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Abstract
The properties and utility of the Primary Care PTSD Screen for DSM-5 (PC-PTSD-5) remain unstudied in community-based 
populations. This study evaluates the performance of the PC-PTSD-5 to determine whether it can be used as a brief alternative 
to the PTSD Checklist for DSM-5 (PCL-5) in a large public hospital in the southeastern United States. Participants (N = 422; 
92.7% Black; 85.8% female; Mage = 42.0 years, SDage = 13.4 years) completed the PCL-5 and PC-PTSD-5 after recruitment 
from medical clinic waiting rooms and admission lists. Using chance-corrected test quality indices and item response theory 
(IRT) analyses, we determined optimal cut-scores for screening and examined item performance. Approximately 45.0% 
of the sample screened positive for probable DSM-5 PTSD using the PCL-5. The PC-PTSD-5 demonstrated high internal 
consistency and strong associations with PCL-5 scores (total, r = .79; items, rs = .51–.61). A cut-score of one was optimally 
sensitive for screening (κ[1] = .96), and a cut-score of four had the highest quality of probable efficiency (κ[.5] = .66) for 
detecting self-reported DSM-5 PTSD on the PCL-5. IRT analyses indicated Item 1 (nightmares, intrusive memories) pro-
vided the most information, and other items may not be incrementally useful for this sample. Findings provide preliminary 
support for the use of the PC-PTSD-5 as a brief alternative to the PCL-5 among chronically trauma-exposed patients in the 
public healthcare setting.
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Introduction

Exposure to a traumatic event, defined as exposure to 
actual or threatened death, serious injury, or sexual vio-
lence, can contribute to the onset or worsening of myriad 
physical and mental health conditions (Kessler et  al., 
2017). Individuals who are socioeconomically vulnerable, 
such as those who are racially marginalized and/or live in 
poverty, are at greatest risk for experiencing trauma and 
its negative mental health consequences (Asnaani & Hall-
Clark, 2017; Merrick et al., 2018). Located in underserved 
and urban areas, safety net hospitals, broadly defined as 
primarily publicly funded health systems that provide care 
regardless of insurance status or ability to pay (Hefner 
et al., 2021), often serve as the only option for regular 
healthcare for individuals with less access to socioeco-
nomic resources (Nath et al., 2016). Thus, primary care, 
gynecology/obstetrics, and diabetes management clinics, 
among others, within safety net hospitals tend to provide 
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regular medical care to patients who present with particu-
larly high rates of trauma-related disorders, including cur-
rent posttraumatic stress disorder (PTSD; 29.1%, Gillespie 
et al., 2009; Gluck et al., 2021; Mekawi et al., 2021).

Given the association between trauma and poor health 
outcomes, healthcare systems often serve as the first point 
of contact for individuals with trauma-related concerns. 
In recent years, healthcare providers have been encour-
aged to integrate trauma-informed principles in the care 
of marginalized patient populations (Ranjbar et al., 2020). 
Systematic PTSD screening is a trauma-informed practice, 
as healthcare providers are uniquely positioned to iden-
tify, assess, and treat trauma-related health conditions and 
can link patients to needed mental health services (Gluck 
et al., 2021; Langhinrichsen-Rohling et al., 2021). Identi-
fying those with active PTSD symptoms within the scope 
of general medical care is especially important among 
racially minoritized and socioeconomically disadvantaged 
patients, as previous studies have documented high rates of 
undetected PTSD and low rates of mental health services 
utilization in these marginalized groups (Roberts et al., 
2011). Although a wide range of psychological sequelae 
can result from trauma exposure, the current study focuses 
on PTSD symptoms due to their association with poor 
health outcomes and the relative infrequency of universal 
PTSD screening in health systems, and even trauma cent-
ers, in the United States (Beckett & Jacobs, 2014; deRoon-
Cassini et al., 2019).

The PTSD Checklist for DSM-5 (PCL-5) is one of the 
most extensively used and researched PTSD symptom-
based screeners in healthcare settings (Blevins et al., 2015; 
deRoon-Cassini et al., 2019). The PCL-5 is a 20-item self-
report questionnaire used to determine the degree of trauma 
symptomatology and assign probable PTSD diagnoses based 
on Diagnostic and Statistical Manual of Mental Disorders, 
Fifth Edition (DSM-5; American Psychiatric Association, 
2013) criteria (Weathers et  al., 2013a). The PCL-5 has 
demonstrated reliability and validity across studies and in 
a variety of samples, including patients receiving primary 
(Verhey et al., 2018) and specialty care (Kagee et al., 2021), 
individuals with traumatic injuries in an urban hospital 
(Geier et al., 2019), and undergraduate students (Blevins 
et al., 2015). Notably, a recent systematic review supports 
the PCL-5 as a measure of probable PTSD (Forkus et al., 
2022), including in a sample of Black Americans seeking 
primary care (Mekawi et al., 2022). Yet, time constraints, 
literacy concerns, and low provider awareness and self-
efficacy bar many health systems from enacting universal 
trauma exposure and/or symptom screening (Marsicek et al., 
2019). The PCL-5 takes approximately five to ten minutes 
to complete and requires roughly a tenth grade reading level 
(Terhakopian et al., 2008), potentially limiting feasibility in 
under-resourced hospitals and clinics.

Despite practical limitations, PTSD screening remains a 
key component of providing holistic care, especially con-
sidering the high rates of trauma exposure and unmet treat-
ment needs found among patients seeking care at safety 
net hospitals (Nobles et al., 2016). A brief alternative to 
the PCL-5 is the Primary Care PTSD Screen for DSM-5 
(PC-PTSD-5; Prins et al., 2015), a dichotomously scored, 
5-item PTSD screener designed for use in fast-paced pri-
mary care settings (Prins et al., 2003). To date, only a few 
studies have evaluated the performance of the PC-PTSD-5 
in veteran (Bovin et al., 2021; Prins et al., 2016) and sub-
stance misusing (Patton et al., 2023) samples; none have 
examined the performance of the PC-PTSD-5 within gen-
eral healthcare seeking samples. Of note, the predecessor 
of the PC-PTSD-5, the PC-PTSD, demonstrates strong pre-
dictive validity within both military (Calhoun et al., 2010; 
Prins et al., 2003) and civilian primary care patient samples 
(Freedy et al., 2010). The PC-PTSD was even considered the 
single best PTSD screener for use in primary care, given its 
brevity and equivalency to the civilian version of the PCL 
in terms of diagnostic efficiency, sensitivity, and specificity 
(Freedy et al., 2010).

However, results concerning the diagnostic accuracy of 
the PC-PTSD among racially marginalized individuals have 
been mixed. For example, Calhoun et al. (2010) found the 
PC-PTSD performed well for both White and Black veter-
ans, and the optimal cut-score of three did not differ by race. 
Conversely, Hawn et al. (2020) suggested the PC-PTSD fails 
to effectively identify risk for PTSD among racially minor-
itized individuals. Findings indicate an optimal two-item 
threshold for White college students, while none of the 
item thresholds were associated with a PTSD diagnosis in 
those who self-identified as Black or Other (i.e., American 
Indian/Alaskan Native, Asian American, Hispanic/Latinx, 
Native/Pacific Islander, Multiracial, unknown racial identity; 
Hawn et al., 2020). In addition to the downstream conse-
quences of systemic racism, such as heightened exposure to 
community-level trauma, Black Americans also encounter 
racial trauma, a form of race-based stress related to histori-
cal and ongoing discrimination (Comas-Díaz et al., 2019). 
The discrepant findings regarding the performance of the 
PC-PTSD among racially minoritized individuals warrant 
investigation into the PC-PTSD-5’s optimal cut-scores and 
item performance, based on probable DSM-5 PTSD status 
on the PCL-5, among predominantly Black patients at an 
urban, safety net hospital.

The Current Study

The properties and utility of the PC-PTSD-5 remain rela-
tively unexplored in community-based populations. Evaluat-
ing the performance of the PC-PTSD-5 against a criterion 
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of probable DSM-5 PTSD status measured by the PCL-5 is 
necessary to determine whether the PC-PTSD-5 can be used 
as a brief alternative to the PCL-5 in under-resourced health 
systems with high proportions of socioeconomically vulner-
able and racially minoritized patients. Additionally, because 
the most clinically useful cut score may depend on popula-
tion, setting, and screening goals (i.e., PTSD detection vs. 
resource conservation; Prins et al., 2016), further study into 
the optimal cut-score of the PC-PTSD-5 in trauma-exposed 
Black patients is needed. The current study evaluated PC-
PTSD-5 correspondence with the PCL-5 to determine 
optimal cut-scores and item performance for use as a brief 
screener in a publicly funded, urban, safety net hospital.

Consistent with expectations of a screener (Raykov, 2016; 
Furr, 2018, pp. 456–460, 477–483), we expected the PC-
PTSD-5 would be highly sensitive to detecting individu-
als on the low-to-moderate end of probable PTSD sever-
ity and planned to report which PC-PTSD-5 cut-score would 
optimize sensitivity. We hypothesized the PC-PTSD-5 would 
have good overall efficiency for detecting probable DSM-5 
PTSD status from the PCL-5 in the current sample, and that 
the same cut-score of three in the literature on the use of PC-
PTSD-5 in other populations would optimize the efficiency 
of detection of probable DSM-5 PTSD. We expected that 
PC-PTSD-5 items would have adequate discriminative abil-
ity, or provide adequate information, to distinguish between 
individuals with and without self-reported probable PTSD.

Material and Methods

Participants and Procedure

Data were collected as part of a large, ongoing study of 
trauma exposure and related symptoms in a healthcare-seek-
ing population (Grady Trauma Project). Participants were 
recruited from waiting rooms at a publicly funded, safety-net 
hospital in the southeastern United States. Trained interns 
approached patients in the primary care, gynecology and 
obstetrics, and diabetes medical clinics regarding potential 
participation. During the COVID-19 pandemic, patients 
attending medical visits were contacted via telephone and 
invited to participate. Interns were undergraduate, postbac-
calaureate, or graduate students and participated in didac-
tics on research interviewing, shadowed visits, and were 
observed conducting interviews as training. Data collection 
and study procedures were approved by Emory Univer-
sity’s Institutional Review Board and the Grady Research 
Oversight Committee. The investigation was carried out 
in accordance with the latest version of the Declaration of 
Helsinki. Informed consent was obtained from all study par-
ticipants after the nature of the procedures were explained. 
Trained interns verbally administered an interview with a 

variety of self-report questionnaires to consenting individu-
als; self-report measures were read aloud to all participants 
to increase accessibility and avoid the assumption that 
patient literacy levels matched those recommended for each 
measure. On average, this interview took approximately 45 
to 75 min.

Between 2016 and 2021, 440 participants completed 
both the PC-PTSD-5 and the PCL-5. Fifteen participants 
were removed from the study due to an incomplete PCL-5, 
which rendered probable DSM-5 PTSD status unable to be 
computed. Three participants were removed because they 
denied trauma exposure, leaving a final sample of 422 par-
ticipants. Participants were primarily Black (92.7%, n = 391) 
and female (85.8%, n = 362), with a mean age of 42.0 years 
(SD = 13.4 years). Most participants were high school gradu-
ates or equivalent (83.2%, n = 350), living in poverty (i.e., 
household monthly income of less than $2,000; 74.4%, 
n = 272), and unemployed (58.5%, n = 247).

All participants except one endorsed exposure to one or 
more trauma types (n = 421). One participant was removed 
from trauma type analyses due to inability to confirm trauma 
exposure based on missing data. Participants reported expo-
sure to an average of nine trauma types (SD = 4.6). The most 
frequently reported trauma types were exposure to a serious 
accident, injury, or illness (84.8%, n = 358), witnessing inter-
personal violence (80.6%, n = 340), being confronted with 
the murder of a family member (58.5%, n = 247), experienc-
ing sexual violence (57.8%, n = 242), experiencing intimate 
partner violence (56.6%, n = 238), experiencing child emo-
tional and/or physical abuse (54.0%, n = 228), and experi-
encing physical assault by someone other than a romantic 
partner (53.3%, n = 224).

Probable DSM-5 PTSD status was computed using partic-
ipants’ scores on PCL-5 items, such that PCL-5 items rated 
two (Moderate) or higher were considered as “endorsed” 
symptoms. We followed the DSM-5 PTSD diagnostic rule 
requiring the presence of one re-experiencing symptom, 
one avoidance symptom, two negative alterations in cog-
nition and mood symptoms, and two hyperarousal symp-
toms. According to this approach, 45.0% of the final sample 
(n = 190) met criteria for probable DSM-5 PTSD.

Measures

Traumatic Events Inventory

Lifetime history of trauma exposure was assessed using the 
Traumatic Events Inventory (Gillespie et al., 2009). The 
TEI is a 14-item measure that inquires about exposure to 
24 different traumatic events individuals may have directly 
experienced, witnessed, or been confronted with. In the cur-
rent study, each item was rated on a binary scale (0 = No, 
1 = Yes). Participants who endorsed exposure to one or more 
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traumatic events were included in analyses. Construct valid-
ity of this measure has been shown in the same hospital 
patient population (Mekawi et al., 2022).

PC‑PTSD‑5

The PC‐PTSD‐5 (Prins et al., 2015, 2016) was used to deter-
mine the presence of posttraumatic stress symptoms over the 
last month. Each of five items were rated on a binary scale 
(0 = No, 1 = Yes). Higher scores indicate increased posttrau-
matic stress symptoms. Internal consistency of PC-PTSD-5 
items was high in this study (α = 0.80).

PCL‑5

Posttraumatic stress symptoms were also assessed via 
the PCL-5 (Weathers et al., 2013b), a 20-item self-report 
measure that corresponds with DSM-5 diagnostic criteria 
for PTSD. Respondents indicate the extent to which they 
were bothered by each symptom in the last month. Items 
are rated on a five-point scale ranging from 0 (Not at all) 
to 4 (Extremely). The PCL-5 has demonstrated high inter-
nal consistency and test–retest reliability, as well as strong 
convergent and discriminant validity (Blevins et al., 2015; 
Bovin et al., 2016; Wortmann et al., 2016). In the current 
study, the internal consistency of the PCL-5 as indicated by 
Cronbach’s alpha was very high (α = 0.95).

Data Analysis

We conducted descriptive analyses using IBM SPSS Sta-
tistics Version 27, performance evaluation analyses using 
DAG-Stat (Mackinnon, 2000), and item response theory 
(IRT) analyses in Mplus (Version 8; Muthén & Muthén, 
1998–2013). First, we computed scale-level descriptive 
statistics for all observed variables used and item-level 
descriptive statistics for the PC-PTSD-5 to assess internal 
consistency of items purportedly all measuring symptoms 
of PTSD. To briefly examine the association of observed 
PC-PTSD-5 scores to PCL-5 scores in a trauma-exposed, 
primarily Black, urban sample, we computed bivariate cor-
relations between PC-PTSD-5 total and item scores with 
PCL-5 scores and probable DSM-5 PTSD status.

For each possible cut-point in PC-PTSD-5 total score, 
we computed diagnostic classification performance metrics. 
First, we calculated sensitivity ([SE]; i.e., probability of a 
positive PC-PTSD-5 result among positive PCL-5 cases), 
specificity ([SP]; i.e., probability of a negative PC-PTSD-5 
result among negative PCL-5 cases), positive predictive 
value ([PPV]; i.e., probability that an individual in the sam-
ple has probable PTSD on the PCL-5 when the PC-PTSD-5 
is positive), negative predictive value ([NPV]; i.e., probabil-
ity that an individual in the sample does not have probable 

PTSD on the PCL-5 when the PC-PTSD-5 is negative), and 
efficiency or correct classification rate ([EFF]; i.e., the pro-
portion of the total number of PC-PTSD-5 predictions of 
self-reported probable PTSD that were correct). For all these 
indices, we calculated the 95% confidence interval of the sta-
tistic using the method described by McKenzie et al. (1997).

The measures of test performance described previously 
are not adjusted for chance agreement between the test and 
the diagnosis, making them ambiguous indicators of diag-
nostic utility (Kraemer, 1992). In addition, we calculated 
test quality indices for sensitivity, specificity, and efficiency, 
a technique that has been used effectively to identify opti-
mal cut-scores for measures of PTSD symptoms and com-
pare their diagnostic utility (Calhoun et al., 2010; Weathers 
et al., 1996). We also computed weighted kappa coefficients 
(κ) as chance-corrected indicators of test quality (Agresti, 
1990). These comparative measures of test quality with fixed 
endpoints (0 = change agreement to 1 = perfect agreement) 
can be used to compare the diagnostic utility of cut-points, 
items, or even different measures of PTSD. Because an 
“optimal” test may differ in its intended purpose and the 
perceived costs of false positives and negatives (e.g., detect 
everyone with possible PTSD regardless of false positives 
vs. diagnose clinically significant PTSD), weighted kappa 
coefficients were computed for each of the following test 
quality indices: optimally sensitive SE [κ(1)], optimally 
specific SP [κ(0)], and optimally efficient EFF [κ(0.5)]. Of 
these, the cut-point with optimal sensitivity would be most 
appropriate for using the PC-PTSD-5 as a screener.

Following Hawn et al. (2020), we repeated the above 
analyses with each PC-PTSD-5 item to examine the 
potential differential performance of individual PC-
PTSD-5 items. As an extension, we also evaluated PC-
PTSD-5 item performance using a latent approach by 
conducting an IRT analysis. An IRT model with a sin-
gle PTSD latent factor was specified using all five PC-
PTSD-5 items. Parameters were estimated with mean- 
and variance-adjusted weighted least squares (WLSMV) 
because it is recommended for categorical variables 
(Muthén & Muthén, 1998–2013) and maximum likeli-
hood (ML) does not generate model fit statistics in Mplus 
when using categorical indicators. Missing data were 
handled using pairwise deletion due to the small propor-
tion of missing data in the study (e.g., one respondent 
did not answer PC-PTSD-5 Item 4; Covariance Cover-
age = 0.998–1.00) and the inability to use full information 
maximum likelihood (FIML) with the WLSMV estimator. 
Model fit was evaluated using multiple indices following 
best practices (Brown, 2015): chi-square test (χ2, p ≥ 0.05 
good fit), comparative fit index (CFI ≥ 0.95 good fit; Hu 
& Bentler, 1999), Tucker-Lewis index (TLI ≥ 0.95 good 
fit; Hu & Bentler, 1999), standardized root mean square 
residual (SRMR < 0.08; Hu & Bentler, 1999), and root 
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mean square error of approximation (RMSEA; close fit if 
p > 0.05, poor fit if upper limit of 90% confidence inter-
val ≥ 0.10; Browne & Cudeck, 1993; Kline, 2011).

For the present study, IRT models non-linear asso-
ciations between a participant’s response to PC-PTSD-5 
items and their estimated level of the unidimensional 
latent trait of PTSD (θ). We first examined the Test Infor-
mation Function (TIF) to evaluate the overall amount of 
information the whole PC-PTSD-5 provides about one’s 
PTSD severity, and at which level of PTSD (range of 
θ) the PC-PTSD-5 is most precise (Reeve, 2003). Like 
for most screeners, we would hypothesize that the PC-
PTSD-5 provides the most information at a low-to-mod-
erate level of PTSD severity, in order to capture as many 
people in need of follow-up as possible (Raykov, 2016).

To add to our collective understanding of how the PC-
PTSD-5 is functioning in a primarily Black sample, we 
also examined the Item Information Function (IIF) that 
shows the extent to which each item contributes to the 
overall score on the latent trait of PTSD (Hambleton & 
Jones, 1993) and at which level of PTSD an item is most 
precise (Reeve, 2003). Higher peaks on the IIC indicate 
greater discrimination and can be compared between 
items to identify which are relatively better at discrimi-
nating and which, if any, items are less appropriate or 
underperforming for detecting PTSD in a Black sample. 
Much like the whole measure, we would expect to see 
peaks further to the left on the x-axis indicating better 
discrimination between individuals at lower levels of 
PTSD (Furr, 2018; Raykov, 2016).

Results

Internal Consistency

Correlational analyses indicated evidence of internal con-
sistency of the PC-PTSD-5 in the present sample, includ-
ing high coefficient alpha, large and significant item-total 
correlations, and an appropriate range of inter-item correla-
tions. See Table 1 for scale descriptive statistics for total and 
sub-scale scores for PCL-5 and total and item-level scores 
for PC-PTSD-5. See Table 2 for inter-item and item-total 
correlations for PC-PTSD-5 and bivariate correlations with 
PCL-5.

Using PC‑PTSD‑5 to Determine Probable PTSD 
Status on the PCL‑5

Beginning with correlational analyses (Table 2), individual 
PC-PTSD-5 items had significant observed relationships 
with PCL-5 total and subscale scores and probable DSM-
5 PTSD status. However, these were slightly weaker than 
expected for associations with another measure of the same 
construct. Overall, PC-PTSD-5 items produced higher corre-
lations with their corresponding PCL-5 subscales compared 
to PCL-5 scores on less theoretically related PTSD symptom 
clusters. Unsurprisingly, total PC-PTSD-5 scores were more 
strongly correlated with the PCL-5 total and subscale scores 
than individual PC-PTSD-5 items. PC-PTSD-5 total scores 
had a moderately high correlation with probable DSM-5 
PTSD derived from PCL-5.

Next, we inspected the test performance indices 
(Table 3) and chance-corrected indices of test quality (κ). 
The optimally sensitive cut-score that administrators may 

Table 1  Descriptive statistics for PC-PTSD-5 and PCL-5

REX, Reexperiencing; AV, Avoidance; NACM, Negative alterations in cognition and mood; AAR , Alterations in arousal and reactivity

Variable Items N M SD Possible range Range Skewness Kurtosis α

PC-PTSD-5
 Total Scale 5 437 2.94 1.82 0–5 0–5 −0.33  −1.36 .80
 1. Nightmares/Intrusive Memories – 437 0.55 0.50 0–1 0–1 −0.21  −1.97 –
 2. Internal/External Avoidance – 437 0.69 0.46 0–1 0–1 −0.83  −1.32 –
 3. Hypervigilance/Startle – 437 0.60 0.49 0–1 0–1 −0.40  −1.85 –
 4. Emotional Numbness/Withdrawal – 436 0.62 0.49 0–1 0–1 −0.48  −1.78 –
 5. Persistent Guilt/Distorted Blame – 437 0.50 0.50 0–1 0–1 −0.01  −2.01 –

PCL-5
 Total Scale 20 422 31.49 21.19 0–80 0–77 0.30  −1.05 .954
 REX Subscale 5 422 7.72 6.12 0–20 0–20 0.39  −1.06 .904
 AV Subscale 2 422 3.81 2.80 0–8 0–8 0.00  −1.38 .847
 NACM Subscale 7 422 10.56 8.07 0–28 0–28 0.33  −1.08 .895
 AAR Subscale 6 420 9.44 6.60 0–24 0–24 0.28  −1.10 .862
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select for inclusive screening purposes was one, which 
had 96% quality of sensitivity and 12% quality of speci-
ficity, at the cost of large numbers of false positives. This 
cut-score detected approximately 99% of individuals in 
the sample with probable DSM-5 PTSD from the PCL-5. 
Test performance indices revealed there is a 52% probabil-
ity (PPV) of a true positive screen when the PC-PTSD-5 
score is at least one and an 98% probability (NPV) of a 
true negative screen when the PC-PTSD-5 score is zero. 

In replicating the identification of an optimally efficient 
PC-PTSD-5 like in other studies, we identified a cut-score 
of four provided the best overall agreement with probable 
DSM-5 PTSD from the PCL-5. At the item-level, Item 1 
(nightmares intrusive memories) was superior to all other 
items in terms of calibrated overall efficiency and speci-
ficity, while Item 2 (avoidance) was superior to all other 
items in terms of sensitivity.

Table 2  PC-PTSD-5 inter-
item correlations and bivariate 
correlations with PCL-5 and 
probable DSM-5 PTSD status

N = 437 for inter-item and item-total PC-PTSD-5 correlations; N = 422 for correlations with PCL-5 scales. 
All correlation coefficients were statistically significant at p < .001
REX, Reexperiencing; AV, Avoidance; NACM, Negative alterations in cognition and mood; AAR , Altera-
tions in arousal and reactivity

Variable PC-PTSD-5 Item PC-
PTSD-5 
Total

1. Reexpe-
riencing

2. Avoidance 3. Altered 
Arousal

4. Numbing 5. Negative Mood 
& Cognitions

Item 1 – .797
Item 2 .522 – .706
Item 3 .451 .430 – .736
Item 4 .506 .340 .486 – .753
Item 5 .476 .366 .370 .465 – .725
PCL-5 REX .604 .503 .546 .476 .492 .707
PCL-5 AV .416 .483 .375 .414 .379 .555
PCL-5 NACM .558 .418 .508 .601 .595 .725
PCL-5 AAR .563 .469 .627 .617 .481 .744
PCL-5 Total .617 .512 .596 .613 .568 .784
Probable DSM-5 

PTSD status
.544 .490 .508 .539 .445 .680

Table 3  Diagnostic efficiency of PC-PTSD-5 total score cut-points and items for detecting probable DSM-5 PTSD status on PCL-5

N = 422 except when designated by *N = 421. PC-PTSD-5 cut-scores are designated by Score ≥ number (possible PC-PTSD-5 total scores are 
0–5). Parentheses indicate 95% confidence interval
SE, Sensitivity; SP, Specificity; PPV, Positive predictive value; NPV, Negative predictive value; EFF, Efficiency/Correct classification rate; 
κ(1) = quality of SE; κ(0) = quality of SP; κ(.5) = quality of EFF

Variable Test performance index Test quality index

SE SP PPV NPV EEF κ(1) κ(0) κ(.5)

PC-PTSD total score cut-points
Score ≥ 1* .99 (.97–1.00) .24 (.18–.30) .52 (.46–.57) .98 (.90–1.00) .58 (.53–.63) .96 .12 .21 (.16–.27)
Score ≥ 2 .97 (.94–.99) .48 (.41–.54) .60 (.55–.66) .96 (.90–.99) .70 (.66–.74) .90 .28 .43 (.36–.50)
Score ≥ 3 .94 (.90–.97) .67 (.60–.73) .70 (.64–.75) .93 (.88–.97) .79 (.75–.83) .85 .45 .59 (.52–.66)
Score ≥ 4 .86 (.80–.90) .81 (.75–.85) .78 (.72–.84) .87 (.82–.92) .83 (.79–86) .72 .61 .66 (.59–.73)
PC-PTSD items
Item 1 .86 (.80–.90) .69 (.62–.74) .69 (.63–.75) .85 (.80–.90) .76 (.72–.80) .68 .44 .53 (.45–.61)
Item 2 .94 (.90–.97) .51 (.45–.58) .61 (.55–.67) .92 (.85–.96) .71 (.66–.75) .81 .30 .43 (.36–.51)
Item 3 .88 (.82–.92) .62 (.55–.68) .65 (.59–.71) .86 (.80–.91) .74 (.69–.78) .70 .37 .48 (.41–.56)
Item 4* .91 (.86–.95) .62 (.55–.68) .66 (.60–.72) .89 (.84–.94) .75 (.70–.79) .76 .38 .51 (.43–.58)
Item 5 .76 (.69–.82) .69 (.63–.75) .67 (.60–.73) .78 (.71–.83) .72 (.67–.76) .50 .40 .44 (.36–.53)
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IRT Analysis

The IRT model had adequate fit according to some 
(CFI = 0.990, TLI = 0.980, SRMR = 0.039) but not all 
(χ2 = 18.58, p = 0.002; RMSEA = 0.079, 90% CI [0.043-
0.119]) fit statistics. Factor loadings and discrimination 
(a) and difficulty (b) parameters are presented in Table 4. 
The Test Information Function (TIF) and Item Informa-
tion Function (IIF) are presented in Figs.  1 and 2. The 

overall test appeared to be most precise at the level of low-
to-moderate PTSD severity (θ = -0.5–0), as expected for a 
screener (Fig. 1). Results revealed that only one item (Item 
1; nightmares, intrusive memories) was identified as being 
adequately discriminant (a ≥ 2). Item 1 was most frequently 
endorsed by individuals with the underlying trait of PTSD 
as measured by this model, which echoes its overall qual-
ity of efficiency for accurately predicting probable DSM-
5 PTSD status, as described earlier. All other PC-PTSD-5 

Table 4  PC-PTSD-5 IRT factor 
loadings and difficulty and 
discrimination parameters

N = 437
*p < .05; **p < .01

PTSD by Standardized fac-
tor loading

SE R2 Discrimination a Difficulty b

Item 1: Reexperiencing .897** .031 0.81 2.033**  −0.144*
Item 2: Avoidance .791** .040 0.63 1.291**  −0.631**
Item 3: Altered arousal .782** .040 0.61 1.256**  −0.315**
Item 4: Numbing .825** .038 0.68 1.457**  −0.361**
Item 5: Negative mood & 

cognitions
.764** .042 0.58 1.182**  −0.011

Fig. 1  Test information function 
(IIF) for PC-PTSD-5
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items demonstrated moderately low (1 ≥ a < 2) discrimina-
tion parameters (Table 4), indicating that their endorsement 
may not provide as much information about the latent trait of 
PTSD or differentiate between individuals with differences 
in presence of PTSD as much as expected. The binary nature 
of PC-PTSD-5 items may have contributed to this result if 
there was not adequate variance within responses to a sin-
gular item to capture wide-ranging levels of the latent trait 
of PTSD within the IRT framework.  

Next, IRT results showed a low-to-moderate difficulty of 
endorsing PC-PTSD-5 items (Table 4). The level of PTSD 
required for 50% of respondents to endorse individual PC-
PTSD-5 items was at or slightly below the mean of the 
latent trait of PTSD in the sample, which is consistent with 
expectations for a screener that is intended to capture any 
person with symptoms. According to the difficulty param-
eters (b; Table 4), there was some heterogeneity in difficulty. 
Item 2 (avoidance) was the easiest item, requiring very low 
levels of PTSD to endorse. Items 1 (nightmares, intrusive 

memories), 3 (hypervigilance, startle), and 4 (emotional 
numbness, withdrawal) required low-mild levels of PTSD 
to endorse, while item 5 (persistent guilt, distorted blame) 
required mild-moderate levels of PTSD to endorse.

Discussion

This study is the first to evaluate the PC-PTSD-5 in a largely 
minoritized, low resourced patient sample using chance cor-
rected test quality indices and IRT analyses. Broadly, results 
were highly consistent across analyses and provided prelimi-
nary support for the use of the PC-PTSD-5 as a brief alter-
native to the PCL-5 among trauma-exposed Black patients 
seeking medical services from an urban, public healthcare 
setting. When used as a screener in this sample of predomi-
nantly Black women with limited socioeconomic resources, 
a cut-score of one was found to have optimal sensitivity, and 
detected nearly all individuals (96%) with probable PTSD 

Fig. 2  Item information func-
tion (IIF) for PC-PTSD-5 items

Note. Item 1 = Reexperiencing; Item 2 = Avoidance; Item 3 = Altered Arousal; Item 4 = 

Numbing; Item 5 = Negative Mood & Cognitions.
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from the PCL-5. In fact, the cut-score of one yielded even 
higher levels of sensitivity to probable DSM-5 PTSD in our 
sample than reported in recent manuscripts on primarily 
White individuals and college students (Hawn et al., 2020). 
This finding that the PC-PTSD-5 was very sensitive to prob-
able PTSD in trauma-exposed Black individuals adds to the 
literature on measure performance and appropriate use, par-
ticularly as a screener, in this population.

Contextualizing our results within the current body of 
literature that has reported optimally efficient cut-scores, a 
PC-PTSD-5 cut-score of four in our sample yielded com-
parable efficiency found via the PC-PTSD in other popula-
tions, including veterans (Calhoun et al., 2010; Prins et al., 
2003, 2016) and civilians seeking substance abuse treat-
ment (van Dam et al., 2010). As is the case often between 
demographic groups, this threshold varies from the Prins 
et al.’s (2016) PC-PTSD-5 optimal cut-score of three in a 
primarily White, male veteran sample. Additional research 
is necessary to determine whether current results generalize 
to other diverse groups and settings. Potential moderators 
of inconsistent cut-scores across studies and samples may 
include demographics factors (e.g., race, gender, socioeco-
nomic status) and setting, but also factors such as modality, 
carryover effects, and interviewer-participant characteristics 
which are relevant to the administration method used in the 
current study.

We should note that although a threshold of one on the 
PC-PTSD-5 was found to be optimally sensitive in the cur-
rent sample, the prevalence of PTSD in different populations 
could affect the PPV and NPV. For example, if screening in a 
setting with a much lower base rate of probable PTSD, there 
may be a lower probability that individuals with higher PC-
PTSD-5 scores actually have PTSD. Although many health-
care systems may utilize a PC-PTSD-5 cut-score that is 
optimally sensitive because it is important to avoid missing 
individuals in need of care (i.e., false negatives), cut-scores 
can be adjusted according to the unique needs of particu-
lar health systems and differing applications. Regardless, 
the PC-PTSD-5 cannot be used as an independent means 
of diagnosing PTSD and should be followed by a referral to 
complete a comprehensive psychological assessment with 
a structured interview of trauma-related symptoms to dif-
ferentially diagnose PTSD.

When looking at the individual items of the PC-PTSD-5, 
IRT results indicated that Item 1 (nightmares, intrusive 
memories) appeared to be doing the heavy lifting, provid-
ing nearly double the information about PTSD as any of 
the other four items. The relatively lower discriminative 
ability (a < 2) of items 2–5 on the PC-PTSD-5 also indi-
cates that they may not be as clinically useful above and 
beyond screening for re-experiencing symptoms in this 
population. This was consistent with the internal consist-
ency results (α = 0.80) that showed PC-PTSD-5 items were 

highly inter-related with one another, meaning not all items 
may be necessary to accurately screen for probable PTSD. 
This evokes two crucial take-home points: (1) Using Item 1 
of the PC-PTSD-5 is likely to be nearly as sensitive as the 
whole measure to screen in this primarily Black sample; (2) 
Screening particularly for re-experiencing symptoms may be 
even more important for detecting probable PTSD in Black 
populations.

Interestingly, avoidance was endorsed by most individu-
als in the sample, including many with no or very low levels 
of probable PTSD. This finding is consistent with the high 
sensitivity and low specificity of avoidance symptoms on 
the PCL-5 in both college student and community samples 
(Silverstein et al., 2020). This item’s high sensitivity and low 
specificity may demonstrate the transdiagnostic nature of 
avoidance, in that it could be capturing individuals without 
PTSD who are using normative and adaptive safety behav-
iors for their environment (e.g., vigilance or avoidance of 
potential threats). This result could also reflect unique char-
acteristics of the present sample, such as self-protective 
attempts to not think about or encounter psychologically 
threatening stimuli that are more pervasive and generalized. 
The relatively higher difficulty of Item 5 (guilt, blame) high-
lights that assessing only for feelings of guilt and distorted 
blame in trauma-exposed Black populations could result in 
missing individuals with lower levels of PTSD who would 
still benefit from follow-up assessment and intervention.

The above findings highlight areas of potential differ-
ence in symptom-level expression depending on cultural 
background variables that need to be explored. We could 
not compare populations in the current study to understand 
if cultural or demographic differences (in expression or 
endorsement) were the reason for lower item performance. 
Future research is needed to determine if items are com-
paratively less informative in a sample of primarily Black 
women versus others, as well as to more broadly explore 
cultural differences in expression and endorsement of PTSD 
symptoms, especially given the differences in PTSD concep-
tualizations (e.g., inclusion of negative emotions and blame) 
between the DSM-5 and the International Classification of 
Diseases, 11th Edition (ICD-11; World Health Organiza-
tion, 2019). Future uses of IRT with the PC-PTSD-5 in other 
demographic groups are needed to contextualize our find-
ings. It will be important for these studies to examine if 
items do indeed differ in the amount of information they 
provide across racial groups, and if so, employ IRT to select 
more appropriate items from the 20-item pool for detecting 
PTSD in a Black sample.

Our reliance on self-report questionnaires as criterion rep-
resents a limitation of the current study. Following Forkus 
et  al. (2022) systematic review, the present study used 
the PCL-5 and the DSM-5 diagnostic rule to approximate 
probable DSM-5 PTSD status as a criterion to evaluate the 



 Journal of Clinical Psychology in Medical Settings

1 3

performance of the PC-PTSD-5. Research on the strength of 
the PCL-5 as a criterion for probable PTSD in Black Ameri-
cans is sparse (Mekawi et al., 2022). Also, this study solely 
intended to evaluate the performance of the PC-PTSD-5 in 
terms of probable DSM-5 PTSD determined via the PCL-5 
given its widespread use in primary care; we do not intend 
to imply screening scores from the PC-PTSD-5 or PCL-5 are 
equivalent to a PTSD diagnosis. Future studies should rep-
licate the present study by examining PC-PTSD-5 scores in 
relation to a PTSD diagnosis obtained through psychometri-
cally validated structured interview such as the Clinician 
Administered PTSD Scale for DSM-5 (CAPS-5; Weathers 
et al., 2013a).

Moreover, our findings reflect the study population, a 
group of primarily low-income Black women seeking care 
from a safety net hospital in a large city in the southeast 
region of the United States. Given what is known about 
stigma associated with mental health concerns within the 
Black community (Ward et al., 2013), it is possible that par-
ticipants may have not disclosed or downplayed the presence 
or severity of PTSD symptoms during the assessment. Per-
haps, participants found it more socially acceptable to report 
avoidance as compared to other PTSD symptoms (i.e., intru-
sions, negative alterations in cognitions and mood, altera-
tions in arousal or reactivity). More research is needed to 
explore participants’ perceptions of and reasons to endorse 
PC-PTSD-5 items and whether this varies by racial back-
ground. Results may not generalize to patients of different 
demographic backgrounds (e.g., men, college students), 
patients who are insured or seeking care at private hospitals, 
or patients in other geographic regions. In addition, future 
studies may consider validating the PC-PTSD-5 for use in 
detecting individuals with subthreshold PTSD, or those who 
are symptomatic but do not meet full PTSD criteria, as they 
may also benefit from intervention.

Primary care settings are the first avenue through which 
many individuals disclose mental health concerns and gain 
access to treatment through referral. It is essential that a 
PTSD screener demonstrates adequate sensitivity among 
a demographically similar sample before standard use in 
a particular patient population (or that differences in sen-
sitivity among demographic groups are well-documented 
in the broader literature) to prevent under-identification of 
possible PTSD in certain groups, which may ultimately lead 
to delayed treatment, lengthier chronicity, increased impair-
ment, and poorer health outcomes. It is also important to 
echo the mixed performance of the PC-PTSD-5 for non-
White individuals in the extant literature, which in combina-
tion with our findings, indicates that the PC-PTSD-5, like 
all other psychological symptom measures, should not be 
interpreted using a one-size-fits-all metric. If feasible, health 
systems should evaluate PC-PTSD-5’s performance within 
their patient population prior to use as a universal PTSD 

screener. Because public health systems are often under-
resourced and over-burdened, we acknowledge this recom-
mendation as idyllic; therefore, at minimum, systems should 
consider their patient population, best practices regarding 
referral, and hospital resources when choosing screeners or 
cut scores for probable PTSD.

Given the systemic issues that lower access to psychologi-
cal services and healthcare for Black women, it is even more 
crucial that brief screeners, like the PC-PTSD-5, can reliably 
detect possible PTSD during primary care encounters. Given 
public health systems predominantly care for underserved 
and socioeconomically vulnerable populations with consid-
erable barriers to receiving follow-up mental health services, 
the ability to refer to an integrated behavioral health team 
is especially important within safety net primary care clin-
ics (Miller et al., 2013). Ultimately, regardless of whether a 
patient chooses to engage with further mental health services 
or trauma-focused treatment, screening for PTSD symptoms 
is critical within primary care, as provider awareness of a 
patient’s trauma history and current level of symptoms can 
add context to the patient’s health history and presenting 
concern, thereby enhancing the providers’ case conceptu-
alization and treatment plan and strengthening the patient-
provider relationship (Lewis et al., 2019).

Conclusions

Aside from further evaluating the properties of the rela-
tively new PC-PTSD-5, the present study contributes 
substantially to the literature on assessment of PTSD 
within racially marginalized populations. We found the 
PC-PTSD-5 as a whole to have utility for detecting prob-
able DSM-5 PTSD status on the PCL-5 in a sample of 
trauma-exposed and primarily Black women, with a cut-
score of one optimizing sensitivity for screening. In com-
paring to literature on optimally efficient cut-scores, we 
found a cut-score of four was optimally efficient in our 
sample, and the PC-PTSD-5 had suboptimal performance 
for detecting PTSD if the widely used cut-score of three 
was applied. IRT analyses indicated that the PC-PTSD-5 
as a whole was most precise at low-to-moderate levels of 
PTSD, and Item 1 (nightmares, intrusive memories) was 
the only item with adequate discriminative ability. Over-
all, our findings suggest that the PC-PTSD-5 can function 
as a brief alternative to the PCL-5, although items 2-5 
may not be adding useful information above and beyond 
Item 1 within our population. Thus, the PC-PTSD-5 has 
the potential to benefit both patients and providers by cir-
cumventing reported barriers to PTSD screening within 
primary care. Future research should include larger sam-
ples with mixed demographic characteristics and the 
use of clinician-administered diagnostic interviews (i.e., 
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CAPS-5; Weathers et al., 2013a) to compare the proper-
ties of the PC-PTSD-5 and items across cultures and set-
tings. There is also a need for cross-cultural measurement 
invariance testing and continued IRT on the PC-PTSD-5 
to better understand presence and reasons for differential 
performance across racially marginalized groups. Without 
accurate and reliable assessment tools, an empirically sup-
ported understanding of the etiology of PTSD cannot be 
attained, and intervention efficiency cannot be adequately 
measured. We hope the present research inspires further 
evaluation of the efficacy of PTSD assessment tools for 
disadvantaged populations at risk for PTSD.
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