
https://doi.org/10.1177/21501319241291751

Journal of Primary Care & Community Health
Volume 15: 1–10 
© The Author(s) 2024
Article reuse guidelines: 
sagepub.com/journals-permissions
DOI: 10.1177/21501319241291751
journals.sagepub.com/home/jpc

Creative Commons Non Commercial CC BY-NC: This article is distributed under the terms of the Creative Commons 
Attribution-NonCommercial 4.0 License (https://creativecommons.org/licenses/by-nc/4.0/) which permits non-commercial use, 

reproduction and distribution of the work without further permission provided the original work is attributed as specified on the SAGE and Open 
Access pages (https://us.sagepub.com/en-us/nam/open-access-at-sage).

Original Research

Introduction

Post-traumatic stress disorder (PTSD) is a mental health con-
dition triggered by experiencing a stressful, shocking, and 
dangerous event.1 Lifetime exposure to trauma is estimated at 
80% of the U.S. civilian population and lifetime prevalence of 
PTSD is estimated at 7.7% to 17.0%.2,3 Due to a complex 
interplay of biological, social, and economic risks, exposure 
to trauma, and development of PTSD disproportionately 
affects females, people who are racial/ethnic minorities, sex-
ual and gender minorities, and have lower incomes.2-7 Social 
determinants of health (also called social risks) such as lack of 
safe housing, lack of transportation access, or food insecurity 

contribute to both the prevalence of trauma exposure and the 
development of PTSD within marginalized populations.8,9

In the U.S., COVID-19 exacerbated long-standing health 
inequities by race, ethnicity, and income.10 Emerging evi-
dence suggests that the COVID-19 pandemic itself constitutes 
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Background: The prevalence of Post Traumatic Stress Disorder (PTSD) has been rising since the start of the 
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care in a national network of safety-net, community-based health centers with integrated behavioral health programs 
that serve patients at high risk for PTSD. Methods: We analyzed electronic health record data from patients with 1 
or more behavioral health visits during 2019 to 2022 using repeated cross-sectional data to visualize trends. Change 
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among people receiving integrated behavioral health care at community-based health centers, with disparities observed 
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particularly for those subpopulations observed to have higher prevalence.
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a traumatic event capable of eliciting traumatic stress reac-
tions and triggering PTSD.11 Early research indicates that 
females, sexual minorities, gender diverse individuals, and 
people with social risks were more likely to experience post-
traumatic stress symptoms during the pandemic.12

Unfortunately, the COVID-19 pandemic was not a singu-
lar event with a defined end date that can be attributed to an 
increase in PTSD. Even after stay-at-home orders were 
revoked, the repercussions of COVID-19 on housing and 
food insecurity and job loss persisted.13 Furthermore, PTSD 
may emerge months or years after a traumatic event, or it can 
be triggered by the experience of multiple traumatic events.14

Community-based health centers (referred to hereafter 
simply as health centers), which provide safety-net primary 
and behavioral health care to populations at high risk for 
PTSD, are an important setting for assessing trends in PTSD 
prevalence through a health equity lens.15-17 Health center 
clinical data from electronic health records (EHRs) can help 
to elucidate trends in PTSD prevalence over time among 
populations with health disparities.

This study used EHR data from patients seeking behavioral 
health care at 200 health centers to evaluate PTSD prevalence 
over a 4-year period beginning with the year prior to the pan-
demic. We hypothesized that PTSD prevalence in this popula-
tion would increase over the study period and would increase 
during and in the years following the COVID-19 pandemic.

Methods

Setting and Data Source

This retrospective study used data from  OCHIN, a 
national nonprofit health innovation organization that pro-
vides a single instance of the Epic EHR system to mem-
bers which include Federally Qualified Health Centers, 
Rural Health Centers, and health center lookalikes.18 Data 
from the shared EHR (eg, patient demographics, insurance 
at appointment, patient addresses, prescriptions, diagno-
ses, laboratory results, and vitals) are collected and stan-
dardized, resulting in robust, longitudinal data. The 
Institutional Review Board of Case Western Reserve 
University reviewed and approved this study.

Study Sample

Per our study criteria, we first identified all primary care 
clinics that provided care in 2019 across the OCHIN mem-
ber network. These methods are described elsewhere.19 We 
then identified all patients who had a visit with a behavioral 
health provider and/or had an associated procedure code 
indicating an in-person or telehealth behavioral health visit 
in clinics with integrated behavioral health, between 
January 1, 2019 and December 31, 2022. A patient with 
multiple visits across years was considered to be a patient 
treated for PTSD in each year in which they had a visit. 

Behavioral health providers were classified based on cre-
dentialling information, with National Provider Identifier 
(NPI) codes. All visits for patients aged 12 to 89 years, 
between 2019 and 2022, completed by a behavioral health 
provider, and/or with a behavioral health procedure code 
were included in the analysis, resulting in a dataset focused 
on primary care-integrated behavioral health services. See 
Appendix A for a diagram of the sample selection.

Outcomes

We defined the prevalence of PTSD as the percentage of 
patients with a PTSD diagnosis (see Appendix B for a full 
list of diagnosis codes included in analysis) during a visit for 
psychotherapy or psychiatry during a visit where the provide 
documented 1 or more diagnosis codes indicating PTSD.

Independent Variables

The primary independent variable of interest was the year 
over year change in PTSD prevalence in the population 
accessing integrated behavioral health services within health 
centers. Patient-level factors included in the analysis were 
age at last appointment during the year, legal sex, sexual ori-
entation, indication of gender diversity, race, ethnicity, annual 
days of care (multiple visits during the same day were col-
lapsed into 1 care day), social risk screening result (positive, 
negative, or unscreened), and other active behavioral health 
conditions. Gender diverse patients were identified in EHR 
data based on an algorithm that considers diagnosis and med-
ical history, surgical history of gender reassignment, and 
structured EHR fields.20 This algorithm went beyond basic 
demographic information to identify gender diverse patients.

Statistical Methods

The count of visits for PTSD and prevalence of PTSD were 
plotted by quarter and year. Recognizing that PTSD can 
present differently in adolescents and adults, we separately 
evaluated care among these 2 age groups. A generalized lin-
ear mixed model was used to evaluate PTSD care over 
4 years. To account for the clustering of patients within clin-
ics, the clinic identifier was included as a random effect. The 
diagnosis codes for the behavioral health conditions are pro-
vided in Appendix B.

Results

There were 182 419 distinct patients who received integrated 
behavioral health at one of the 200 clinics during the study 
period. Of these behavioral health patients, 13 205 (7%) were 
adolescents, 113 116 were (62%) female, and 37 350 (20%) 
were Black or African American; 6102 (3%) were determined 
to be transgender or gender diverse (TGD). See Table 1 for the 
full demographic profile of the patient sample (Table 2).
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Table 1. Demographic Characteristics of Adolescents and Adults Who Received Behavioral Health Care Across 200 Health Clinics 
From January 2019 to December 2022, by Post-Traumatic Stress Disorder (PTSD) Diagnosis.

Overall

PTSD diagnosis

 No Yes

 N N (%) N (%)

Total patients 182,419 134,188 (73.6) 48,231 (26.4)
Age (years), mean (SD) 40 (16.1) 39.8 (16.6) 40.5 (14.4)
 12-17 13,205 11,279 (85.4) 1,926 (14.6)
 18-24 22,176 16,922 (76.3) 5,254 (23.7)
 25-34 41,348 29,935 (72.4) 11,413 (27.6)
 35-44 35,411 24,624 (69.5) 10,787 (30.5)
 45-54 29,978 20,654 (68.9) 9,324 (31.1)
 55-64 27,387 20,145 (73.6) 7,242 (26.4)
 65-74 10,349 8,344 (80.6) 2,005 (19.4)
 74-89 2,565 2,285 (89.1) 280 (10.9)
Legal sexa

 Female 113,116 80,202 (70.9) 32,914 (29.1)
 Male 69,303 53,986 (77.9) 15,317 (22.1)
Gender identity
 Presumed Cisgender 176,317 130,308 (73.9) 46,009 (26.1)
 Gender Diverse 6102 3,880 (63.6) 2,222 (36.4)
Sexual orientation
 Straight 121,542 89,602 (73.7) 31,940 (26.3)
 Unknown 41,092 31,367 (76.3) 9,725 (23.7)
 Other Sexual Orientation 19,785 13,219 (66.8) 6,566 (33.2)
Race
 American Indian or Alaskan Native 2,350 1,585 (67.4) 765 (32.6)
 Asian 3,793 2,884 (76.0) 909 (24.0)
 Black or African American 37,350 25,370 (67.9) 11,980 (32.1)
 Multiple race 3,087 2,039 (66.1) 1,048 (33.9)
 Native Hawaiian or Other Pacific Islander 491 356 (72.5) 135 (27.5)
 Unknown/Unreported 17,757 13,607 (76.6) 4,150 (23.4)
 White 117,591 88,347 (75.1) 29,244 (24.9)
Hispanic ethnicity
 Non-Hispanic 129,082 92,354 (71.5) 36,728 (28.5)
 Unknown 13,256 9,859 (74.4) 3,397 (25.6)
 Hispanic 40,081 31,975 (79.8) 8,106 (20.2)
Ever screened for social risksb

 Never screened 131,669 99,432 (75.5) 32.237 (24.5)
 Screened negative 22,100 16,996 (76.9) 5,104 (23.1)
 Screened positive 28,650 17,760 (62.0) 10,890 (38.0)
Annual care days
 1 56,108 46,676 (83.2) 9,432 (16.8)
 2-3 48,308 37,164 (76.9) 11,144 (23.1)
 4-6 32,495 22,872 (70.4) 9,623 (29.6)
 7+ 45,508 27,476 (60.4) 18,032 (39.6)
Other active behavioral health conditionsc

 Other anxiety disorders 120,372 89,710 (74.5) 30,662 (25.5)
 Substance use disordersd 53,795 37,023 (68.8) 16,772 (31.2)
 Major depressive disorder 70,960 49,301 (69.5) 21,659 (30.5)
 Depressive episode 78,440 59,853 (76.3) 18,587 (23.7)

aPatients with unknown legal sex were excluded, due to an incomplete medical record. Legal sex is a required field in Epic.
bSocial determinants of health is a broad category, and each clinic has autonomy to determine which, and how many, social determinants of health they 
collect for patients. A patient was considered screened when at least 1 social risk domain was associated with a response.
cPatients are included if they had a primary or secondary visit diagnosis during the year and at least 1 corresponding behavioral health visit during the 
year.
dExclusive of nicotine dependence.
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The odds of having a PTSD diagnosis increased sig-
nificantly from 2019 to 2022 (OR = 1.09, 95% CI = 1.08, 
1.10). The percentage of adult behavioral health patients 
experiencing PTSD increased from 24.6% in the first 
quarter of 2019 to 31.6% in the fourth quarter of 2022 
(Figure 1). Among adolescents, the percentage of indi-
viduals treated for PTSD (14%) was much lower than 
that in adults (27%). Data by quarter suggests a slight 
increase over the 4 years, with 13.4% of adolescent 
behavioral health patients being treated for PTSD in the 

first quarter of 2019, increasing to 17.2% in the fourth 
quarter of 2022. The percentage of adolescents who 
received care for PTSD peaked during 2020 and began to 
rise again in the third quarter of 2022. (Figure 2) Review 
of quarterly data suggests that PTSD was on an upwards 
trend prior to the start of the COVID-19 pandemic in 
March 2020, and that this increased trend continued 
across adolescent and adults for both males and females.

Multivariate modeling showed that specific patient 
populations experienced increasing odds of PTSD over 
the 4 years in this study: females were more likely to have 
a PTSD diagnosis compared to males (OR = 1.81, 95%CI 
1.78-1.84). Patients who identify as Black or African 
American (OR = 1.09, 95% CI = 1.07, 1.12), identify as 
lesbian, gay, bisexual, queer, intersex, and asexual 
(LGBTQIA; OR = 1.29, 95% CI = 1.26, 1.33) or gender 
diverse individuals (OR = 1.36, 95% CI = 1.29, 1.42) had 
an increased odds of PTSD. Patients receiving care more 
frequently (defined as 7 or more days of care) also had a 
higher odds of PTSD compared to those with only a sin-
gle visit (OR = 2.18, 95% CI = 2.13, 2.24) as did patients 
who screened positive for 1 or more social risks 
(OR = 1.52, 95% CI = 1.46, 1.57).

Discussion

This study shows that PTSD prevalence and treatment 
was increasing prior to the COVID-19 pandemic and 
continued to increase throughout 2022 among marginal-
ized populations seeking care in health center settings. 
While lock-downs, job loss, and other conditions created 
during COVID-19 likely increased stress, trauma, and 
PTSD, quarterly review of PTSD prevalence from 2019 
to 2022 showed a steady increase. This is likely due to a 
complex interplay of factors including the nature of 
PTSD presentation, behavioral health care access, and 
care seeking behaviors.

Consistent with previous findings, our study showed 
that people documented as females, Black or African 
American, or those who were identified as transgender or 
gender diverse were more likely to experience PTSD 
compared to people documented as male, white, or those 
who were presumed to be cisgender.2-7 We also observed 
through data visualization that adult and adolescent 
females experience a higher prevalence of PTSD (Figures 
1 and 2). The persistently higher prevalence is consistent 
with prior studies, suggesting that PTSD is related to 
multiple sociocultural and non-sociocultural factors in 
this population.2-7,12 Our findings also demonstrated that 
among people who received care in health centers, those 
with PTSD were more likely to have frequent visits. This 
finding supports previous studies that PTSD is associ-
ated with greater healthcare utilization.21 The finding 
that patients with other active behavioral health 

Table 2. Results of the Adjusted Generalized Linear Mixed 
Model of PTSD Treatment From 2019 to 2022.

Odds ratio (95% CIa)

Year (2019-2022) 1.09 (1.08-1.10)
Age (years; reference: 18-24)
 12-17 0.62 (0.59, 0.65)
 25-34 1.20 (1.16, 1.24)
 35-44 1.40 (1.36, 1.45)
 45-54 1.43 (1.39, 1.48)
 55-64 1.04 (1.01, 1.08)
 65-74 0.65 (0.62, 0.68)
 75-89 0.37 (0.33, 0.41)
Female (reference: Male) 1.81 (1.78, 1.84)
LGBTQIA (reference: Straight)
 Unknown 0.93 (0.91, 0.95)
 Yes 1.29 (1.26, 1.33)
Gender diverse (reference: 
presumed cisgender

1.36 (1.29, 1.42)

Race (reference: White)
 American Indian or Alaskan 
Native

1.51 (1.41, 1.62)

 Asian 1.03 (0.97, 1.10)
 Black or African American 1.09 (1.07, 1.12)
 Multiple races 1.41 (1.32, 1.50)
 Native Hawaiian or Other Pacific 
Islander

1.35 (1.15, 1.58)

 Other/unknown 1.04 (1.01, 1.08)
Hispanic ethnicity (reference: Non-Hispanic)
 Unknown 0.91 (0.87, 0.94)
 Yes 0.79 (0.77, 0.81)
Annual care days (reference: 1 day)
 2-3 1.30 (1.27, 1.33)
 4-6 1.61 (1.57, 1.65)
 7+ 2.18 (2.13, 2.24)
Social risk need (reference: screened negative)
 Never screened 1.23 (1.19, 1.27)
 Screened positive 1.52 (1.46, 1.57)
Other behavioral health conditions
 Anxiety 0.66 (0.65, 0.67)
 Substance use disorders 0.96 (0.94, 0.98)
 Major depression 0.99 (0.97, 1.00)
 Depressive episode 0.72 (0.70, 0.73)

aBolded values indicate that 95% CI does not cross one.
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Figure 1. Adult patients (18-89) treated for PTSD in the behavioral health context by quarter 2019 to 2022.
Abbreviation: BH, behavioral health.
Vertical line indicates the generally accepted start date for the COVID-19 pandemic in the United States.

Figure 2. Adolescent patients (12-17) treated for PTSD in the behavioral health context by quarter 2019 to 2022.
Abbreviation: BH, behavioral health.
Vertical line indicates the generally accepted start date for the COVID-19 pandemic in the United States.
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conditions had lower likelihood of comorbid PTSD was 
surprising as PTSD is often comorbid with depression, 
substance abuse, and anxiety disorder.22 It is likely that 
this was due to diagnostic coding practices where clini-
cians may be documenting mental health comorbidities 
in provider notes rather than updating standardized EHR 
problem lists.23

It is well documented that estimation of PTSD preva-
lence is challenging, as a wide variety of traumatic events 
may trigger PTSD3 and that vulnerability and resistance 
to PTSD are largely variable.24 Treatment capacity for 
PTSD is often lacking, especially among populations 
with low-income and/or public insurance. Finally, a com-
plex interplay of factors can impact an individual’s 
choice to seek initial treatment and remain in treatment.

This study was conducted in health centers that offer 
integrated primary care and behavioral health care services. 
Health centers have been innovative and early adopters of 
integrated behavioral health models and were an essential 
source of behavioral health care for populations with a 
higher risk of PTSD through the pandemic.25,26 Health cen-
ters have innovated in the area of behavioral health care in 
recent years, with programs to improve access and increase 
the number of providers available.27 However, health cen-
ters alone cannot solve persistent inequities in behavioral 
health access among underserved populations.28 Significant 
new funding streams to bolster safety-net behavioral health 
clinics are designed to continue to address these gaps.29,30

Limitations of the current study include a clinic cohort 
that excluded free-standing behavioral health clinics and 
only comprised primary care clinics with integrated 
behavioral health care in health centers.19 We limited the 

assessment of PTSD to behavioral health services and 
did not include care for PTSD provided during primary 
care visits. We recognize that primary care is an impor-
tant venue to identify and manage PTSD, especially for 
safety-net populations who often have challenges with 
accessing behavioral health care.15,16,31 While screening 
for depression is recommended in primary care, there are 
no evidence-based guidelines at this time for PTSD 
screening for all primary care patients.32 Our study is 
limited to patient EHR data collected at clinics within the 
OCHIN  network. Care provided by therapists or psy-
chiatrists in organizations not affiliated with OCHIN is 
not included in our study as these data were not available 
to the study team; this limitation would include referrals 
to outside organizations. It is therefore possible that 
PTSD prevalence may be underreported. Due to the 
optional nature of the collection of demographic data 
related to sexual orientation and gender identity, we may 
underreport PTSD prevalence in those populations. 
Despite these limitations, we measured PTSD the same 
way during each time period, and thus the trends over 
time are highly likely to be valid.

Health centers have invested significantly to increase 
behavioral health services to meet the needs of their 
patients.27,33 As PTSD prevalence continues to increase, 
there is a clear need for long-term strategies and invest-
ment in tailored PTSD care for the diverse populations 
served in health centers. Further study is warranted to 
track continued changes in PTSD prevalence and to 
investigate PTSD treatment modality (psychiatry vs psy-
chotherapy) and care context (in-person vs telehealth) 
and the relationship between social risks and PTSD.
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Appendix A. Flowchart of Dataset Creation.
Abbreviations: AV = ambulatory visit, TH = telehealth visit, PC = primary care, E&M = Evaluation and Management, FQHC = Federally Qualified 
Health Center, RHC = rural health center.
aPrimary care providers were identified if they had any of the following:
- Grouping = Allopathic & Osteopathic Physicians, AND Classification = Family Medicine, Internal Medicine, General Practice, Pediatrics, or 
Preventive Medicine.
- Grouping = Physician Assistants & Advanced Practice Nursing Providers, AND Classification = Nurse Practitioner, Clinical Nurse Specialist, 
Physician Assistant, or Licensed Practical Nurse, AND Provider type ≠ MH Nurse Practitioner, Psychiatric Nurse Pract, MH Nurse Practitioner, 
Mental Health, Psych Mental Health Nurse Prac, Behavioral Health Provider, Psychiatrist, or Behavioral Health Specialist, AND Specialization ≠ 
Psych/Mental Health, Psych/Mental Health—Adult, Psych/Mental Health—Child & Adolescent, Psych/Mental Health—Child & Family, or Psych/Mental 
Health—Community.
- Classification = Military Health Care Provider or Student in an Organized Health Care Education/Training Program, AND Provider type = 
Physician, Doctor, Medical Doctor, Medical Doctors, Doctor of Medicine, MD, Osteopath, Doctor of Osteopathy, DO, Medical Resident, Resident, 
Resident provider, Nurse Practitioner, NP, Advanced Registered Nurse Prac, Advanced Registered Nurse Practitioner, ARNP, Cert. Reg. Nurse 
Practitioner, Adv. Reg. Nurse Practitioner, Advanced Nurse Practitioner, Certified Nurse Practicioner, Adv Reg Nurse Practitioner, Adult Nurse 
Practitioner, ARNP/Hcios ARNP/NP, Advanced Practitioner, Adult Nurse Practioner, MSN/NP-C, Dr Nurse Practitioner, Physician Assistant, 
Physicians Assistant, Physician Assistant Certified, PA, PA-C.
- Classification = Naturopath OR Provider type = Naturopath.
- Classification = Midwife, Midwife—Lay, Advanced Practice Midwife, OR Provider type = Midwife, Certified Nurse Midwife.
bCPT codes with E&M: 99381 to 99387, 99391 to 99397, G0438, G0439, G0468, 99201 to 99205, 99212 to 99215, 99241 to 99245.
cPrimary patients defined as having a visit with a primary care provider and E&M code.
dSites excluded: eye institute, solely family planning/immunizations, urgent care, naturopathic, solely mental health.

Appendix B. Diagnosis Codes Used to Identify Behavioral Health Diagnoses.

Visit diagnosis code Categorization Visit diagnosis code Categorization

F43.1 PTSD F32 Depressive episode
F43.10 PTSD F32.0 Depressive episode
F43.11 PTSD F32.1 Depressive episode
F43.12 PTSD F32.2 Depressive episode
F41 Anxiety F32.3 Depressive episode
F41.0 Anxiety F32.4 Depressive episode
F41.1 Anxiety F32.5 Depressive episode
F41.3 Anxiety F32.8 Depressive episode
F41.8 Anxiety F32.81 Depressive episode
F41.9 Anxiety F32.89 Depressive episode
F33 Major depression F32.9 Depressive episode
F33.0 Major depression F32.A Depressive episode
F33.1 Major depression F10 and all sub-codes Substance use disorder
F33.2 Major depression F11 and all sub-codes Substance use disorder
F33.4 Major depression F12 and all sub-codes Substance use disorder
F33.40 Major depression F13 and all sub-codes Substance use disorder
F33.41 Major depression F14 and all sub-codes Substance use disorder
F33.42 Major depression F15 and all sub-codes Substance use disorder
F33.8 Major depression F16 and all sub-codes Substance use disorder
F33.9 Major depression F18 and all sub-codes Substance use disorder
 F19 and all sub-codes Substance use disorder

Declaration of Conflicting Interests

The author(s) declared no potential conflicts of interest with respect 
to the research, authorship, and/or publication of this article.

Funding

The author(s) disclosed receipt of the following financial support 
for the research, authorship, and/or publication of this article: 
This study was funded by the National Institute on Aging 

(R01AG074946) and the National Institute on Minority Health and 
Health Disparities (R01MD016389). The research reported in this 
work was powered by PCORnet®. PCORnet has been developed 
with funding from the Patient-Centered Outcomes Research 
Institute® (PCORI®) and conducted with the Accelerating Data 
Value Across a National Community Health Center Network 
(ADVANCE) Clinical Research Network (CRN). ADVANCE is a 
Clinical Research Network in PCORnet® led by OCHIN in part-
nership with Health Choice Network, Fenway Health, University 



Jones et al 9

of Washington, and Oregon Health & Science University. 
ADVANCE’s participation in PCORnet® is funded through the 
PCORI Award RI-OCHIN-01-MC.

ORCID iDs

Matthew W. H. Jones  https://orcid.org/0009-0008-2636-2276
Annie E. Larson  https://orcid.org/0000-0002-0080-3220

References

 1. Center for Substance Abuse Treatment. Trauma-informed care in 
behavioral health services 2014. 2014. Accessed June 14, 2024. 
https://www.ncbi.nlm.nih.gov/books/NBK207191/box/part1_
ch3.box16/ 

 2. Breslau J, Kendler KS, Su M, et al. Lifetime risk and per-
sistence of psychiatric disorders across ethnic groups in 
the United States. Psychol Med. 2005;35(3):317-327. 
doi:10.1017/s0033291704003514

 3. Schein J, Houle C, Urganus A, et al. Prevalence of post-trau-
matic stress disorder in the United States: a systematic litera-
ture review. Curr Med Res Opin. 2021;37(12):2151-2161.  
doi:10.1080/03007995.2021.1978417

 4. Livingston NA, Berke D, Scholl J, et al. Addressing diversity 
in PTSD treatment: clinical considerations and guidance for 
the treatment of PTSD in LGBTQ populations. Curr Treat 
Options Psychiatry. 2020;7(2):53-69. doi:10.1007/s40501-
020-00204-0

 5. Sibrava NJ, Bjornsson AS, Pérez Benítez ACI, et al. 
Posttraumatic stress disorder in African American and 
Latinx adults: clinical course and the role of racial and eth-
nic discrimination. Am Psychologist. 2019;74(1):101-116. 
doi:10.1037/amp0000339

 6. Hiscox LV, Sharp TH, Olff M, et al. Sex-based contributors 
to and consequences of post-traumatic stress disorder. Curr 
Psychiatry Rep. 2023;25(5):233-245. doi:10.1007/s11920-
023-01421-z

 7. Bandelow B, Baldwin D, Abelli M, et al. Biological markers 
for anxiety disorders, OCD and PTSD – a consensus statement. 
Part I: neuroimaging and genetics. World J Biol Psychiatry. 
2016;18(3):162-214. doi:10.1080/15622975.2016.1190867

 8. Adler NE, Glymour MM, Fielding J. Addressing social 
determinants of health and health inequalities. JAMA. 
2016;316(16):1641-1642. doi:10.1001/jama.2016.14058

 9. Penman-Aguilar A, Talih M, Huang D, et al. Measurement 
of health disparities, health inequities, and social determi-
nants of health to support the advancement of health equity. 
J Public Health Manag Pract. 2016;22 Suppl 1(1):S33-S42. 
doi:10.1097/phh.0000000000000373

 10. Getachew Y, Zephyrin L, Abrams MK, et al. Beyond the 
case count: the wide-ranging disparities of COVID-19 in 
the United States. 2020. Accessed June 14, 2024. https://
www.commonwealthfund.org/sites/default/files/2020-09/
Getachew_beyond_case_count_COVID_disparities_sb_
v2.pdf

 11. Bridgland VME, Moeck EK, Green DM, et al. Why the 
COVID-19 pandemic is a traumatic stressor. PLoS One. 
2021;16(1):e0240146. doi:10.1371/journal.pone.0240146

 12. Folayan MO, Zuñiga RAA, Ellakany P, et al. Socio-economic 
factors associated with post-traumatic stress symptoms 
among adolescents and young people during the first wave 
of the COVID-19 pandemic. Sci Rep. 2024;14(1):2276. 
doi:10.1038/s41598-023-50333-8

 13. Center on Budget and Policy Priorities. The COVID-19 
economy’s effects on food, housing, and employment hard-
ships. 2021. Accessed June 14, 2024. https://www.cbpp.org/
research/poverty-and-inequality/tracking-the-covid-19-reces-
sions-effects-on-food-housing-and 

 14. Kube T, Elssner AC, Herzog P. The relationship between 
multiple traumatic events and the severity of posttraumatic 
stress disorder symptoms - evidence for a cognitive link. Eur 
J Psychotraumatol. 2023;14(1):2165025. doi:10.1080/20008
066.2023.2165025

 15. Spottswood M, Davydow DS, Huang H. The prevalence 
of posttraumatic stress disorder in primary care: a system-
atic review. Harvard Rev Psychiatry. 2017;25(4):159-169. 
doi:10.1097/hrp.0000000000000136

 16. Loeb DF, Durfee J, Monson S, et al. Prevalence of adverse 
childhood experiences and post traumatic stress disorder 
symptoms in a primary care safety-net population: impli-
cations for healthcare service needs. Gen Hosp Psychiatry. 
2022;77:102-108. doi:10.1016/j.genhosppsych.2022.04.001

 17. Han B, Wong EC, Mao Z, et al. Validation of a brief PTSD 
screener for underserved patients in federally qualified health 
centers. Gen Hosp Psychiatry. 2016;38:84-88. doi:10.1016/j.
genhosppsych.2015.07.009

 18. OCHIN. Hosted Epic EHR Services. Accessed June 14, 2024. 
https://ochin.org/hosted-epic-ehr

 19. Cook N, McGrath BM, Navale SM, et al. Care delivery 
in community health centers before, during, and after the 
COVID-19 pandemic (2019-2022). J Am Board Fam Med. 
2024;36(6):916-926. doi:10.3122/jabfm.2023.230081R1

 20. Jones MWH, Chen D, Huguet N, et al. Colorectal cancer 
screening in transgender and gender-diverse patients at com-
munity health organizations. Transgender Health. Published 
online April 12, 2024. doi:10.1089/trgh.2023.0141

 21. Kartha A, Brower V, Saitz R, et al. The impact of trauma 
exposure and post-traumatic stress disorder on health-
care utilization among primary care patients. Med Care. 
2008;46(4):388-393. doi:10.1097/MLR.0b013e31815dc5d2

 22. Brady KT, Killeen TK, Brewerton T, et al. Comorbidity of 
psychiatric disorders and posttraumatic stress disorder. J Clin 
Psychiatry. 2000;61 Suppl 7:22-32.

 23. Woersching J, Van Cleave JH, Egleston B, et al. Data qual-
ity of automated comorbidity lists in patients with mental 
health and substance use disorders. Comput Inform Nurs. 
2022;40(7):497-505. doi:10.1097/cin.0000000000000889

 24. Ford JD, Grasso DJ, Elhai JD, et al. Social, cultural, and other 
diversity issues in the traumatic stress field. Posttraumatic 
Stress Disorder. 2015:503-546. doi:10.1016/B978-0-12-
801288-8.00011-X 

 25. Lim CT, Fulwiler CE, Carson NJ, et al. Promoting popula-
tion behavioral health in a safety-net health system during 
the COVID-19 pandemic. Psychiatr Serv. 2021;72(10):1225-
1228. doi: 10.1176/appi.ps.202000546

https://orcid.org/0009-0008-2636-2276
https://orcid.org/0000-0002-0080-3220
https://www.ncbi.nlm.nih.gov/books/NBK207191/box/part1_ch3.box16/
https://www.ncbi.nlm.nih.gov/books/NBK207191/box/part1_ch3.box16/
https://www.commonwealthfund.org/sites/default/files/2020-09/Getachew_beyond_case_count_COVID_disparities_sb_v2.pdf
https://www.commonwealthfund.org/sites/default/files/2020-09/Getachew_beyond_case_count_COVID_disparities_sb_v2.pdf
https://www.commonwealthfund.org/sites/default/files/2020-09/Getachew_beyond_case_count_COVID_disparities_sb_v2.pdf
https://www.commonwealthfund.org/sites/default/files/2020-09/Getachew_beyond_case_count_COVID_disparities_sb_v2.pdf
https://www.cbpp.org/research/poverty-and-inequality/tracking-the-covid-19-recessions-effects-on-food-housing-and
https://www.cbpp.org/research/poverty-and-inequality/tracking-the-covid-19-recessions-effects-on-food-housing-and
https://www.cbpp.org/research/poverty-and-inequality/tracking-the-covid-19-recessions-effects-on-food-housing-and
https://ochin.org/hosted-epic-ehr


10 Journal of Primary Care & Community Health 

 26. Evans AC, Bufka LF. The critical need for a population health 
approach: addressing the nation's behavioral health during 
the COVID-19 pandemic and beyond. Prev Chronic Dis. 
2020;17:E79. doi:10.5888/pcd17.200261

 27. Horstman C. How community health centers can meet the ris-
ing demand for behavioral health care. 2024. Accessed June 
14, 2024. https://www.commonwealthfund.org/blog/2024/
how-community-health-centers-can-meet-rising-demand-
behavioral-health-care 

 28. Mongelli F, Georgakopoulos P, Pato MT. Challenges and 
opportunities to meet the mental health needs of underserved 
and disenfranchised populations in the United States. Focus 
(Am Psychiatr Publ). 2020;18(1):16-24. doi:10.1176/appi.
focus.20190028

 29. Commonwealth Fund. Medicaid and safety-net providers: 
an essential health equity partnership. 2022. Accessed June 
14, 2024. https://www.commonwealthfund.org/publications/
fund-reports/2022/apr/medicaid-safety-net-providers-equity-
partnership 

 30. Substance abuse and mental health services administration. 
HHS announces over $120 million in funding opportunity for 
certified community behavioral health clinics providing men-
tal health and substance use disorder care across the country. 
Accessed June 14, 2024. https://www.samhsa.gov/newsroom/
press-announcements/20230124/funding-opportunities-certi-
fied-community-behavioral-health-clinics 

 31. Greene T, Neria Y, Gross R. Prevalence, detection and cor-
relates of PTSD in the primary care setting: a systematic 
review. J Clin Psychol Med Settings. 2016;23(2):160-180. 
doi:10.1007/s10880-016-9449-8

 32. United States Preventative Services Task Force (USPTSF). 
Final Recommendation Statement: Depression and Suicide 
Risk in Adults: Screening. 2023. Accessed September 4, 2024. 
https://www.uspreventiveservicestaskforce.org/uspstf/recom-
mendation/screening-depression-suicide-risk-adults 

 33. National Association of Community Health Centers. 
Community health center chartbook 2023. 2024. Accessed 
June 14, 2024. https://www.nachc.org/resource/community-
health-center-chartbook/ 

https://www.commonwealthfund.org/blog/2024/how-community-health-centers-can-meet-rising-demand-behavioral-health-care
https://www.commonwealthfund.org/blog/2024/how-community-health-centers-can-meet-rising-demand-behavioral-health-care
https://www.commonwealthfund.org/blog/2024/how-community-health-centers-can-meet-rising-demand-behavioral-health-care
https://www.commonwealthfund.org/publications/fund-reports/2022/apr/medicaid-safety-net-providers-equity-partnership
https://www.commonwealthfund.org/publications/fund-reports/2022/apr/medicaid-safety-net-providers-equity-partnership
https://www.commonwealthfund.org/publications/fund-reports/2022/apr/medicaid-safety-net-providers-equity-partnership
https://www.samhsa.gov/newsroom/press-announcements/20230124/funding-opportunities-certified-community-behavioral-health-clinics
https://www.samhsa.gov/newsroom/press-announcements/20230124/funding-opportunities-certified-community-behavioral-health-clinics
https://www.samhsa.gov/newsroom/press-announcements/20230124/funding-opportunities-certified-community-behavioral-health-clinics
https://www.uspreventiveservicestaskforce.org/uspstf/recommendation/screening-depression-suicide-risk-adults
https://www.uspreventiveservicestaskforce.org/uspstf/recommendation/screening-depression-suicide-risk-adults
https://www.nachc.org/resource/community-health-center-chartbook/
https://www.nachc.org/resource/community-health-center-chartbook/

