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Abstract

American Indian and Alaska Native (AI/AN) people experience high rates of acute, chronic, and 

intergenerational trauma. Traumatic experiences often increase the risk of both medical and 

behavioral health problems making primary care settings opportune places to screen for trauma 

exposure or symptomology. The objective of this study was 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 AI/AN primary care systems. A qualitative and iterative 

data collection and analysis process was undertaken using a community-based participatory 

research approach guided by a cross-site steering committee. Twenty-four leaders and providers 

participated in individual interviews and 13 patients participated in four focus groups. Data were 

thematically analyzed to select a trauma screening instrument, develop a screening process, and 

develop brief intervention materials. The nature of traumas experienced in the AI/AN community, 

the need to develop trusting patient-provider relationships, and the human resources available at 

each site drove the screening, brief intervention and referral process decisions for a future trauma 

screening pilot in these health systems.

Introduction

American Indian (AI) and Alaska Native (AN) people experience disproportionally higher 

rates of acute, chronic, and intergenerational trauma than their non-AI/AN counterparts,1–4 

with adverse impacts on physical and behavioral health.1,5–9 Although mortality rates are in 

a general decline,10 AI/AN people continue to experience elevated rates of unintentional 

injury including drowning,11 and motor-vehicle and pedestrian deaths12,13 among adults, 

and accidental suffocation and strangulation,14 dog bites,15 and burn injuries16 among 

children. Moreover, AI/AN people also continue to experience high rates of lifetime 

interpersonal violence among women 9,17–21 and reports of a history of child abuse and 

neglect.22–24 Since the frequency of traumatic events is significantly elevated, there is an 
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increased likelihood that an AI/AN individual will experience multiple traumas compared to 

national samples.21,25–28

Multiple lifetime traumas have additive risks of developing behavioral health disorders such 

as Posttraumatic Stress Disorder (PTSD). Beals and colleagues 27 found that three or more 

traumatic events increased the risk of lifetime PTSD more than four times compared to AIs 

experiencing only one event. Previous research indicated experiencing 10 traumatic events 

increased the risk eight times.28 Trauma, even when not meeting criteria for PTSD, is 

associated with alcohol, drug, mood, anxiety, somatoform, and borderline personality 

disorders.1,5,29–31 Trauma, especially childhood trauma, is also associated with poorer health 

in adulthood32 and a host of long-standing physical issues including tobacco use and lung 

cancer,33,34 cardiovascular disease,35 diabetes,31,36,37 irritable bowel syndrome,30 bodily 

pain,38,39 frequent headaches,40 and sleep disorders.

Given the relationship of traumatic experiences to both medical and behavioral health 

problems, primary care settings represent opportune places to screen for trauma exposure or 

symptomology. Because primary care is the typically the first point of contact for behavioral 

health symptoms for many AI/AN people (even more so than for non-AI/AN people),41–43 

trauma screening and trauma-focused intervention in the primary care setting is a logical 

step towards ameliorating persistent physical/behavioral health disparities among AI/AN 

people. However, in order to be maximally effective, screening and intervention processes 

should fit the needs and preferences of key stakeholders to be sustainable within a healthcare 

system yet this research and practice gap has been unexplored. This is the first study to 

identify recommendations of patients, health care providers, health care administrators, and 

tribal leaders to develop an adult trauma screening, brief intervention, and referral for 

treatment (T-SBIRT) process to pilot at two large yet distinct AI/AN primary healthcare 

systems. Beyond informing clinical practice within pilot sites and other AI/AN healthcare 

systems, what is learned could also inform other healthcare systems serving racially and 

ethnically diverse populations who may experience higher risks for PTSD yet remain largely 

untreated.44

Methods

We used a community-based participatory research (CBPR) approach to develop a 

screening, brief intervention, and referral process for trauma among AI/AN adults receiving 

services in two AI/AN primary care settings: Southcentral Foundation (SCF) in Anchorage, 

Alaska and Cherokee Nation Heath Services (CNHS) in Tahlequah, Oklahoma. 

Coordination between the two sites occurred through the Centers for American Indian and 

Alaska Native Health (CAIANH) at the University of Colorado Denver.

Setting

SCF and CNHS currently conduct behavioral health screening in primary care for depression 

and substance use disorders. The Cherokee Nation operates a network of 8 health centers 

and 1 hospital in the tribe’s jurisdictional boundaries (7,000 square miles across 14 counties 

in northeastern Oklahoma), serving more than 130,000 AI patients. The Cherokee Nation 

Health Services operates the W.W. Hastings Hospital in Tahlequah, which provides primary 

Hiratsuka et al. Page 2

J Behav Health Serv Res. Author manuscript; available in PMC 2018 April 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



care and behavioral health services. SCF is an AN non-profit health care organization that 

provides a wide range of health services to over 65,000 AN/AIs from 231 federally 

recognized tribes in the Anchorage Service Unit. The Anchorage Service Unit is a 

geographical area stretching 140,137 square miles across south central Alaska, extending 

from the Canadian border on the east to the entire Aleutian Chain and Pribilof Islands on the 

west, although most SCF patients live near Anchorage. SCF operates the Anchorage Native 

Primary Care Center (ANPCC), which provides primary care and behavioral health services. 

Depression and substance abuse screening is conducted by trained Certified Medical 

Assistants (CMA) at SCF and by nurses at CN prior to provider visits. Both systems have 

Behavioral Health Consultants (BHCs) integrated into medical clinics to provide brief 

intervention and referral to treatment upon positive depression or substance abuse screening.

Steering committee

Each stage of the research process was guided by a steering committee comprised of key 

stakeholders from each study site. Steering committee membership included two or more 

clinical providers, at least one administrative leader from each site, as well as research staff. 

Roughly half of the steering committee members were also patients at the study sites; and 

over half of the steering committee members had health research experience.

In-person steering committee meetings occurred at rotating site locations in Anchorage, AK, 

Tahlequah, OK and at the coordinating center’s location in Aurora, CO. In our work with the 

steering committee, we first established guiding principles to ensure alignment with CBPR 

principles throughout the project. Resultant principles included intent to 1) build on the 

strengths of AI/AN cultures and communities; 2) use a collaborative, inclusive investigative 

approach; and 3) do no harm and use research as a positive change agent. We then used an 

iterative research process commonly used in CBPR projects with the following five distinct 

steps: 1) identification of cycle goals, 2) measure/materials development, 3) data collection, 

4) data management and analysis, and 5) interpretation of results. The steering committee 

provided direction to the study Principal Investigator on recruitment approaches and 

materials, and interview and focus group questions (Table 1), and used the information 

obtained through this process to design the T-SBIRT intervention and pilot study. The 

steering committee also guided the dissemination of project findings to community and 

tribal health organization stakeholders.

The steering committee identified three stakeholder groups for primary data collection: 

health care providers in primary care and behavioral health clinics, administrative/clinical/

tribal leaders overseeing those clinics, and their patients. Despite a preference for focus 

groups as data collection methodology given the opportunities for peer-to-peer interaction 

and to explore areas of divergence and convergence, the steering committee selected one-

hour semi-structured individual interviews for the provider and leader samples given 

challenges in finding a common time for a two-hour focus group amidst busy and variable 

schedules. Focus groups were selected for the patient sample.
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Participant recruitment

Participant recruitment occurred in January 2013. Purposive sampling was conducted for 

both focus groups and individual interviews. The patient sample inclusion criteria were age 

18 years old or older, self-reported AI and/or AN heritage, and self-reported eligibility for 

primary care services at either SCF or CNHS, with no additional exclusion criteria. The 

health care provider sample inclusion criteria were primary care provider or outpatient 

behavioral health clinicians currently employed at either SCF or CNHS, with no additional 

exclusion criteria. The clinical/administrative/tribal leader sample inclusion criteria were 

current staff at either SCF or CNHS with responsibility to make leadership decisions 

regarding the process and/or policies surrounding the provision of primary care, with no 

additional exclusion criteria.

Patients were recruited in primary care clinic lobbies at each tribal health organization 

(W.W. Hastings Hospital and ANPCC) to participate in focus groups. Interested patients 

were contacted by telephone by research staff to confirm interest in the study and to 

schedule participation in a focus group. For individual interviews, the steering committee 

identified names of potential participants consisting of clinical, administrative, and tribal 

leadership at each site to invite for participation. Identified clinical, administrative, and tribal 

leadership staff were then directly contacted by research staff in-person and over the 

telephone to determine interest in the study and to schedule an interview appointment.

Data collection

To reflect key guiding principles of the steering committee, focus group and interview 

questions focused on aspects of strength and resiliency as well as questions on trauma 

experienced in the AI/AN communities served by SCF and CNHS. Moderator guide/

interview questions (Table 1) were asked of each participant by trained qualitative 

researchers (VH, LM, LD, DD, DN, BB). Data collection was conducted using the same 

enrollment and qualitative data collection process at both sites with one member of the 

research team (LM) observing data collection at both sites to ensure consistency across sites. 

All participants gave verbal informed consent prior to participation in either focus group or 

interview. All focus groups and individual interviews were audio recorded and transcribed 

verbatim by a professional transcription service. Immediately following data collection, a 

gift card in the amount of $20 per hour of participation was provided to the patient 

participants to compensate for their time; no compensation was provided to clinical, 

administrative or tribal leadership. The Alaska Area Institutional Review Board, the 

Cherokee Nation Institutional Review Board, and the Colorado Multiple Institutional 

Review Board all approved the project protocol prior to data collection.

An iterative data collection process provided opportunity for participants to identify and to 

react to a set of trauma screening, trauma detection, and treatment referral options. The first 

round of data collection in February-April 2013 was formative; we solicited dialogue about 

trauma among AI/AN people and the currently available services to identify and treat 

individuals that have symptoms related to traumatic experiences. The second round of data 

collection in October-November 2013 built upon the first round; we reviewed T-SBIRT 
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program options that the steering committee developed based on the results of this earlier 

phase of data collection.

Throughout the project, the definition of trauma developed by the steering committee and 

provided to participants was, “By trauma, we mean events like a serious car accident, an 

earthquake or other natural disaster, or ongoing events like physical abuse, serious illness, or 

loss of your home or job.” Two distinct categories of screening instruments - event based or 

symptom based - were described to participants with examples of instruments for each type 

of screening tool. The Traumatic History Screen (THS)45 focused on the incidence of 

traumatic events in a checklist format. The Primary Care PTSD Screen (PC-PTSD)46,47 and 

the New York PTSD Risk Score (NYPRS)48 emphasized symptoms or reactions to traumatic 

events.

Three hypothetical screening process scenarios were described to the participants with the 

screening instrument presented to a patient at different points in a primary care encounter: 1) 

self-administered screener during appointment check-in, 2) nurse or CMA administered 

screener during the intake portion of the clinical exam, and 3) provider administered 

screener during the clinical exam. Finally, participants were asked to respond to 

informational brief intervention material content and a process for implementing the brief 

intervention.

Data analyses

Data analysis was coordinated by staff (LM) at the study’s University of Colorado 

coordinating center to ensure consistency in data analysis across sites. Data from each round 

of data collection were analyzed using a thematic network approach49 to identify common 

views across the different participant groups, views within a project site, and views common 

across sites. Researchers from both sites and the coordinating center co-coded one transcript 

to determine agreement on a priori codes based on question constructs. Three coders used 

NVivo 9 (QSR International) to code transcripts, with coders meeting to discuss coding and 

later developing summaries from coded transcripts. Given the small sample size and 

research question of interest, we chose not to collect information about nor differentiate 

results by participant age or sex.

Concepts within the coding schema were clustered into unified themes presented in Tables 

2–4. In the first round of data collection, we identified four broad trauma-related themes: 1) 

nature of trauma in AI/AN communities; 2) barriers to healing from trauma; 3) trauma 

screening concerns; and 4) screening and brief intervention preferences (Table 2). In the 

second round of data collection we identified preferences for a trauma screening instrument 

and screening process (Table 3); and four themes for development of the brief intervention 

materials and process—1) normalization, 2) simplicity, 3) education/resource sharing and 4) 

resiliency (Table 4).

Results

Across the two sites, a total of 24 leaders and providers participated in 24 individual 

interviews and 13 patients participated in 4 focus groups. All 37 participants were involved 
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in the first round of data collection; however, in the second round of data collection, three 

leaders and providers across the sites had separated employment and two patients chose not 

to participate. Thus, 33 individuals participated in the second round of data collection. 

Patients in focus groups provided responses that were largely internally consistent within the 

sample as were leader interview responses. Provider interview responses had more variation. 

Differences between sample responses by site are described below.

Nature of trauma in AI/AN communities

The most commonly mentioned traumatic experiences at both sites were physical, 

emotional, sexual, and verbal abuse. Participants also spoke of trauma as conditions endemic 

to poverty (i.e. homelessness, unemployment, child neglect), physical injury due to car 

accidents or other accidents, conditions resulting from substance abuse/use, family 

breakdown (i.e. divorce, incarceration, foster care), and death and grief.

Participants in all sampling categories noted that experiencing traumatic events reduces 

one’s capacity to function effectively in daily life and mentioned the ongoing impacts of 

trauma on health, well-being, and quality of life of individuals and families. Participants also 

noted that health care and other social systems struggled with the greater demands that 

comes with serving a population with high rates of trauma. One provider cited results from 

the Adverse Childhood Experiences (ACE) study49 to explain later health effects of past 

traumatic experiences.

Barriers to healing from trauma

Across both sites, participants noted a lack of existing resources and timely treatment for 

those currently experiencing trauma or with trauma histories. Participants noted that the 

financial resources of both individuals with trauma histories and the healthcare systems that 

serve them were limited. A shortage of healthcare providers trained to treat trauma was 

frequently cited as a structural barrier to treatment resulting in long waitlists for behavioral 

health or psychiatric treatment.

Patients at both sites reported stigma of mental illness as a key barrier to the receipt of 

timely, effective treatment. People who have experienced past trauma may be reluctant to 

expose themselves to labeling and the shame that may be associated with a mental health 

diagnosis. One SCF patient stated, “we were not taught to say anything or report it. Or if you 

do report it, it’s gonna look bad on the family, so don’t say anything. You don’t wanna bring 

shame to the family.” These barriers were noted to perhaps be particularly salient among 

men as one provider explained, “Being male, you suck it up, walk it off, those sorta things. 

You’re not allowed to express that, and so I think especially if you wanna get into kinda the 

stereotypical male, they’re supposed to be the warrior, the strong person that’s there to 

protect the family.”

Screening concerns

Participants at both sites emphasized the need for deliberate planning and communication in 

order to administer the T-SBIRT in the primary care setting. Participants consistently 

identified the need for patient, health system staff, and primary care provider education and 
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buy-in prior to embarking on a screening program. Participants were universally 

apprehensive that the implementation of trauma screening would uncover a volume of 

individuals with positive screening results thereby overwhelming already overburdened 

behavioral health systems. Administrative leaders and providers at both sites noted the 

disproportionate trauma prevalence rates within the AI/AN population. Providers noted that 

harm that could come to patients that were unprepared or ill-supported to address personal 

trauma histories given a backlog in referrals to behavioral health services within a health 

system. SCF providers indicated that while embedded BHCs were available for immediate 

support of patients, they were concerned about the impact a greater number of patients 

identified as in need of their services might have on their workload.

Administrative leaders in both settings noted that providing education to patients was 

essential in helping community members understand the intent of the screening questions 

from the point of view of the tribally managed healthcare system. Many patient and provider 

participants wondered how to effectively handle patient reactions to the screening questions 

such as triggering of adverse reactions in individuals who had experienced past traumatic 

events. Others expressed unease with patients sharing traumatic experiences that may require 

more lengthy interactions than is possible through a primary care visit. Worries about the 

burden placed on providers were also evident.

Providers at CNHS expressed concern about provider ability to meet caseload demands. 

Establishing the logistics for a uniform, system-wide response prior to starting the screening 

program was seen as an essential step at CNHS given more limited integrated behavioral 

health support in primary care. “We would need to have individuals who can immediately, in 

a safe manner, begin to address and meet the person where they’re at,” clarified a CNHS 

provider, adding, “there’s a danger in opening up a, this can of worms. We can do more 

harm than good.”

Patients, providers, and leaders at both sites were generally supportive of universal trauma 

screening in primary care settings as all stakeholder groups recognized the high occurrence 

of traumatic events within the health system population. However, patients at both sites 

highlighted trust issues with the healthcare system and healthcare providers. Because of 

these issues, they were concerned that patients may not feel comfortable divulging trauma 

history information to anyone but their primary care provider. One patient stated, “I know 

when I went in, I didn’t feel comfortable telling the nurse my story. I wanted to wait until 

my doctor [came in].”

Screening and brief intervention preferences

Participants at both sites described a preference for having multifaceted community-based 

resources shared in the brief intervention. An SCF provider described using less 

psychotherapy and more “life coaching” during the brief intervention stating patients may 

need:

“…someone who could help them develop their strengths, set goals. I feel like 

there’s so many families that have been kinda disrupted by trauma. A lot just don’t 
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have that kind of structure behind them and like a way to look at life and how to 

proceed. Taking care of themselves and [their] responsibilities.”

Culturally-aware approaches that take advantage of community resources were also 

suggested in the brief intervention and as options for referral for treatment. Participants 

emphasized the need for community-wide education about trauma and its negative health 

impacts as a key to reducing stigma, as one leader stated: “…everyone now I think is fully 

aware of both the human and the economic cost associated with tobacco. So we need to do 

that now, I think, for trauma.”

Screening instrument preferences—The events-based THS and symptom-based PC-

PTSD were preferred by approximately an equal number of participants, while fewer 

preferred the symptoms-based NYPRS. Simplicity and directness were valued in the 

preferred screening instruments. One leader, when referring to the THS, noted, “it’s clear, 

it’s concise, it’s concrete.” However, those who preferred the PC-PTSD did so because it 

focused on treatable symptoms rather than a past event. For example, one leader explained,

“It gives you kind of meat and potatoes to work with. So to start working with ok, 

somebody’s having nightmares, or they’re feeling very on edge all the time, it gives 

you something to work with in terms of being able to see change and impact where 

the person could actually feel better”.

Based on the sum of feedback provided, and in particular the clinical applicability of the 

screening results, the steering committee chose the PC-PTSD for use in pilot project.

Screening process considerations

Regardless of screening instrument preference, participants at both sites were adamant that 

the screening instrument be administered by an individual trained on how and where to ask 

the screening questions as well as what to do if a patient has an adverse reaction to the 

questions. Sensitivity, respect, and the emotional safety of the patient were also commonly 

noted concerns in the screening process (Table 3). Most participants recognized the scenario 

in which the patient completes a self-administered screener in the public patient waiting area 

as most expedient for clinic operations. However, concerns were also noted; most prevalent 

being a lack of privacy in the public waiting area. Additional concerns arose about this 

method of screening as it would involve administrative support staff working with patients to 

complete the screener. Participants were concerned that administrative support staff might 

not understand the screening instrument questions, or may lack relevant training and 

experience to address a patient’s needs if an adverse reaction were to occur while 

completing the screener.

Similarly, some participants were concerned about having a nurse or CMA administer the 

screener as they may lack behavioral health training to adequately address patients who 

potentially may experience intense reactions triggered by the trauma screening questions. 

Additional concerns about nurses or CMAs conducting the screening was that it would add 

to an already heavy workload. Aside from these barriers, many participants felt a face-to-

face interaction by an interested nurse or CMA was likely to elicit more frequent and honest 

responses from patients than a self-administered paper-pencil questionnaire.
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The majority of participants were concerned that having the primary care provider 

administer the screener would add to an already-demanding clinical encounter, yet, this 

scenario was the most favored among all types of participants at both sites. The potential for 

both high quality screening that would be most comfortable for patients and would lead most 

smoothly to clinical interventions outweighed these concerns. One leader stated, “I think the 

huge advantage, which maybe outweighs all that, is that you’re building on the relationship 

with the provider. The provider conceptually, on a clinical level as well as a social/emotional 

level, gets what the screener’s trying to get at, and probably would get more rich information 

from [it]”.

Based on the feedback from participants regarding the three different types of screening 

scenarios, the steering committee decided to pilot a nurse (CNHS) or embedded BHC (SCF) 

administering the screening tool At CNHS, nurses were chosen to administer the screening 

tool to reduce primary care provider burden and the lack of sufficient numbers of BHCs to 

conduct screening. At SCF, BHC staff were chosen to administer the screening tool rather 

than providers since their role within the primary care team already included similar 

behavioral health screening activities such as behavioral health screening among children 

and adolescents and among pregnant women.

Brief feedback, intervention, and follow-up preferences

When considering the brief intervention material (brochure) and process, the following 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 reinforcement of patient resiliency, and 5) establish 

respectful patient-provider relationship (Table 4).

The most common requests around brief intervention content involved the normalization of 

trauma. In the words of one leader, “I think it’s important that people recognize that these 

reactions are just part of being human, and part of the body’s response. And so it’s not a 

weakness or anything else.” Moreover, using non-stigmatizing language in the brief 

intervention encounter and brochure was important to many participants across the sites to 

encourage normalization.

Participants also requested that simple, straightforward statements be used in the brief 

intervention brochure. Most participants cited the importance of tailoring feedback to the 

individual and keeping the intervention session brief (i.e. occurring within a 20 minute 

session). Alternatively, some participants were concerned that a 20-minute encounter maybe 

too brief to cover essential primary care encounter content as well as a behavioral health 

screening and a brief intervention.

Participants recommended including education about how trauma can affect physical health 

and quality of life in the feedback portion of the brief intervention. Many suggested the 

content of the brief intervention material include positive coping strategies that may relieve 

symptoms of trauma (e.g., regular exercise, eating well) and the provision of community 

resources. Many participants recommended sharing information about resources available 
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on-site at the clinics and at-large in their respective AI/AN communities for both short and 

long-term care.

Participants also emphasized the importance of assessing patient support networks and their 

existing coping mechanisms in the brief intervention. Participants noted that addressing 

basic needs such as housing and nutrition first would be crucial. Without a safe, stable living 

environment, addressing trauma symptoms with any kind of intervention would be difficult 

at best. In addition, sociocultural considerations were paramount in many comments about 

the intervention process including the following from a provider,

“Probably just the need for privacy and sensitivity to the difficulty some of the 

patients will have with talking about some of these. And then just making sure that 

it’s not judgmental. That a lot of the patients that we work with come from 

backgrounds that are pretty deprived. That are pretty disadvantaged, from a 

socioeconomic perspective. And bearing that in mind – that a lot of times, these 

people had to deal with things that we as providers might not think of as normal.”

Finally, participants noted the importance of establishing respectful, trusting relationships 

with patients during the intervention.

Referral to treatment considerations

Participants at both sites mentioned the need to identify and formalize organizational 

processes to complete primary care based referrals to behavioral health treatment following 

the brief intervention. Considering the stakeholder feedback provided on the brief 

intervention encounter, the steering committee developed brochure content to be customized 

at each project site location which included resource information on community treatment 

and referral options to be used following the screening and brief intervention. Brief 

intervention and referral to treatment was provided by BHCs at SCF and by the primary care 

provider at CNHS.

Discussion

Trauma-related health histories and diagnostic assessment of trauma are not regularly 

completed in medical care settings despite the fact that many people with trauma seek 

physical, emotional, and behavioral health care through primary care clinics. Moreover, 

people with trauma make up to four times as many physician visits as people without 

trauma.50 Among adults presenting for health care, some populations such as women who 

were abused as children were more likely than women without childhood abuse to describe 

their current health as fair to poor; to have increased behavioral health, pain, and general 

medical disorders; and to report somatic complaints.32 Trauma is associated with alcohol, 

drug, mood, anxiety, somatoform, and borderline personality disorders.1,2,5,29,30 Trauma and 

PTSD are also related to a host of physical health issues including cardiovascular 

disease,31,35 bodily pain,7,30,39 irritable bowel syndrome,30 and diabetes36,37,51 Despite a 

well-documented impact of current and past trauma on current health, screening within 

primary care for past trauma and ongoing PTSD remains uncommon. Our results suggest 

that trauma screening, brief intervention, and referral for treatment among AI/AN adult 

primary care practices is feasible and offers suggestions to health care practices considering 
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implementation of trauma screening procedures. Stigma for seeking care for behavioral 

health concerns continues to be strong among racial and ethnic PTSD needs in primary care 

and is one way health care systems can reduce stigma and other barriers to behavioral health 

care.44

Designing the detection and initial management of trauma in ways that were acceptable and 

sustainable at SCF’s Anchorage Native Primary Care Clinics’ and at CNHS’ outpatient 

services at the W.W. Hastings Hospital differed based on available clinical and human 

resources at each site. Many of our decisions about screening instruments and processes by 

which to conduct the screening were directly impacted by the CBPR approach. For example, 

our literature review identified over 20 different PTSD or Trauma Exposure screening 

instruments. Both the engagement of the steering committee and feedback from community 

members via interviews and focus groups led directly to our selection of the PC-PTSD 

measure. Moreover, careful planning around choice of the most appropriate clinical staff to 

conduct the screening was informed by community concerns about provider workload, 

patient privacy and safety, clinical workflow, and access to timely intervention for those in 

need. Engaging in the CBPR process also allowed us to develop an intervention more 

grounded in local realities while also having a greater potential for dissemination given the 

important site differences. The most salient example of this was our decision to use different 

clinical staff to pose the screening questions to patients at each site based on staffing realities 

– specifically nurses at CNHS and BHCs at SCF.

This study supports the T-SBIRT model52,53 as a public health approach to the delivery of 

trauma support services for AI/AN adults in primary care settings. The flexibility of the 

approach along with a screening instrument targeting symptoms of trauma rather than 

specific traumatic events is a unique contribution to both behavioral health and primary care. 

Overall, training in trauma related diagnosis, and treatment for primary care providers and 

support staff has been inadequate nationally as has training on cultural awareness and on 

trauma informed care clinical skills--skills which are imperative in providing quality and 

competent patient care.

Although study participants were recruited from among two of the largest health systems 

serving AI/AN people, these collective responses cannot be considered wholly 

representative of the preferences and needs of all AI/AN people and the health systems that 

serve them. Additional engagement with other AI/AN health care systems and the tribal 

communities they serve is strongly recommended as needs in these communities vary and 

feasibility in under resourced settings should be evaluated. We did not collect demographic 

information from participants; however, we do know that the majority of participants at both 

sites were female, thus the views of males may not have been well represented. The patient 

focus group sample was limited to participants who were predominately English-speaking 

given the difficulties with translation in group settings. Furthermore, some patients may not 

have volunteered due to discomfort talking about trauma in a group setting.

This study had several notable strengths. Through a CBPR process which included a cross-

site steering committee, we were able to develop a screening, brief intervention, and referral 

process for trauma among AI/AN adults, a hard to reach population. The project was 
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conducted at two sites, both of which had complex health systems serving large AI/AN 

populations. Our research also suggests that AI/AN adult patients and the staff and 

leadership of the health systems that serve AI/AN people are interested and willing to screen 

for trauma in the primary care setting, a finding that we verified through iterative interviews 

with key stakeholders.

Implications for Behavioral Health

The T-SBIRT model was found at two of the largest health systems serving AI/AN adults to 

be a viable model for primary care based screening, brief intervention and referral to 

treatment for trauma. The PC-PTSD measure was found to be responsive to primary care 

provider and patient symptom-based conversations. The use of skilled primary care-based 

staff to engage patients in the T-SBIRT process mitigated commonly identified concerns 

about sensitivity, respect, and emotional safety and was a notable strength of the proposed 

process. Brief intervention components of importance included normalizing the occurrence 

of lifetime traumatic events, and providing simple messages focused on how trauma affects 

both mental and physical health. These components are best received while reinforcing 

patient resiliency within a respectful patient-provider relationship. Tribal leaders and health 

care providers implementing adult trauma screening, brief intervention, and referral 

processes with AI/AN populations should engage their patient, provider, and leadership 

stakeholders to determine the role and importance of these components when developing 

trauma informed practices. Similarly, health care systems serving other diverse populations 

should use similar approaches to design ways to effectively and respectfully address trauma 

within their respective systems.
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Table 1

Data Collection Framework

Questions Patientsa Leadersb Providersb

Impact of trauma on communityc

What are some of the strengths in your community? What are some of the challenges in your 
community? How do these strengths and challenges impact health? X

What are the most common traumatic experiences in the community/the community you serve? X X X

How do people in your community deal with traumatic experiences? How do you think traumatic 
experiences impact the health of your patients? Could you tell me about patients you see who have 
coped well with traumatic experiences?

X X X

How should the health clinics support people who’ve experienced trauma? What is your vision for 
how the clinics should support people who’ve experienced trauma? X X X

Trauma screening questionc

How do you feel about people being asked about traumatic experiences when they visit the primary 
care clinics? X X X

How might this information be meaningful in primary care? How might this information help make 
health care more effective? What should we keep in mind as we consider doing this in order to keep it 
helpful rather than harmful?

X X X

When you think about traumatic experiences, what other examples come to mind that we may 
potentially hear about when screening? X X

What resources currently exist to make screening and intervention for trauma work in primary care? X X

What additional resources would be needed to make screening and intervention for trauma work in 
primary care? X X

What changes in the health system would be needed to facilitate this process? X X

If an effective process can be developed, how high a priority would screening and intervention for 
trauma in primary care be? X

Developing the screening pland

[After reviewing the Trauma History Screen instrument; the Primary Care PTSD Screen and the New 
York PTSD Risk Score with the participant] What is your first impression about this screening 
questionnaire? What do you like? What do you not like? How comfortable would you be answering 
these questions?

X X X

[After selecting a screening tool from the Developing a plan for screening section] Which screening 
questionnaire should be used? Why? Are there any cultural considerations that should be kept in 
mind? Are there other considerations that should be kept in mind? How often should the screening 
occur?

X X X

Developing a plan for screeningd

[After reviewing different screening procedure options where the screener is presented at appointment 
check in; where the nurse asks the screening questions in the exam room; where the provider asks the 
questions in the exam room; and at SCF where the behavioral health consultant asks the questions in 
the exam room ] Looking at this potential way of screening in the clinics, what are your thoughts on 
how this would work for the people served here? What do you like? What do you not like?

X X X

Now that you have looked at these different ways of screening in the clinics, which would you 
recommend? Why? X X X

Are there any cultural considerations that should be kept in mind? Are there other considerations that 
should be kept in mind? X X X

What are your thoughts about having this information in your medical record? X

Brief feedback/brief intervention

[After reviewing a brief feedback trifold brochure example] What key elements should the primary 
care provider include in the brief feedback for people who have a negative screening result? How 
about for those who screen positive?

X X
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Questions Patientsa Leadersb Providersb

[After reviewing a brief feedback trifold brochure example] If you were given something like this 
handout, how might it be useful? Is there a better way of sharing this information? X

What do you like about the brochure/handout? What do you not like? What is missing? X X X

[After describing the content of a brief intervention] Let’s say we have b0 minutes to talk to someone 
about trauma and health, what would you want people to know? For people that might want or need 
more than a brief intervention, what would you like to see offered?

X X

[After describing the content of a brief intervention] Let’s say someone on your healthcare team talks 
to you during your clinic visit about trauma and health. What would you want to know? Who on your 
health care team would you feel most comfortable with? If you needed more than a brief intervention, 
what would you like to see offered?

X

How does what we discussed today address the needs of individuals with a history of trauma? How 
does it not address their needs? X X X

What concerns might you have if this is offered? What benefits might this have? Do you have any 
other thoughts that you would like to share with us? X X X

a
Data collected via focus group

b
Data collected via individual interview

c
First round of data collection

d
Second round of data collection
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Table 2

Factors influencing screening, brief intervention and referral for treatment of trauma in order of most frequent 

citation

Theme Subtheme/belief Sample quote

Nature of trauma in 
AI/AN communities

Ongoing impacts on health and well-being of 
individuals and families

“I know because I grew up in an alcoholic home, and also 
domestic violence in the home, and I got beat also, and it’s 
just like, it’s just keeps going. Because that’s what you learn. 
That’s what you learn as a child.”c

Reduced capacity to function effectively in daily 
life

“[Trauma] creates disorder in their life, and then it spills over 
into other areas of their life, so it makes it harder for them to 
care for their children and have healthy relationships.”a

Impact on society “Lost productivity… they don’t do as well in school, they 
generally don’t pursue school quite as much, they generally 
have a lot of health and behavioral health issues.”b

Barriers to healing 
from trauma

Lack of resources and timely intervention “I will tell you that the wait time is sometimes catastrophic. 
They end up back for me because they’ve already gone off 
the edge again.”a

Problems with follow-up “I don’t think there’s a real structured way for people to get 
follow up after they’ve had traumatic events. I’m not sure 
that there’s – I can see how it would be very easy for people 
to slip through the cracks.”a

Stigmatization and barriers to reporting “The issue that I have with the clinics, like I said, is that label 
that they put on your back. I’ve been dealing with this label 
since 2008, when it started showing up on my papers. And 
they’ve already got their mind made up that what kinda 
treatment I’m gonna get because of a diagnosis that someone 
put in [my record].”c

Screening concerns Education and buy-in needed “It’s almost like it requires a major sort of health campaign, 
where you spend a good chunk of time educating the 
community that this happens to people. And then when they 
come to the clinic, you ask them about that. Maybe that, 
those wheels start turning.”a

“Opening a can of worms” “So there is, I would say, an audience of people who can 
tolerate this. And then we have to be careful. There will be 
people who can’t. And for those people, we could – I mean, 
the danger is high. We could have them relapse.”b

Logistics “So I’m wondering where this is going to be asked, how it’s 
going to be asked, is it gonna be in a rush before I see the 
doctor, so I’m getting shoveled down the hallway and saying 
oh, so you ever experienced anything [LAUGHTER] 
traumatic, or is it gonna be after I see the doctor in a time and 
a place where I, if I need to talk for a5 minutes or b0 
minutes, that’s gonna be available to me.”b

Trust “I was abused when I was a kid. So I don’t trust many 
people. I don’t wanna talk to people about my situation.”c

Immensity of problem “I think that there’s a dilemma here, and the dilemma is the 
sheer volume. When you were mentioning doing the – 
piloting the tool, the screening tool, I’m thinking well how 
are you gonna handle it if 80% or 70% of the people who 
come endorse yes.”a

Screening and 
intervention 
preferences

Increased and multi-faceted resources “How do I help people come together, let’s say in a 
drumming circle, and do some drumming. Or singing. Or 
meditating. Or massage therapy. Or trauma-informed yoga. 
And know that that’s all appropriate treatment for someone’s 
history. And it’s all integrating stuff in addition to this.”a

Community-based, culturally-aware approaches “So that what’s utilized is the community. All the community 
of peoples. So that we’re all in it together then. And so the 
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Theme Subtheme/belief Sample quote

community that I’m thinking of in the behavioral health 
world is you drop below the master level psychologists and 
psychiatrists and utilize everybody who can be a part of us 
getting well.”b

Education for patients, staff, and community “I think getting medical providers comfortable with the idea 
that asking someone how their background has impacted 
them. Getting medical providers comfortable with those 
types of conversations is a huge issue. More than I would’ve 
thought even two years ago. I think having providers who are 
comfortable when someone is expressing intense emotion 
without feeling like they have to shut it down or stop it, or 
give them some piece of paper that’s got some intervention 
on it. I think we’ve gotta rethink that.”b

Reduction of Stigma “I think there needs to be an understanding for each 
individual case. ‘Cause not everybody’s the same. And not 
being treated as if you’re a drug seeker.”c

a
Provider

b
Leader

c
Patient
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Table 3

Trauma screening instrument and screening process preferences

Sample quotes

Positive Less positive

Screening instrument preferences

Traumatic History 
Screen (THS)

“Very useful. Can move quickly through it.”a “Questions should not be asked by a person not 
trained in behavioral health.”c

Primary Care PTSD 
Screen (PC-PTSD)

“It gives you the words to help you explain how you’re 
feeling.”c

“Sometimes people don’t realize they’re having 
symptoms.”b

New York PTSD Risk 
Score (NYPRS)

“These questions are a little more descriptive, a little more 
wordy, but I think a little more sensitive than the other 
examples.”a

“Too many words – sometimes I don’t read that 
well.”c

Screening scenario preferences

Self-administered 
screening completed in 
waiting room

“It seems like probably the most expedited way to get it 
done. It’s gonna be easier for the staff, but if the patient is 
filling it out … it might not be as effective as if the nurse 
or a provider’s asking the questions.”b

“Doesn’t allow patient to ask questions, though since 
they’re alone in waiting room.”b

Nurse administered 
screening completed in 
exam room

“I like this better because I have a reading problem and 
have to ask the nurses to read it to me anyway.” c

“The issue I think about is, often we have the least 
skilled people doing the screening. We have a front 
end staff (CMAs, Nurses) that has a list of questions 
that they ask. And periodically, I’ve walked by and 
I’ve just listened to people ask the questions. And, 
I’m thinking, I would never say yes to that in this 
context. Without a relationship with the person.”a

Provider administered 
screening in exam room

“Well, there are plusses and minuses with this. The 
plusses are that it would help establish the relationship 
between the provider and the customer owner. The 
downside is that the providers are also are already 
extremely busy.”b

“Good - except when your doctor quits. It might be 
hard for provider to take the time.” c

a
Provider

b
Leader

c
Patient
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Table 4

Preferences related to brief intervention/brief feedback

Theme Brief intervention material Brief intervention feedback

Normalize “A normalization of the experience, because for many 
people there’ll be feelings of shame or weakness, or what 
have you.”a

“I’d want to provide them with reassurance that it’s really 
common, and that this is a safe place to share information 
about their past and what symptoms they might be 
having”a

Keep it simple “I like brochures. I like this little one, not a – I mean, I 
like the size. [And it’s] simple. And I like that it’s 
bulletized – you know, I don’t want chapters.”a

“Twenty minutes may not be enough time.”a

Educate/provide 
strategies for 
identification and 
healing

“A traumatic event can affect you mentally, physically, 
emotionally, as well as spiritually. I would add that.”a

“If everybody is able to get a BHC in the room, that 
would be possible and maybe the BHC could share their 
resources and how to cope, coping mechanisms… or 
[information about] organization they could call, phone 
numbers they can call where they could maybe – like we 
have in Magellan.”b

Assess resiliency “You need to get an idea of where they are. ‘Cause a lot of 
the resiliency of the person. Because if people have a lot 
of support around them, studies have shown they’re very 
resilient. Whereas if you have no support, you’re not so 
resilient. And so there needs to be – I think the BHC 
needs to be involved in that conversation, and they can tell 
where the person is at that point, and they can help the 
person if they need to, or get them to the services that they 
do need.”b

“Assessment of the person’s stability, living, 
environmental stability. If they’re homeless, struggling 
with alcohol, for example, you’re not going to want to be 
engaging – at least, immediately engaging in this stuff.”a

Establish 
respectful, trusting 
relationships

“Establish rapport with the patient. Some sense of 
relationship. Trust in that provider. I guess seeking just 
what the patient is willing to acknowledge they need help 
with… and I guess, you know, just moving one step at a 
time.”a

a
Provider

b
Leader

c
Patient
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