., imaginal
exposure exercise was done three times a week for 30 min;
in vivo exposure goals set each week such as going to a
crowded grocery store or a busy park were completed as
well). This may have been attributed to the BHC’s use of
SMART goal setting during each visit as well as the use of
Motivational Interviewing principles. No modifications to
the treatment protocol were made by the BHC.

Fig. 1 Patient outcomes
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The primary outcome assessment selected for Mrs. Paz was
the PCL-5 (PTSD symptoms; Weathers et al., 2013). Mrs.
Paz was also administered the PHQ-9, GAD-7, QLES-SF
(quality of life), and the AAQ-2 pre/post treatment, 6 months
post-treatment and nine- months post-treatment.

Outcomes

Mrs. Paz reported a clinically significant decrease in PTSD,
depression, and anxiety symptoms. Overall, the PCL-5 score
decreased from a 66 (significant impairment; 31 or above
indicative of probable PTSD) to a 14 (minimal impairment)
at the end of treatment. Her PCL-5 score 9 months post-
treatment ="7. Mrs. Paz’s depression scores decreased from
a 22 (severe) to a 13 (moderate), at 6 months was a 0, and
9 months, a 3. The patient’s anxiety scores decreased from
a 20 (severe) to a 10 (moderate), at 6 months was a 1, and
at 9 months =5. Quality of life increased from a 29 to a 38
(scores range from 11 to 55 with higher scores =improved
quality of life). At 6 months, quality of life was a 48. At
9 months =44. Psychological flexibility was assessed post-
treatment as well as six months post-treatment and decreased
from a 29 to a 7 (scores range from 49 to 7 with lower
scores =improved psychological flexibility). At 9 months,
score =9. Outcomes can be found in Fig. 1.

Qualitative Feedback
Mrs. Paz also provided qualitative feedback on her experi-
ence with the PE-PC protocol. She was provided with hard

copy of the questions to provide her written response at the
end of the treatment episode. Her responses are below:

Patient Outcomes
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What was the most helpful thing you learned about your-
self going through the PTSD treatment protocol in primary
care?

“Learning to accept my trauma and not allowing the
trauma to have a hold on my life.”

If there was a patient who was nervous about starting
this treatment protocol for PTSD, what advice would you
give them?

“I would tell them that at first, it will be difficult. But
once they are able to accept what happened to them, life
does become much easier once we understand our emotions
and our triggers.”

What do you want behavioral health providers or medical
providers to know about introducing this treatment protocol
to patients in primary care?

“To have patience, because each story is different.”

Summary and Conclusions

Mrs. Paz’s treatment is an example of how PTSD can be
successfully treated within the confines of the PCBH model.
The patient not only reported decreased PTSD symptoms,
she also experienced improved mood and overall function-
ing despite experiencing PTSD symptoms the majority of
her adult life, highlighting the effectiveness of the PE-PC
protocol. Psychological flexibility is a variable not assessed
in previous PE-PC research with military and veteran popu-
lations. Psychological flexibility is defined as “contacting
the present moment fully as a conscious human being, and
based on what the situation affords, changing or persisting
in behavior in the service of chosen values” (“Working with
ACT,” n.d.). For example, an individual building psycho-
logical flexibility in their life would seek to maintain aware-
ness of their values (e.g., being a parent, building meaning
friendships) and make daily decisions consistent with these
values within changing external situations of which they
have little control (e.g., stress in relationships, losing a job
due to cutbacks, witnessing a traumatic event). Because of
the connection between psychological flexibility and health
status as well as the concept of avoidance (i.e., the more
patients avoid, the more psychologically inflexible they
present), it was important to begin to examine this variable
with psychological treatments for PTSD that address avoid-
ance (Robinson, Gould, & Strosahl, 2011). Mrs. Paz also
provided qualitative feedback expressing satisfaction with
this treatment in the primary care setting, encouraging other
patients with debilitating symptoms of PTSD to be treated
with this protocol (Ogbeide et al., 2018). To the knowledge
of the authors, this is the first study to examine the PE-PC
protocol in primary care with an ethnic minority civilian.
Future research directions include a pilot project of this pro-
tocol in primary care with civilian, underserved populations.

The PE-PC protocol may then be evaluated for efficacy
and compared with longer treatments in civilian, under-
served populations. In addition to reduced health care costs
by addressing PTSD in primary care, brief treatments may
be increasingly acceptable to patients due to reduced time
commitment. This case did not track subjective units of dis-
tress (SUDs); future studies could collect this information
to improve the understandings of the mechanisms of change
for this treatment protocol. Future research may also further
explore patient attitudes toward brief treatment for PTSD
in primary care settings. This case highlights the benefits
of PCBH, which allows for increased access to behavioral
health care within the context of primary care. In Mrs. Paz’s
case, she was able to receive a warm hand off the same day
as her PCP visit. Mrs. Paz’s past medical history included
Obesity and Pre-Diabetes—conditions that were not being
attended to (i.e., lack of engagement in medical care) related
to PTSD symptoms (e.g., avoidance). Now that the PTSD
symptoms have been treated, she is more engaged in medical
care and ready to begin behavior change for her other health
issues. This would be an important variable to examine with
other patients with PTSD symptoms. It is also possible that
Mrs. Paz was more likely to accept a BHC visit because it
was embedded in primary care, as this increases treatment
accessibility and often reduces stigma (Ogbeide et al., 2018).
Thus, treating PTSD within this model may increase access
to care for more patients experiencing this burdensome con-
dition. In conclusion, the presented case provides an exam-
ple of translating and adapting care within the PCBH model.
Mrs. Paz’s notable decrease in PTSD symptoms suggests
that such a treatment may be very effective in this setting.
The case highlights the need for additional research on brief
treatment of PTSD in civilian populations and encourages
identification and treatment of PTSD in the primary care
setting.
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