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or nearly one quarter of a century, primary care has
been described as the “de facto mental health care
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Posttraumatic Stress Disorder in Primary Care:
A Hidden Diagnosis

Yves Lecrubier, M.D.

Posttraumatic stress disorder (PTSD) is common worldwide, with prevalence rates ranging from
1% to nearly 40%, depending on the population studied. The disability and natural course of PTSD in
psychiatric patients have been well characterized. However, even though the primary care setting has
been described as the “de facto mental health care system,” surprisingly little is known about PTSD in
primary care. Available data from primary care clinics in the United States and Israel suggest that
PTSD may be as prevalent in this setting as has been reported in large epidemiologic studies. Patients
may be unlikely to endorse traumatic experiences or may not consider them related to their current
psychological problems. The prevalence of PTSD in primary care may indeed be higher than expected
because of underreporting of domestic violence and other histories of trauma. Recognition of PTSD
in primary care could be greatly improved if simple trauma histories were integrated into routine
medical examinations. Primary care clinicians who maintain a high index of suspicion for PTSD in
their patients with positive histories of trauma plus symptoms of depression or anxiety or other signs
of psychological distress, suicidal thoughts or actions, alcohol or substance abuse, or excessive health
care service utilization may increase the recognition rate of this disorder in their practices.

(J Clin Psychiatry 2004;65[suppl 1]:49–54)

F
system” because a majority of patients with psychiatric di-
agnoses are treated in the general medical care setting.1–3

Major depression and anxiety disorders, such as panic dis-
order, generalized anxiety disorder, social anxiety disor-
der, and obsessive-compulsive disorder, are very prevalent
in primary care.1 Even though primary care is the only
source of health care for most patients with psychiatric ill-
ness, many are neither diagnosed nor treated in this set-
ting. It has been estimated that 1 of 8 primary care patients
has an undiagnosed psychiatric disorder.4

Notably absent from these reports is a description of the
numbers of patients with posttraumatic stress disorder
(PTSD) who seek help in the primary care setting. It is
likely that patients with PTSD may also visit their primary
care physician more often than a mental health care pro-
vider,5 but definitive studies of the prevalence of PTSD in
primary care have not been conducted. PTSD is truly a

hidden diagnosis in primary care. The purpose of this
article is to review the current state of knowledge about
PTSD in primary care and to identify unmet needs in the
recognition and management of patients with PTSD in
primary care.

OVERVIEW OF PTSD

The syndrome of PTSD has long been accepted as an
adverse consequence of military service and combat
exposure and has been referred to by a variety of terms,
including “shell shock,” “combat fatigue,” and “post-
Vietnam syndrome.” Since 1980, when it was included as
a diagnosis in the third edition of the Diagnostic and Sta-
tistical Manual of Mental Disorders (DSM-III), PTSD has
also been increasingly recognized in civilians who are
victims of rape, physical assault, natural disasters, motor
vehicle accidents, and other traumatic events. Reported
rates of PTSD in general community samples vary widely
across the world, from as low as 1.3% in Germany to
37.4% in Algeria.6–8 The Global Burden of Disease study
estimates that by the year 2020, motor vehicle accidents,
war, and violence will be the third, eighth, and twelfth
leading causes of disability worldwide after ischemic
heart disease (first) and major depression (second).9 Thus,
it could be anticipated that rates of PTSD will increase
correspondingly.

Data from 2 large surveys of the general community
confirmed the prevalence of PTSD in the civilian adult
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population of the United States. The second wave of the
Epidemiologic Catchment Area survey provided data on
traumatic experiences and the rates of PTSD in 2493
adults from 1 geographic region of the United States. The
lifetime prevalence of PTSD in this population was 3.5%
in civilians exposed to physical attack.10 Data from the
National Comorbidity Survey (NCS) of more than 8000
community-living adults in the United States indicate that
more than 50% of the population have experienced a trau-
matic event at some point of their lives.7 Of those persons
who have been exposed to trauma, more than 10% have
experienced multiple traumatic events. The lifetime preva-
lence of PTSD in the NCS sample was 7.8%.7 Women
were twice as likely as men to develop PTSD in their life-
time (10.4% vs. 5%, p < .05).7

The most commonly reported traumas in the NCS that
were associated with the development of PTSD in men
were witnessing a traumatic event and combat exposure.
Rape and sexual abuse were the traumas most often asso-
ciated with PTSD in women.7 Domestic violence and early
childhood adversity, such as sexual abuse, physical abuse,
or neglect, are also becoming increasingly recognized as
traumatic events associated with PTSD.11–14

A diagnosis of PTSD requires exposure to 1 or more
traumatic events and the development of a characteristic
response, such as intense fear, helplessness, or horror,
that must be present for 1 month or longer and must
result in clinically significant distress or functional im-
pairment. The core symptoms of PTSD include 3 domains:
reexperiencing (e.g., flashbacks, nightmares), avoidance/
emotional numbing, and hyperarousal (e.g., irritability,
hypervigilance, exaggerated startle response). Posttrau-
matic stress disorder is associated with marked impair-
ment in quality of life, and patients often experience dif-
ficulties at work or in school, in fulfilling their family
responsibilities, and in maintaining personal relationships.
Serious psychiatric comorbidity is also prevalent in pa-
tients with PTSD. Data from the NCS demonstrate that
88% of men and 79% of women with a history of PTSD
have 1 or more comorbid psychiatric diagnoses, often ma-
jor depression, anxiety disorders, or alcohol/substance
abuse.7 Patients with PTSD are 6 times more likely to
attempt suicide than persons without PTSD.15

PREVALENCE OF PTSD IN PRIMARY CARE

Although definitive epidemiologic studies are lacking,
available evidence suggests that PTSD is prevalent in the
primary care setting. The findings of studies conducted
in primary care clinics and in women with histories of
childhood abuse or domestic violence offer compelling
evidence that PTSD is relatively common in primary
care.5,16,17

A series of studies in a large primary care clinic as-
sessed the rates of current and lifetime PTSD using a pa-

tient self-assessment demographic and psychiatric symp-
tom questionnaire followed by a structured diagnostic in-
terview 2 weeks later.5,17 Patients with both full and sub-
syndromal PTSD were assessed in this study because
subsyndromal PTSD is associated with significant func-
tional impairment, comorbidity, suicidality, and health
care utilization.18,19 In a population of 368 primary care
patients, the adjusted prevalence rate for current full or
subsyndromal PTSD was 11.8%. Of these patients, a ma-
jority (83%) met diagnostic criteria for current full PTSD,
and the remainder had subsyndromal PTSD.17 Lifetime
prevalence rates were higher for full PTSD (22.2%) than
for subsyndromal PTSD (5.3%).17 In addition, 22.7% had
current major depression, and 22.3% had both PTSD and
major depression.17 The type of trauma appeared to influ-
ence rates of psychopathology, with assaultive trauma be-
ing more strongly associated with a current diagnosis of
major depression and a history of PTSD.5

Physical and sexual abuse are traumatic events that are
associated with PTSD.11–14 In a survey of 1931 adult fe-
male primary care patients, 548 (28.4%) endorsed a his-
tory of abuse, and 126 (6.5%) had current exposure to do-
mestic violence.16 Although the presence of PTSD was not
ascertained in this study, psychological distress, substance
abuse, and the number of somatic symptoms increased in
direct proportion to the severity of violence. Even women
whose current violence exposure was categorized as low
severity (e.g., pushing, grabbing, threats of violence) had
significantly higher rates of substance abuse, psychologi-
cal distress, and physical symptoms compared with con-
trols. It is noteworthy that women who were exposed to
higher levels of violence were more likely to attempt sui-
cide or engage in suicidal thoughts, have a substance-
abusing partner or abuse drugs or alcohol themselves, use
emergency department services, and have a history of psy-
chiatric hospitalization than women without exposure to
domestic violence (Figure 1).

DETECTION OF PTSD IN PRIMARY CARE

The detection rate of PTSD in primary care settings,
even in a population with high rates of trauma exposure, is
extremely low. In a study conducted in Israel, military
physicians in primary care clinics rated 182 soldiers for
symptoms of psychological distress, and the results were
compared with patients’ self-rated scores on the General
Health Questionnaire (GHQ).20 Although 77 (42%) of the
patients  were experiencing psychological distress on self-
rating, the primary care physicians detected distress in
only 23 patients (13% of the total sample), 11 of whom did
not consider themselves distressed.

In another survey of a national sample of 2975 adult
primary care patients in Israel, traumatic events had been
experienced by 20% of men and 25% of women.21 Rates of
current PTSD were 7.5% for men and 10.5% for women.
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Of the individuals with PTSD, 80% of men and 92% of
women fulfilled self-rated GHQ criteria for psychological
distress. The primary care physicians in this study cor-
rectly diagnosed PTSD in only 2% of patients who ful-
filled diagnostic criteria for the disorder. The physicians
were more likely to detect psychological distress in pa-
tients with PTSD (OR = 4.8) compared with nondistressed
patients without PTSD. Thus, obtaining a lifetime trauma
history and focusing on psychological distress may in-
crease the likelihood of detecting PTSD in primary care
patients.

Comorbid psychiatric diagnoses, especially depression
and alcohol/substance abuse, are common in PTSD7 and
may be a chief complaint in primary care patients with
PTSD. Samson and colleagues22 conducted a study that
was originally designed to evaluate the detection and treat-
ment of depression and anxiety disorders by primary care
clinicians. In the course of conducting this study, they ob-
served unexpectedly high rates of PTSD, which prompted
further exploration of the presentation and clinical history
of this disorder in primary care. Of 7444 primary care pa-
tients who were screened for psychiatric disorders, 296
screened positive and underwent semistructured diagnos-
tic interviews, and 114 fulfilled diagnostic criteria for
PTSD. Thus, 38.5% of patients who screened positive for
psychiatric disorders and 1.5% of the total population had
a DSM-IV diagnosis of PTSD. Trauma and psychiatric
histories of the patients with psychiatric diagnoses sug-
gested that current domestic violence, seeking mental
health treatment, and suicidal behaviors predicted PTSD.
Of note, patients who were exposed to domestic violence
were nearly 6 times more likely to have a diagnosis of

PTSD compared with patients with other psychiatric dis-
orders (Table 1). Somatic symptoms, such as musculo-
skeletal, gastrointestinal, and neurologic symptoms, were
more common than symptoms of depression, anxiety, or
stress as chief complaints among patients with PTSD. The
mean number of clinic visits was higher among patients
with PTSD (1.16 per month) than the clinic average (0.21
per month) and was similar to clinic visits for major de-
pression (1.28 per month; p = .30 vs. PTSD). This post hoc
analysis is interesting because it suggests that physicians
who obtain a simple trauma history, which includes que-
ries about domestic violence, in patients with symptoms of
depression or anxiety may be nearly 6 times more likely to
detect undiagnosed PTSD in their patients. These findings
should encourage further prospective studies.

The presence of depression, functional disability, and
anxiety symptoms may also serve as useful clinical clues
to identify primary care patients with PTSD. In a randomly
selected sample of 1001 adult members of a large health
maintenance organization, 1 of 5 patients (N = 198;
19.8%) fulfilled diagnostic criteria for an Axis I psychi-
atric diagnosis as determined by a structured diagnostic
interview.23 In this population of primary care patients, 20
met full DSM-IV criteria for PTSD (2%), and of these, 13
had another psychiatric disorder, such as major depression,
phobia, or bipolar disorder. In an earlier analysis of this
population,24 symptoms of excessive anxiety and worry
(excluding generalized anxiety disorder) were associated
with greater occupational impairment, marital distress, and
mental health service use than controls. Of note was the
finding that in the subsample of patients with symptoms of
anxiety, nearly 1 of 8 patients met full diagnostic criteria
for PTSD.24 These findings suggest that the detection rate
of PTSD in primary care could be improved if clinicians
increased their level of suspicion among patients with de-
pression, anxiety symptoms, and functional disability.

IMPAIRMENT, HEALTH CARE UTILIZATION,
AND ECONOMIC BURDEN OF PTSD

PTSD in primary care is not trivial and is associated
with significant psychiatric comorbidity, functional dis-
ability, and high rates of health care resource utilization.
The presence of other mental illness, functional impair-
ment, and use of health care services were assessed in the
survey conducted by Stein and associates17 in 368 primary
care patients, 11.8% of whom had either full or subsyn-
dromal PTSD (prevalence rates adjusted for sampling
framework and nonresponse). Psychiatric comorbidity, in-
cluding major depression, anxiety disorders, and alcohol/
substance abuse, was the rule rather than the exception in
this population. Only 5 of the 18 patients with PTSD had
no other psychiatric diagnoses. This population also was
significantly more impaired than control subjects in terms
of function at work, at home, and in social life as deter-

Figure 1. Risk of Adverse Behaviors and Negative
Health-Related Outcomes Associated With Exposure
to Domestic Violencea

aData from McCauley et al.16 Prevalence ratios in a sample of 1383
adult female patients in 4 primary care practices. Prevalence ratio
calculated by dividing prevalence of parameter in a sample of current
low-severity violence (N = 47) or high-severity violence (N = 79) by
prevalence in a sample with no violence (N = 1257).
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mined by the Sheehan Disability Scale. Impaired produc-
tivity at work or days lost from work and use of health care
services were all significantly greater in the patients with
PTSD versus mentally healthy controls (Figure 2).

Mental health care utilization among veterans with
PTSD is high. However, the findings of a prospective sur-
vey conducted in a Veterans Affairs (VA) medical center in
the United States demonstrate that use of general medical
services is also elevated in veterans with PTSD compared
with matched controls without PTSD.25 Prospective as-
sessment of service use 1 year after diagnosis of PTSD re-
vealed that the median number of visits to a general medi-
cal clinic was 18 for veterans with PTSD compared with
10 for controls without PTSD. Medical service utilization
was particularly high among younger veterans with PTSD.
The severity of PTSD symptoms was also related to higher
medical service use.

A history of childhood maltreatment is associated with
increased somatic complaints, health-risk behaviors, and

use of health care resources in primary care. In a 5-year
survey of 1225 women who were randomly selected from
the membership of a large health maintenance organiza-
tion, 18% reported a history of childhood sexual abuse,
25% endorsed nonsexual abuse in childhood, and 57%
had no history of maltreatment.26,27 The presence of PTSD
was not ascertained. Compared with nonabused controls,
women who were maltreated as children were more likely
to describe their overall health as fair or poor (OR = 1.5;
95% CI = 1.3 to 1.7) and to have a significantly greater
number of mental health, pain disorder, and general medi-
cal diagnoses (p ≤ .05). A childhood history of abuse was
also associated with an increased likelihood of somatic
complaints (Figure 3), particularly among women who
were sexually abused as children.27

Median annual health care costs for a 5-year period
among the women with any history of abuse were $97
higher than for controls.26 When women with sexual abuse
histories were considered separately, costs were $245

Table 1. Trauma History and Psychiatric History of Primary Care Patients With Posttraumatic Stress
Disorder (PTSD) (N = 114) and With Non-PTSD Psychiatric Diagnoses (N = 182)a

Other Psychiatric
PTSD Disorders

Factor N % N  % Odds Ratio CI p Value

Current domestic violence 24 21.2 8 4.4 5.80 2.36 to 14.68 < .001
Mental health treatment 80 70.2 85 46.7 2.69 1.59 to 4.55 < .001
Psychiatric hospitalization 24 21.1 15 8.2 3.34 1.62 to 6.88 .001
Suicide attempt 34 29.8 16 8.8 4.41 2.20 to 8.92 < .001
Suicidal thoughts 19 16.7 14 7.7 2.27 1.02 to 5.05 .027
Alcohol/substance abuse 14 12.3 8 4.4 3.04 1.15 to 8.25 .012
aAdapted with permission from Samson et al.22

Figure 3. Odds Ratios for Somatic Complaints Among Female
Primary Care Patients With Sexual Abuse (N = 221) or
Nonsexual Abuse (N = 306) Compared With Nonabused
Control Patients (N = 698)a

aData from Walker et al.27

Abbreviation: TMJ = temporomandibular joint.
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Figure 2. Occupational Impairment and Health Care
Utilization in Primary Care Patients With Posttraumatic
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aData from Stein et al.17
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higher per annum than for nonabused controls for the
5-year period of the study. Women with sexual abuse his-
tories were nearly twice as likely as nonabused women
to use emergency department services during this period
(OR = 1.91). Utilization of mental health services was also
twice as likely among women with any history of abuse
(OR = 2.29) compared with nonabused controls.

CONCLUSION

Advances have been made in the recognition, treat-
ment, and outcome of primary care patients with mood and
anxiety disorders.28 However, many patients with PTSD
pass silently through the offices of primary care clinicians.
A majority are believed to return home with neither a diag-
nosis nor a treatment plan. Lifetime rates of PTSD in the
United States are roughly 7.8%, but the prevalence in the
primary care setting is not known with precision. Although
data from small studies suggest that the overall prevalence
of PTSD in primary care is 2%22,23 or higher,17,21 it is likely
that true prevalence rates are much higher. Patients with
histories of domestic violence or abuse may be particularly
at risk and greatly understudied.

Uncovering PTSD in primary care patients can be a dif-
ficult task. Patients with PTSD often present to their pri-
mary care physician with chief complaints of somatic
symptoms and do not relate the presence of these symp-
toms to exposure to traumatic events. Trauma histories are
not routinely obtained in primary care. Many patients will
not endorse a history of trauma or do not associate their
trauma exposure with current health-related problems.
Physicians may be reluctant to inquire about current or
past traumatic experiences due to stigma or time con-
straints in a busy office setting.

PTSD also may be associated with significant symp-
toms of other psychiatric disorders, such as depression,
anxiety, and substance/alcohol abuse. Depression and anx-
iety are often detected by primary care physicians; how-
ever, symptoms of PTSD may be overlooked.22 Physicians
who address only the symptoms of depressed mood or
anxiety may not recognize trauma as the underlying cause
and may miss the opportunity to offer referrals for appro-
priate medication and psychotherapy to their patients with
PTSD.

For PTSD to be recognized, diagnosed, and treated in
primary care patients, clinicians must maintain a high in-
dex of clinical suspicion for PTSD in patients with symp-
toms of depression and anxiety, substance/alcohol abuse,
suicidal behavior, psychological distress, functional dis-
ability, and excess utilization of health care services, par-
ticularly if patients have past or current exposure to trau-
matic events. A solution to making the diagnosis of PTSD
may be as simple as obtaining a trauma history. Patients
who are directly asked about past or present trauma, espe-
cially domestic violence, other forms of assaultive trauma,

and childhood abuse or neglect, may be more likely to
endorse a history than if they are not asked.
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Questions and Answers

Question: Why is PTSD so overlooked in primary care?

Dr. Lecrubier: We really do not know the answer to this
question. As with other psychological diagnoses, a major
factor is the absence of spontaneous complaints by the

patient. However, in my experience, when primary care
physicians use a structured interview tool that integrates
questions about psychological distress, suicidality, and
traumatic experiences, they are much more likely to
uncover patients with undiagnosed PTSD.

Question: Psychological distress was identified in
several studies as a possible predictor of PTSD in pri-
mary care patients. What is psychological distress, and
how can it be recognized in this patient population?

Dr. Lecrubier: Psychological distress can manifest in
many forms. However, in the context of exposure to
trauma and development of PTSD, patients with impaired
sleep, excessive worry, sadness, fear, avoidance of situa-
tions that remind the patient of the traumatic event, or
fatigue could be considered to have psychological
distress. ❏
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