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ABSTRACT 
The novel coronavirus (COVID-19) has led to significant stressors and shifts in social life, yet 
social interactions experienced by people with trauma exposure during the COVID pandemic is 
largely unknown. This study assessed frequency of interactions, social support given and 
received, and prosocial behavior using online survey methods (N=1049). We examined 
differences in experiences across three groups: no trauma exposure, trauma-exposed with low 
PTSD symptoms, and trauma-exposed with high PTSD symptoms. We also explored correlations 
between social interactions and PTSD symptom clusters. Results indicated significant 
differences across groups and the high PTSD group reported stronger associations between social 
interaction variables and symptom clusters, on average.  
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The novel coronavirus (COVID-19) outbreak has become one of the largest and deadliest 
pandemics in modern time. In response to this threat, isolation and social distancing practices 
were strongly suggested within the United States (U.S.) by late February and early March 2020. 
By late March, 26 states had issued stay-at-home orders, which included social distancing 
measures and limiting face-to-face contact with people outside of one’s home (Kates et al., 2020) 
because there is a greater risk of contracting the COVID-19 virus through shared respiratory 
droplets (e.g. coughing, sneezing). Consequently, most peoples’ social life changed dramatically 
and many faced social isolation. Although these guidelines reduce the spread of the COVID-19 
virus and physically protects people, it may also negatively impact psychological health and 
wellbeing. In past pandemics (e.g., Severity Acute Respiratory [SARS] and Middle East 
Respiratory Syndrome [MERS]) where a form of social distancing or quarantine was enforced, 
isolation was associated with symptoms of psychological distress (Hawryluck et al., 2004; Jeong 
et al., 2016). Specifically, during the SARS pandemic, individuals who were isolated in 
quarantine experienced an increase in both depressive (Liu et al., 2012) and posttraumatic stress 
symptoms (Wu et al., 2009). However, the experiences of social interaction during a large-scale 
crisis with strict physical distancing measures are largely unknown, particularly for those with 
preexisting trauma histories and symptoms of posttraumatic stress disorder (PTSD). Hence, 
social engagement in individuals with varying levels of trauma and PTSD symptoms, within the 
context of COVID-19, requires further investigation.  

People who have previously experienced traumatic life events, such as a life-threatening 
event or serious injury (American Psychological Association [APA], 2013), may be at greater 
risk for negative outcomes associated with COVID-19-related social distancing and prevention 
measures. The stress sensitivity hypothesis posits people who were previously exposed to 
stressful events are more vulnerable to future stressors (McFarlane, 2010; Smid et al., 2013). 
Thus, people with previous trauma exposure may fare worse in a large-scale crisis than people 
without trauma exposure. Additionally, previous studies suggest this population is predisposed to 
experience social dysfunction in the first place. For example, people with a history of trauma 
exposure report lower levels of  social support compared to those with no trauma history 
(Monson et al., 2015). Further, there is some evidence that the number of trauma exposures has a 
negative linear relationship with face-to-face contacts (Kohli et al., 2015). Trauma exposure may 
also bring a sense of stigma due to the nature of the trauma, leading individuals to avoid social 
contact and potential judgment of others (Charuvastra & Cloitre, 2008). 
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Beyond trauma exposure, the extent and nature of social interactions are also impacted by 
the presence of PTSD symptoms. For example, social dysfunction is strongly and positively 
associated with PTSD (Schnurr et al., 2009). Additionally, individuals with PTSD report more 
difficulties in maintaining friendships, joining in community activities, and interacting with 
strangers (Veling et al., 2013). Several studies have also found the inverse relationship such that 
higher levels of social support (i.e., a form of social interaction) are associated with lower PTSD 
symptom severity (Brewin et al., 2000, McGuire et al., 2018, Ozer et al., 2003). Although the 
general association between PTSD and social dysfunction is known, few studies have 
investigated the links between crisis-induced social distancing, subsequent experiences of social 
interaction, and PTSD. In the context of the COVID-19 pandemic, the association between 
PTSD symptoms and social interaction may be affected by restricted social interactions and the 
increased likelihood of unexpected social isolation.  
 Another potentially important factor for understanding the impact of PTSD on social 
interactions during COVID-19 could be differences in PTSD symptom clusters: reexperiencing 
or intrusion, avoidance, negative cognitions and mood, and arousal symptoms (APA, 2013). 
Previous studies indicate the association between PTSD symptoms and indicators of social 
functioning can differ across clusters. For example, in a sample of women who experienced 
abuse, emotional numbing, but not reexperiencing, hyperarousal, and avoidance symptoms 
predicted a loss in perceived social support six months later (Johnson et al., 2007).  In another 
study, Solomon and Mikulincer (2007) found that avoidance was predictive of negative social 
interactions at two and three years after a combat stress reaction for military personnel. 
Conversely, in a sample of veterans, more days of social contact prior to residential treatment 
predicted lower avoidance and numbing symptoms four months after treatment discharge (Sippel 
et al., 2019). Additional research is needed to better understand how these specific PTSD 
symptom clusters might relate to social interactions during COVID-19.   

Social support has been examined within disaster or crisis-related research and in the 
context of assessing protective factors for those with trauma history and PTSD symptoms; 
therefore, social support could be a relevant form of social interaction for people with trauma 
exposure in the context of social distancing and the COVID-19 crisis, which could also have 
implications regarding who is benefiting from this protective factor. Another form of social 
interaction that deserves special attention in the context of this pandemic is prosocial behavior—
engaging in volunteerism or an altruistic act that benefits others (e.g., purchasing groceries for 
your neighbor). Disasters can elicit increased levels of volunteerism (e.g., emergency first aid 
and search and rescue; Perry & Lindell, 2003) and prosocial behavior has been associated with a 
wide range of psychological benefits (Klein, 2016; Nelson et al., 2016). Thus, prosocial behavior 
is important to consider because it could carry additional benefit or buffer the impact of other 
contemporaneous social distancing. 

There are several gaps in our understanding to this point. To date, selected studies have 
investigated the severity and prevalence of PTSD symptoms in trauma-exposed populations 
following the onset of COVID-19 (Liu et al., 2020; Sun et al., 2020); however, it is largely 
unknown how a trauma-exposed population with varying levels of PTSD symptoms engages in 
social interaction during this pandemic, and how their social interaction might differ from those 
with no trauma history during times of distress. Furthermore, it is unclear how PTSD symptom 
severity may impact or relate to various forms of social interaction that could ultimately serve as 
protective factors from long-term psychological consequences. For instance, it would be 
important to understand how people with high versus low symptom severity are engaging in 
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potentially important social interactions (e.g., giving and receiving social support), and how 
distinct symptom clusters may differentially relate to social behaviors. Being able to describe 
these experiences and identify potential differences would allow us to better understand the risks 
associated with this unique crisis and social context. 
Current Study 

Understanding how individuals with varying levels of trauma exposure and PTSD 
symptoms socially interact during the COVID-19 pandemic can expand our knowledge of how 
these individuals react during future pandemics. Therefore, the purpose of our study is to 
examine social interactions during the early phase of COVID-19 among people with varying 
levels of trauma exposure and PTSD symptoms. We assessed social interactions within the past 
week by measuring the frequency of face-to-face and virtual interactions, self-reported social 
support received, social support given, and the number of days engaged in prosocial behavior for 
COVID-19-related causes. In this descriptive study, we had three exploratory aims: 1) identify 
differences in the frequency of social interaction between people with trauma exposure versus no 
trauma exposure; 2) examine potential differences in the frequency of social interactions between 
people with low versus high levels of PTSD symptoms; 3) examine how the frequency of types 
of social interactions are related to PTSD symptom clusters among low and high levels of 
symptoms. 

Method  
Participants and Procedures   

In mid-March, we were preparing an online survey study aimed to validate a newly 
developed questionnaire when the COVID-19 crisis emerged. We leveraged data collection by 
adding COVID-19-related questions to the existing survey in an attempt to examine social life 
during this unique, early phase of the crisis. All data was collected on March 29 and March 30. A 
large, nationwide study that has been collecting COVID-19 data throughout the course of the 
pandemic suggests that psychological distress in the U.S was at its highest to date during the 
period of March 28-30 (University of Southern California Dornsife, 2020).  

 Participants were recruited through Amazon Mechanical Turk (MTurk)—an online 
platform that allows researchers to recruit participants to complete tasks referred to as Human 
Intelligence Tasks (HITs). MTurk-specific eligibility requirements included 1) participants must 
reside in the United States; 2) the number of MTurk HITs previously completed and approved 
must be greater than 100; and, 3) participants were required to have at least a 95% approval 
rating for their previous HITs. These qualifications were designed to recruit participants who 
successfully completed substantial MTurk tasks in the past and to exclude people with a history 
of rejected payments due to inconsistent responses or poor effort. This study was advertised as “a 
survey about personal experiences” that was estimated to take approximately 10-15 minutes, 
resulting in a $1.50 payment. The average time for completion across the final sample was 13 
minutes, which resulted in an hourly rate of over $6.00 per hour, on average. This rate is above 
the median hourly wage for tasks performed on MTurk, which has been estimated at 
approximately $2.00 per hour (Hara et al., 2018).  

A total of 1,304 participants were recruited to participate in this study. Participants 
provided informed consent at the beginning of the survey, followed by a battery of self-report 
questionnaires. The survey included two attention screeners that assessed whether participants 
carefully read instructions and responded appropriately. Participants who failed both attention 
screeners were rejected payment and excluded from the study. To further screen for poor 
responding, we also excluded participants who reported inappropriate answers to count questions 
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about how many days the participant engaged in specific behaviors during the past week (e.g., in 
the past seven days, I volunteered on ten days). A total of 255 participants were excluded from 
this analysis: 66 did not provide consent or complete the study (i.e., did not submit their 
responses), 43 failed two attention screeners, 142 provided inappropriate responses to count 
questions, three participants were excluded for significant missing data, and one participant was 
excluded for being under the age of 18. Following all screening procedures, the final sample size 
was 1,049 (56.1% Male; 78.0% White; Mage = 38.46, SDage = 11.88). All procedures were 
approved by the local Institutional Review Board.  
Measures   
Social Interactions   

We assessed social interaction by measuring social support given and received, as well as 
frequency of face-to-face, virtual, and prosocial interactions. To measure social support, we 
created four items to assess instrumental support received, emotional support received, 
instrumental support given, and emotional support received--consistent with distinct social 
support factors identified in previous studies (Shakespeare-Finch & Obst, 2011). Participants 
were asked to rate how often they gave or received instrumental or emotional support in the past 
week using a 6-point scale ranging from 0 (never) to 5 (frequently). Sum scores were created for 
total social support received (α = .62) and total social support given (α = .66) by adding the 
instrumental and emotional support items for support received and support given, 
respectively. We used count questions to assess the frequency of three types of social 
interactions including face-to-face contact, virtual contact, and prosocial behavior. Participants 
were asked to respond to the following questions in reference to the past week: “How many days 
did you…” 1) “have one or more face-to-face interactions with another person who does not live 
with you?”; 2) “have one or more virtual interactions (phone, messaging, video) with another 
person who does not live with you?”; 3) “volunteer your time or money to a cause related to 
COVID-19?” 
Trauma History and Posttraumatic Stress Disorder 

To screen for trauma history, we administered the first item of the Primary Care PTSD 
Screen for DSM-5 (PC-PTSD-5), which asks whether you have ever experienced an event that 
was frightening, horrible, or traumatic, with examples (e.g. a serious accident or fire, a physical 
or sexual assault or abuse). Those who answered “yes” to the screening question proceeded to 
complete The PTSD Checklist for DSM-5 (PCL-5; Weathers et al., 2013), which assessed the 
presence and severity of PTSD symptoms in relation to their worst traumatic event. The measure 
includes 20 self-report items rated on a 0 (not at all) to 4 (extremely) scale. A total score was 
obtained by summing each of the item scores, with higher scores indicating greater symptom 
severity. The PCL-5 has demonstrated validity and reliability in past work (Blevins et al., 2015) 
and good reliability in this study (α = .98). To assess worry regarding COVID-19, we included a 
single item asking participants to rate their level of concern about the virus. The item was rated 
on a 5-point scale ranging from 0 (not at all) to 4 (extremely). 
Analytic Strategy 

First, we compared different types of social interaction between participants who 
endorsed a history of experiencing traumatic events (n = 404) and those with no trauma exposure 
(n = 645) using independent samples t-tests. Next, we completed follow-up analyses by 
comparing social interactions between three groups: 1) no trauma exposure (n = 645), 2) trauma 
exposure with low PTSD symptoms (n = 284), 3) trauma exposure with high PTSD symptoms (n 
= 120). Low and high symptom groups were determined with a PCL-5 cutoff score of 32 (Bovin 



6 
Hayden et al., 2021 (Postprint) 

et al., 2016). Comparisons between the three groups were conducted using one-way ANOVAs 
for each social interaction variable. Six pairwise contrasts were also conducted to assess for 
significant differences between groups within each social interaction variable. Last, we examined 
the correlations between PTSD symptom clusters and social interactions across both low and 
high symptom groups. Pearson correlations were used for COVID-19 worry and social support 
variables and Spearman correlations were used for the three count variables of social interaction 
because those variables were ordinal and skewed. All analyses were completed using R (R Core 
Team, 2017). We used the collection of packages called tidyverse (Wickham, 2019) to process 
the data and produce figures. The base stats package was used to calculate t-tests (t.test) and one-
way ANOVAs (lm; anova). Cohen’s d was calculated with the psych package (Revelle, 2020) 
and we interpreted d < 0.20 as no difference, and d’s of 0.20, 0.50, and 0.80 as small, moderate, 
and large differences, respectively. 

Results 
Group Comparisons 

Comparisons between trauma-exposed and non-trauma-exposed groups revealed 
significant differences on multiple variables (see Table 1). Trauma-exposed individuals reported 
greater COVID-19 worry. They also reported a higher number of days of face-to-face contact 
and prosocial behavior over the past week. There were no differences in days of virtual social 
contact, but trauma-exposed individuals did report higher social support received and given over 
the past week. The significant differences were of small effect size, ranging from .19 to .29.  

Table 1. 
Descriptive statistics and group comparisons between (1) no trauma exposure and (2) trauma-exposed. 
   No trauma 

exposure Trauma-exposed  

   n = 645 (61.5%) n = 404 (38.5%)    
 Variable Range Mean (SD)  Mean (SD)  t p d (95% CI) 
COVID-19 worry 0 - 4 2.41 (1.14) 2.65 (1.14) -3.29 <.001 0.21 (0.08, 0.33) 
Social interactions       
 # Days with face-to-face contact 0 - 7 1.78 (1.95) 2.16 (2.04) -3.03 .002 0.19 (0.07, 0.32) 
 # Days with virtual contact 0 - 7 4.17 (2.45) 4.39 (2.40) -1.46 .144 0.09 (-0.03, 0.22) 
 # Days engaged in prosocial behavior 0 - 7 0.58 (1.34) 0.86 (1.64) -2.91* .004 0.19 (0.07, 0.32) 
Social support       
 Total social support given 0 - 10 4.86 (2.48) 5.59 (2.50) -4.62 <.001 0.29 (0.17, 0.42) 
 Total social support received 0 - 10 4.01 (2.44) 4.51 (2.66) -3.06* .002 0.20 (0.07, 0.32) 
Note. *Welch’s t-test used when Levene’s test indicated unequal variances between groups. p-values below .05 are in boldface. 

 
To account for the potential impact of PTSD symptoms in addition to trauma exposure, a 

second set of analyses were conducted to assess differences between participants with no trauma 
exposure, trauma-exposed with low PTSD symptoms, and trauma-exposed with high PTSD 
symptoms. One-way ANOVAs revealed significant differences across groups for all variables 
except for days of virtual social contact (see Table 2). Pairwise contrasts revealed that the high 
PTSD group had significantly greater COVID-19 worry than the low PTSD group and the no 
trauma exposure group. This same pattern was found with the high PTSD group reporting a 
greater number of days of prosocial behavior, higher social support received, and higher social 
support given relative to the other two groups. The high PTSD group also reported a greater 
number of days of face-to-face contact than the no trauma exposure group, but no difference in 
relation to the low PTSD group.  
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Table 2. 
Descriptive statistics and group comparisons between (1) no trauma exposure, (2) trauma-exposed with low PTSD symptoms, 
and (3) trauma-exposed with high PTSD symptoms. 
   

(1) No trauma 
exposure 

(2) Trauma-
exposed, low 

PTSD 
symptoms 
(PCL < 32) 

(3) Trauma-
exposed, high 

PTSD symptoms 
(PCL > 31) 

 

   n = 645 (61.5%) n = 284 (27.1%) n = 120 (11.4%)    

 Variable Range Mean (SD)  Mean (SD)  Mean (SD)  F p Pairwise 
contrasts 

COVID-19 worry 0 - 4 2.41 (1.14) 2.23 (1.11) 3.26 (0.97) 29.30* <.001 3 > 1,2 
Social interactions        
 # Days with face-to-face 

contact 0 - 7 1.78 (1.95) 2.04 (1.99) 2.47 (2.11) 6.09 <.001 3 > 1 

 # Days with virtual 
contact 0 - 7 4.17 (2.45) 4.51 (2.46) 4.11 (2.23) 1.33 .264  

 # Days engaged in 
prosocial behavior 0 - 7 0.58 (1.34) 0.39 (1.06) 1.98 (2.15) 22.03* <.001 3 > 1,2 

Social support        
 Total social support given 0 - 10 4.86 (2.48) 5.26 (2.49) 6.38 (2.36) 18.34 <.001 3 > 1,2 
 Total social support 

received 0 - 10 4/01 (1.34) 3.97 (2.48) 5.79 (2.66) 17.79 <.001 3 > 1,2 

Note. *Welch’s test used when Levene’s test indicated unequal variances between groups. p-values below .05 are in boldface. 
 
Follow-Up Correlations  

To examine correlations between the symptom clusters of PTSD and the study variables, 
Pearson and Spearman correlations were calculated for the low PTSD and high PTSD subgroups 
(See Table 3). Intrusion symptoms were significantly positively associated with COVID-19 
worry, social support given, social support received, and days engaged in prosocial behavior. 
Avoidance symptoms were positively associated with COVID-19 worry and social support given 
in both groups, and prosocial behavior in the low PTSD group. Notably, avoidance was not 
associated with social support received in either group and was not associated with prosocial 
behavior in the high PTSD group. Negative cognitions/mood symptoms were positively 
associated with social support given, social support received, and prosocial behavior for the high 
PTSD group, whereas they were only associated with COVID-19 worry and prosocial behavior 
in the low PTSD group. Arousal/reactivity symptoms were not associated with any variables in 
the low PTSD group. This stands in contrast with the high PTSD group, where arousal/reactivity 
was significantly positively associated with COVID-19 worry, social support given and received, 
and prosocial behavior.  

Discussion 
The present study reports on social interaction across a sample of adults with varying 

levels of trauma exposure and PTSD symptoms in a national, online study. Compared to those 
without trauma exposure, individuals with a history of trauma reported more COVID-19-related 
worry, more face to face contact and more days engaged in prosocial behavior. They also 
reported more social support given and received. PTSD symptom severity explains most, but not 
all, of these differences.  
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Table 3.  
Correlations between social interaction variables and PTSD symptom clusters across high and low PTSD symptom samples. 

Variables PCL-Total PCL-Intrusion PCL-Avoid 
PCL-Negative 

cognitions/mood PCL-Arousal 
LOW PTSD SAMPLE (PCL < 32; n = 284)     
Pearson Correlations      
 COVID worry 0.17** 0.16** 0.16** 0.14* 0.11 
 Social support given 0.13* 0.21*** 0.15* 0.02 0.11 
 Social support received 0.09 0.15** 0.07 0.04 0.06 
Spearman Correlations      
 # Days with face-to-face contact -0.04 0.00 -0.04 0.00 -0.05 
 # Days with virtual contact -0.02 0.01 0.02 -0.01 -0.07 
 # Days engaged in prosocial 

behavior 
0.12* 0.14* 0.12* 0.13* 0.11 

 
HIGH PTSD SAMPLE (PCL > 31; n = 120) 

    

Pearson Correlations      
 COVID worry 0.30*** 0.29** 0.29** 0.16 0.29** 
 Social support given 0.43*** 0.38*** 0.28** 0.27** 0.44*** 
 Social support received 0.42*** 0.36*** 0.17 0.28** 0.47*** 
Spearman Correlations      
 # Days with face-to-face contact 0.15 0.11 0.03 0.16 0.16 
 # Days with virtual contact 0.07 0.02 0.07 0.02 0.09 
 # Days engaged in prosocial 

behavior 
0.40*** 0.42*** 0.11 0.27** 0.41*** 

Note. *p < .05, **p < .01, *** p < .001 
 
Our first aim was to examine differences in social interaction between people with and 

without a history of trauma exposure. Compared to those without trauma exposure, individuals 
with a history of trauma reported more COVID-19-related worry, more face-to-face contact and 
more days engaged in prosocial behavior. They also reported more social support given and 
received. Higher COVID worry is consistent with the stress sensitivity model, where the impact 
of acute stressors could be more impactful for those with a history of traumatic events (Smid et 
al., 2013) and has been posited to be a potentially important consideration in COVID-19 
(McFarlane, 2010). However, a positive association between a history of trauma exposure and 
seemingly desired characteristics such as prosocial behavior and social support is somewhat 
unexpected. One possible explanation for this relationship could be a vulnerability to increased 
risk taking behavior. Specifically, individuals with trauma may seek activities that evoke arousal 
in attempts to reduce depressive symptoms (Joseph et al., 1997). This behavior might coincide 
with increased face-to-face interaction regardless of the inherent future risk. This finding 
suggests that individuals with trauma could be more susceptible to violating health precautions 
during a pandemic and warrants further investigation in future research. 

When stratified by level of PTSD symptoms, most differences in social interaction were 
observed between individuals with high levels of PTSD compared to those with low PTSD and 
to those with no history of trauma exposure. Consistent with our previous work focused on 
anxiety and depression (McGuire et al.., under review), individuals with more severe PTSD 
symptoms report more worry, face-to-face contact, and social support given and received. 
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Despite an extensive literature which demonstrates associations between PTSD symptoms and 
social impairment, most of that research investigates aggregated assessments of symptoms and 
social interactions, rather than social interactions over a specific time-point (in this case, during 
the two weeks around the period of peak emotional distress in the COVID-19 pandemic). It is 
possible that the elevated distress during the pandemic drives a greater need for social support to 
mitigate distress associated with increased isolation. Also, there is some evidence that PTSD 
symptoms are associated with preoccupied attachment styles (among others), leading individuals 
to be overly dependent on others for approval or support (Woodhouse et al., 2015). Future 
research is needed to understand the quality of such social support, and its impact on future 
distress.  

The third aim of the study examined relationships between social interactions and PTSD 
symptom clusters among high and low levels of symptoms. When looking across the trauma-
exposed sample, the number of days engaged in prosocial behavior was positively associated 
with all the symptom clusters, while days of face-to-face or virtual contact were not. Positive 
associations between intrusion symptoms and COVID worry, prosocial behavior, social support 
given, and social support received were consistent across both groups, whereas the correlations 
differed by group for arousal/reactivity. Specifically, significant associations with 
arousal/reactivity symptoms were observed in high, but not low PTSD, suggesting 
arousal/reactivity may be one factor uniquely important for those with high levels of PTSD and 
should be examined in future research. Another group discrepancy was found for negative 
cognitions/mood such that higher symptoms were significantly associated with more social 
support given and received in the high PTSD group, but results were non-significant for the low 
PTSD group. One interpretation of this finding is that once the level of symptoms reach a certain 
threshold, perhaps they begin to be associated with social support provision and receipt, but 
under that threshold, individuals are able to function without as much support. Prosocial 
behavior was significantly associated with negative cognitions/mood for both groups, although 
the correlation was stronger for high PTSD. One possible explanation for this outcome may be 
that individuals engaged in prosocial behavior could have been more directly exposed to 
unsettling aspects of the COVID pandemic, which in-turn negatively affected their mood. This 
may have been particularly difficult for individuals with higher impairment. These analyses were 
exploratory but offer preliminary evidence that associations between social interactions and 
PTSD symptom clusters may differ by level of distress. 

This study contributes to our understanding of how a history of trauma exposure may 
impact social interaction in the face of the national pandemic. However, our findings should be 
interpreted in the context of their limitations. First, because we leveraged an ongoing research 
study to examine social interactions in the early aftermath of COVID-19, we did not include 
questions about an individual’s personal experience with COVID-19 or with social, occupational 
or other health related factors to minimize participant burden in an ongoing study. Future 
research should examine whether other relevant factors associated with someone’s experience of 
this pandemic influences social interaction for those with trauma exposure and/or PTSD. This 
study’s cross-sectional design means directionality of the associations between trauma history 
and social behaviors cannot be inferred; therefore, future work should utilize longitudinal data to 
better understand the prospective impact of social isolation. Finally, there is little detail as to the 
context or perceived supportiveness of social interactions. Because social interactions differ in 
quality, content, and valence, additional research should examine the benefits of different forms 
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of social engagement, which could possibly lead to more effective implementations or 
recommendations for how to use social behaviors to enhance wellbeing during this stressful time.  

In sum, this study presents data on adults in the United States early in the COVID-19 
pandemic. As additional longitudinal data is leveraged, the present data may provide insight into 
the role of the patterns of social interaction among those with and without trauma histories 
and/or PTSD.  
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