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SCREENING FOR PTSD IN PUBLIC-SECTOR MENTAL
HEALTH SETTINGS: THE DIAGNOSTIC UTILITY

OF THE PTSD CHECKLIST

Anouk L. Grubaugh, Ph.D.,1� Jon D. Elhai, Ph.D.,2 Karen J. Cusack, Ph.D.,3 Chris Wells, M.Ed.,4

and B. Christopher Frueh, Ph.D.1

There are few available data on how to accurately screen for and assess
posttraumatic stress disorder (PTSD) among severely mentally ill adults, a
group with high rates of unrecognized trauma and PTSD symptoms. We
examined the diagnostic utility of a widely used screening instrument, the
PTSD Checklist (PCL), for diagnosing PTSD among 44 traumatized, adult,
public-sector mental health patients recruited through a community mental
health program. Participants completed the PCL and the Clinician-Adminis-
tered PTSD Scale (CAPS), which is considered the ‘‘gold standard’’ for
determining PTSD diagnoses. Data provide preliminary support for the use of
the PCL as a screening instrument in public psychiatric settings, indicating that
the optimal cut-point for adults with severe mental illness is about 54 (with
slightly higher or lower recommended cut-points depending on the clinical
context and purpose of the PCL). Such data are critical to ensuring that public-
sector mental health patients with trauma-related difficulties are identified and
referred for appropriate services. Depression and Anxiety 24:124–129, 2007.
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INTRODUCTION
There is a growing body of literature documenting
the extreme vulnerability of adults with severe mental
illness (SMI) to both the experience of trauma and the
subsequent development of posttraumatic stress dis-
order (PTSD). Rates of overall trauma exposure among
individuals with SMI range from 51% to 98% and
include a high occurrence of both physical and sexual
assault [Cusack et al., in press; Goodman et al., 1997;
Mueser et al., 1998, 2004]. Rates of PTSD in this
population are likewise high, ranging from 19% to
43% depending on the assessment criteria used
[Cusack et al., in press; Goodman et al., 1997; Mueser
et al., 1998, 2004], and these rates are consistently
much higher than those found in the general popula-
tion of trauma survivors [Kessler et al., 1995].
Furthermore, there is evidence that the experience of
victimization among patients with SMI is strongly
correlated with psychiatric difficulties and/or psychia-
tric illness severity and substance abuse [Briere et al.,
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1997; Goodman et al., 2001]. Taken together, these
data suggest that adults with SMI are highly susceptible
to the adverse consequences of trauma, highlighting
the need to improve the delivery of trauma-related
services in public-sector mental health clinics [Frueh
et al., 2001].

Despite high rates of victimization and trauma
among patients with SMI, there is evidence that trauma
and PTSD are not routinely assessed, or are inade-
quately assessed, in public-sector mental health settings
[Cusack et al., 2004; Frueh et al., 2002; Mueser et al.,
1998]. These findings suggest that routine practices in
such settings are inadequate for the appropriate
identification of PTSD, and a significant number of
psychiatric patients with trauma-related difficulties are
not receiving needed specialized services. A better
understanding of how to assess adequately and
efficiently for PTSD in public-sector mental health
settings (where most patients with SMI are likely to
be treated) is critical to encouraging the standard use
of such routine screening practices in these settings.
Thus, more data are needed to evaluate whether
brief PTSD screening instruments can accurately
identify and diagnose PTSD among patients
with SMI.

Preliminary research supports the reliability of
instruments in assessing trauma and PTSD among
individuals with SMI. To date, most research on this
theme has focused on the PTSD Checklist [PCL;
Weathers et al., 1993], which is one of the most widely
used measures of PTSD [Elhai et al., 2005]. Data
indicate the internal consistency, coefficients of the
PCL are typically high [.80 to .97, depending on
whether subscale or total scores are used; Cusack et al.,
2003, in press; Mueser et al., 2001]; the test–retest
reliability of reports of physical and sexual assault are
adequate among both men and women with SMI
[Goodman et al., 1999; Meyer et al., 1996; Mueser
et al., 2001], and reports of PTSD demonstrate
moderate to high test–retest reliability over time in
this population [Goodman et al., 1999; Mueser et al.,
2001]. Although these studies provide growing evi-
dence of the reliability of reports of trauma and PTSD
among individuals with SMI, little is known regarding
the validity of popular screening instruments such
as the PCL for accurately identifying PTSD in
this clinical population.

The authors of the PCL recommend a cutoff score
of 50 to optimize sensitivity in detecting PTSD and
specificity [Weathers et al., 1993], as have others who
have evaluated the use of the PCL in veteran samples
[Forbes et al., 2001]. However, findings from samples
of other civilian trauma survivors indicate that lower
cutoff scores lead to greater diagnostic efficiency [e.g.,
Blanchard et al., 1996; Cook et al., 2003; Ruggiero
et al., 2003; Walker et al., 2002]. Currently, there are
no parallel data that use adult SMI populations. Mueser
et al. [2001] reported on the convergent validity of the
Clinician-Administered PTSD Scale (CAPS) and the

PCL among 30 psychiatric outpatients with a broad
range of SMI diagnoses (e.g., schizophrenia, bipolar
disorder, major depressive disorder). Diagnostic
convergence ranged from moderate (83% agreement)
to high (93% agreement), depending on the assess-
ment time point, and reexperiencing symptoms
demonstrated the highest convergent validity.
These findings provide preliminary evidence that the
PCL can adequately identify PTSD among adults with
SMI. However, more research along this theme is
needed to guide screening efforts and diagnostic
decision making.

Our purpose in this study was to evaluate the
diagnostic accuracy of the PCL as a screening
instrument among public-sector mental health patients
with SMI, using indices of sensitivity, specificity, and
efficiency. Additionally, we were interested in deter-
mining the optimal cut point on the PCL that would
yield acceptable diagnostic efficiency (i.e., ratio of
false-negative and true-positive diagnoses is adequate).
Although Mueser et al. [2001] provided preliminary
evidence of the convergent validity of CAPS and PCL
diagnoses of PTSD, this is the first study to explore
optimal diagnostic cut-points on the PCL for this
population. Additionally, our sample (relative to
Mueser’s) includes a significant number of African
Americans (61%). Establishing the validity of brief
screening instruments for patients in public psychiatric
settings is critical because such instruments are more
likely to be used by public-sector clinicians than more
labor-intensive interview procedures. For example, the
PCL is already widely used throughout facilities
affiliated with the South Carolina Department of
Mental Health [Cusack et al., 2004]. Thus, these data
are an important initial step in establishing effective
PTSD screening practices within public psychiatric
settings, and in ultimately ensuring that patients
in these settings receive appropriate trauma-related
services when needed.

METHODS
PARTICIPANTS

Study participants were 44 volunteer adult (Zage
18) male and female patients recruited from two
clinical programs in Charleston, affiliated with the
South Carolina Department of Mental Health
(SCDMH). Patients served by the SCDMH have
SMI, typically diagnoses of schizophrenia, bipolar
disorder, and/or major depressive disorder, and require
assistance with independent living skills, symptom
management, and prevocational skills. Many have had
multiple psychiatric hospitalizations, both voluntary
and involuntary. Continuous medication management
and support services are provided to prevent the
recurrence of severe symptoms of mental illness.

Data collected were part of a larger cognitive-
behavioral treatment outcome study for patients with
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SMI and PTSD. All participants in this study had a
diagnosis of schizophrenia or schizoaffective disorder,
were receiving active case management services
through the SCDMH, endorsed a traumatic event on
the Trauma Assessment for Adults (described below),
and demonstrated the ability to give informed consent
competently. Sixty-one participants approached us or
were referred to our study by SCDMH staff. Of these,
59 consented to participate, for a participation rate of
96.7%. Of the 59 patients who elected to participate,
two did not have a primary diagnosis of schizophrenia
or schizoaffective disorder, seven did not endorse a
traumatic event, one endorsed a recent psychiatric
hospitalization, four had incomplete data on the PCL
or CAPS interview, and one was administratively
removed from the study because she was suspended
from her respective day treatment program for rule
violations, resulting in a final sample of 44 participants.

Demographics for the final sample (N 5 44) are as
follows: mean age 5 43.45 (SD 5 9.68); mean years of
education 5 11.51 (SD 5 2.10); 65.9% female; 77.3%
not currently living with a significant other, 18.2% not
currently married but living with significant other, and
4.5% married, living with spouse; 86.4% unemployed
and 13.6% working part-time; and 61.4% African
American, 36.4% Caucasian, and 2.3% unknown. Five
percent (4.5%) of the sample identified as Hispanic,
which was not mutually exclusive of race. These
demographics are generally representative of the
program’s clientele.

RESEARCH PROCEDURES

Participants were identified by SCDMH staff as
potentially having trauma-related difficulties or they
responded to a program flyer describing a treatment
study for PTSD. Once referred by staff or self-referred,
patients were scheduled for an assessment. Patients
who did not show for appointments were contacted,
and arrangements were made to reschedule, if possible.
All consenting subjects completed a demographics
questionnaire, the Trauma Assessment for Adults—
Self-Report Version (TAA), the PCL, and the CAPS as
part of a larger assessment battery. Because these data
were part of a larger PTSD treatment study, those who
did not meet criteria for PTSD on the CAPS were
discontinued from study participation. Thus, only the
four instruments listed above were consistently admi-
nistered to all participants in this study. Project staff
read the self-report measures aloud to all participants
to minimize literacy problems. Data were collected
from March 2004 to December 2005, with full
approval by the Institutional Review Boards of the
Medical University of South Carolina and the
SCDMH. All subjects signed informed consent docu-
ments prior to study participation and were paid $25
for their participation in the initial assessment (from
which these data were gathered).

INSTRUMENTS

Demographics/Personal Data Sheet. This
form was used to obtain information regarding
demographics (i.e., age, race, gender, education,
marital status), changes in employment and marital
status within 6 months of the assessment, ratings
of the quality of one’s social relationships (0 5
complete unhappiness to 10 5 total happiness),
psychiatric and medical care received within
6 months of the assessment, and number of arrests
and changes in residential status within 12 months of
the assessment.

Trauma Assessment for Adults—Self-Report
Version [TAA; Resnick, 1996]. This 17-item in-
strument assesses for lifetime history of traumatic
events and has been widely used in research on trauma
exposure in adults. Using a sample of 23 adults in a
local mental health population, the authors of the TAA
found that it was easy to administer, and that rates of
trauma and crime exposure were consistent with rates
previously found in the same population using a
different trauma assessment tool, and with epidemio-
logical findings from other studies [Resnick, 1996].
Archival data from the mental health records of a
subset of these 15 patients revealed that the TAA
detected all stressor events noted in the mental health
records on these individuals, as well as others that were
not. Recent data show that PTSD and trauma histories
can be reliably assessed among public-sector patients
with SMI [Goodman et al., 1999; Mueser et al., 2001].

PTSD Checklist [PCL; Weathers et al.,
1993]. The PCL is a 17-item self-report measure of
PTSD symptoms based on DSM-IV criteria, with a
5-point Likert scale response format. Scores on the
PCL range from 17 to 85, with higher scores indicating
greater symptom severity. The authors of the PCL
recommend a cutoff score of 50 to determine PTSD
diagnostic status. The PCL has been found to be
highly correlated with a structured interview for PTSD
(r 5 .93), has good diagnostic efficiency (4.70), and
robust psychometric properties with a variety of trauma
populations [Blanchard et al., 1996; Ruggiero et al.,
2003; Weathers et al., 1993].

Clinician-Administered PTSD Scale [CAPS;
Blake et al., 1990]. We administered this scale to
those participants who endorsed a trauma on the TAA,
to obtain current PTSD diagnoses. The CAPS, a
structured clinical interview that measures the three
categories of PTSD symptoms—reexperiencing, arou-
sal, and avoidance [American Psychiatric Association,
1994]—is considered the ‘‘gold standard’’ for assessing
PTSD diagnoses, with excellent psychometric proper-
ties and diagnostic utility [Weathers et al., 2001].
Recent data show that the CAPS yields reliable PTSD
diagnoses among public-sector consumers with SMI
using indices of test–retest reliability, interrater relia-
bility, internal consistency, and convergent validity
[Mueser et al., 2001].
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STATISTICAL ANALYSES

First, we computed descriptive statistics using
proportions and means (1 standard deviations) for
the demographic characteristics of our sample, as well
as the proportion of patients endorsing particular index
events on the TAA and those meeting criteria for
PTSD on the CAPS. Next, we reported findings from
logistic regression, assessing variance in CAPS scores
accounted for by the PCL, and corresponding classi-
fication rates. We then reported sensitivity (proportion
of true PTSD diagnoses), specificity (proportion of
true-negative diagnoses), positive predictive values
(PPVs; probability that an individual has PTSD when
the PCL is at or above a given cut-point), negative
predictive values (NPVs; probability that an individual
does not have PTSD when the PCL is at or below a
given cut-point), and overall diagnostic efficiency
(ODE; proportion of patients correctly diagnosed)
ratios for each score on the PCL using the CAPS
diagnosis as the gold standard or ‘‘true’’ diagnosis.
We conducted a nonparametric receiver operating
characteristics (ROC) analysis to assess the diagnostic
accuracy of the PCL against the CAPS, in discriminat-
ing between those diagnosed with and without PTSD
[sensitivity vs. (1–specificity)]. Area under the curve
(AUC) and standard error (SE) values were calculated
for the PCL as measures of overall diagnostic accuracy
[Hanley and McNeil, 1982]. The optimal cut-point of
the PCL maximizes the identification of true-positive
and -negative diagnoses, and is found in the upper left
corner of the ROC curve. Potential values under
the ROC curve range from .5 (diagonal line represent-
ing no diagnostic accuracy or discrimination) to 1.0
(representing perfect diagnostic accuracy or discrimi-
nation). An a value of .05 was used for all analyses, and
all significance tests were two-tailed.

RESULTS
The majority of the sample reported multiple

distinct events on the TAA, as well as multiple
incidents of the same type of trauma. Thus, although
not exclusive of other traumas, index events on the 44
CAPS interviews included child and/or adult sexual
assault (24; 54.5%), physical assaults with or without
a weapon (9; 20.5%), sudden death/murder of friends
or family (5; 11.4%), witnessing the death/murder of
friends or family members (2; 4.5%), robbery (2;
4.5%), stalking (1; 2.3%), and homicide (1; 2.3%).
Twenty-six participants (59.1%) met criteria for PTSD
on the CAPS. Scores on the PCL for the total sample
ranged from 17 to 85 (M 5 52.36, SD 5 14.52). Mean
scores (SD) on the PCL were 57.42 (11.06) for PTSD-
positive individuals (N 5 26) and 45.06 (16.06) for
PTSD-negative individuals (N 5 18), F (1, 42) 5 9.19;
Po.01. The internal consistency of the PCL was .87
for the total score, .75 for criterion B items, .81 for
criterion C items, and .65 for criterion D items.

Logistic regression findings revealed that the PCL
was significantly associated with CAPS PTSD diag-
noses, w2 (1, N 5 44) 5 8.55, P 5.003 (Nagelkerke’s
R2 5 .24, representing a ‘‘large’’ effect). The PCL’s
nonstandardized regression coefficient was .07
(SE 5 .03), with an odds ratio (OR) of 1.07. Correct
diagnostic classification was achieved for 68.2% of the
sample.

Next, Figure 1 displays the ROC curve and
demonstrates that the PCL departs from the ‘‘line of
no information’’ (the point at which a test does not
have the ability to discriminate between two condi-
tions) in a positive direction [AUC 5 .76 (SE 5 .08),
P 5.002]. Table 1 presents sensitivity and specificity
rates for each cut-point on the PCL, along with PPV,
NPV, and ODE in diagnosing PTSD according to the
CAPS. Using an optimal cut-point score in this sample
of 54 on the PCL, 73% of patients with a CAPS
diagnosis of PTSD would be accurately identified,
with a sensitivity of .69 and a specificity of .78. PPV and
NPV ratios were .82 and .64, respectively.

DISCUSSION
These data provide preliminary support for the use

of the PCL among patients with SMI. The AUC curve
of .76 indicates that the PCL yields adequate diagnostic
accuracy in this sample. Our estimates suggest that the
optimal cut-point in this sample of SMI patients was
about 54, which is higher than the cut-point of 50 that
has been found to accurately diagnose PTSD based on
structured PTSD interviews in samples of war veterans
[Forbes et al., 2001; Weathers et al., 1993], and higher
than even lower cut-points (e.g., 45) recommended for
other civilian trauma groups [Blanchard et al., 1996;
Cook et al., 2003; Walker et al., 2002].

A PCL score of 54 in this sample yields an adequate
sensitivity ratio, while reducing the number of false-
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Figure 1. ROC curve for the PCL compared to the CAPS
diagnosis of PTSD (AUC 5 0.7575).
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positive diagnoses to an acceptable level. Given the
context in which we are testing the PCL (i.e., public-
sector mental health clinics), where time restraints and
heavy patient caseloads are of significant concern, we
believe that a specificity ratio of at least .70 should be
maintained. As mentioned by others who have used
similar analytic strategies [Cook et al., 2003; Dobie
et al., 2002], the characteristics of the sample and the
proposed purpose of the PCL dictate to some extent
recommended cut-points on this measure. Similarly,
we recognize that cut-point decisions are based heavily
on clinical context—that is, the relative costs and
benefits of different decision risks. Whereas in primary
care settings the cut-point might be set lower to ensure
that most patients who have symptoms receive further
evaluation and treatment, if necessary, in this case the
patients are already involved in the mental health
system, so the cost of false negatives may be less of a

concern than that for patients not receiving mental
health services. Within primary care settings, or other
settings in which the risk of false negatives is of greater
significance, a cut-point score of 49 may be more
advisable, because this score raises sensitivity to .77,
while still yielding an adequate specificity ratio. Taking
all of these issues into consideration, we recommend a
range of cut-points (49–54) depending on the clinical
context and purpose of the PCL.

Some study limitations merit comment. Because
participants were all from a single community mental
health program in the Southeast, the generalizability of
these findings may be somewhat limited. Furthermore,
most participants were either self-referred or identified
by their case managers as likely having a trauma history
and/or trauma-related difficulties, such as PTSD
symptoms. Thus, replication of these findings using a
more representative sample of public sector psychiatric
patients would be valuable, including participants not
identified as having a potential need for PTSD
treatment. As noted earlier, however, a strong body of
literature documents extremely high rates of both
trauma and PTSD in this clinical population. Thus,
concerns regarding the generalizability of these find-
ings are minimized. In addition to the generalizability
issues inherent in our sampling strategy, it is also
possible that the PLC is underperforming due to
a restricted range of scores at the upper end of the
continuum. Thus, more data are needed that specifi-
cally assess the performance of the PCL among SMI
patients without suspected trauma-related difficulties.
Finally, our sample is relatively small, and it would be
useful to replicate these findings using a larger sample
of adult psychiatric patients. The small number of
participants in this sample further highlights the
preliminary nature of these findings, as well as the
importance of considering clinical context in the
selection of a cut-point score.

In summary, these data provide preliminary support
for the use of the PCL as a screening instrument in
public psychiatric settings, indicating that the optimal
cut-point for adults with severe mental illness is about
54, with a range of cutoff scores between 49 and 54,
depending on the clinical context and purpose of the
PCL. Further research is needed to establish the PCL
as an effective screening tool in public psychiatric
settings. These findings are novel in that they are the
first (to our knowledge) to test the utility of the PCL
using diagnostic estimates and ROC methods among
adult psychiatric patients. Thus, this study represents a
critical step toward ensuring that adult public-sector
mental health patients with trauma-related difficulties
are identified and referred for appropriate services.
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