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Abstract
Objective
To compare the social behaviors of individuals who were tested positive for COVID-19 relative to non-
infected individuals.

 

Methods
We sent COVID positive cases and age/gender-matched controls a survey regarding their social behaviors via
MyChart (online patient portal). We called cases if they did not complete the electronic survey within two
days. Data were collected from May to June 2020. Survey responses for cases without close contact and
controls were compared using Pearson chi-square or Fisher’s exact tests as appropriate.

 

Results
A total of 339 participants completed the survey (113 cases, 226 controls); 45 (40%) cases had known contact
with COVID-19. Cases were more likely to have recently traveled (4% vs. 0%, p = 0.01) or to work outside the
home (40% vs. 25%, p = 0.02). There was no difference in the rates of attending private or public gatherings,
mask/glove use, hand-washing, cleaning surfaces, and cleaning mail/groceries between cases and controls.

 

Conclusions
Sixty percent of cases had no known contact with COVID-19, indicating ongoing community transmission
and underlining the importance of contact tracing. The greater percentage of cases who work outside the
home provides further evidence for social distancing and remote telework when possible.
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Introduction
SARS-CoV-2 has infected >61 million individuals worldwide, with 1.4 million deaths as of December 1, 2020
[1]. SARS-CoV-2 is highly transmissible, with an estimated reproductive number (R0) of 2, approximately
double that of influenza [2]. To mitigate the spread of COVID-19, the disease caused by SARS-CoV-2, there
has been the widespread promotion of public health measures. These measures, developed from experiences
with other coronavirus outbreaks such as SARS, include isolation, quarantine, social distancing, and
community containment. Isolation, the separation of symptomatic-infected individuals from non-infected
individuals, works best for diseases with a short incubation period. COVID-19 has a long incubation period
and a substantial portion of transmission may occur from asymptomatic or pre-symptomatic individuals [3].
Quarantine, restriction of movement of exposed individuals for the duration of the incubation period, is
most useful when contacts of infected individuals can be readily traced. Social distancing involves limiting
interactions among community members to decrease community spread. Finally, community containment
involves restricting movements in entire geographical areas [4].

Population-based studies provide evidence that these measures have slowed the spread of COVID-19. In
China, there was a significant reduction in cases following strict community containment [5]. In four United
States cities (New York City, Seattle, New Orleans, and San Francisco), new cases declined following the
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implementation of isolation, quarantining, and social distancing [6].

Less is known about the impact of specific recommendations, such as working from home, outdoor exercise,
and disinfecting groceries/packages on the spread of the novel coronavirus. In China, suboptimal hand
hygiene was associated with COVID-19 infection among healthcare workers [7]. It is important to identify
which public health recommendations are most effective to support adherence and mitigate the
psychosocial and economic impacts of unnecessary recommendations. In this case-control study, we
describe patterns of COVID-19 prevention behavior among individuals in Ohio and Florida and differences
between patients testing positive for COVID-19 versus uninfected patients. This article is available as a
preprint [Speaker S, Doherty CM, Pfoh ER, et al. Social Behaviors Associated with a Positive COVID-19 Test
Result. medRxiv. Published online January 1, 2020:2020.08.04.20168450. doi:10.1101/2020.08.04.20168450].

Materials And Methods
We surveyed adults with a COVID-19 PCR positive result from our institutional COVID-19 registry and
gender- and age-matched controls from the Electronic Health Record (EHR) such that responses had
approximately a 2:1 ratio. We sent all patients a 14-question survey regarding protective behaviors via
MyChart, Cleveland Clinic’s online patient portal. We developed the survey by reviewing surveys of past
epidemics [8,9] and the PhenX toolkit [10]. Based on expert opinion and CDC guidelines, we included
questions on contact with a person known to be infected with COVID-19, social distancing behaviors, and
hygiene behaviors. The survey was pilot-tested for clarity. Survey responses were stored in RedCap. We sent
surveys to cases on the day of or the day following their first positive COVID-19 PCR test result, and to
controls weekly. If cases did not complete the electronic survey within two days, we contacted them to
administer it by phone. We excluded patients if they were non-English speaking, had dementia, resided in a
skilled nursing facility, were currently hospitalized, or were not active on MyChart. Demographic data were
extracted from the EHR from May 12, 2020 to June 22, 2020. After identifying individuals who reported close
contact with a COVID positive individual, we compared the behavior of remaining cases and controls using
Mann-Whitney U or Student’s t-tests (numeric variables), and Pearson chi-square or Fisher’s exact tests
(categorical variables) as appropriate. Statistical analyses were conducted using SAS (SAS Institute, Cary,
NC) Studio v.9.4 and R Studio v.3.6.3.

Results
A total of 113 cases and 226 controls completed part or all of the survey (response rate 9%), with 45 (40%)
cases reporting having a close contact, compared to <1% of the controls. The results were analyzed
comparing patients with no known close contact. The median age was 54 and 63% were female. 

A greater percentage of cases had someone in their residence who provided patient care (21% vs. 10%, p =
0.02). They were also more likely to live with someone experiencing upper respiratory tract symptoms within
the past week (22% vs. 3%, p < 0.001). Cases were more likely to work outside the home (40% vs. 25%, p =
0.02), to interact with more than 10 people in their daily work (35% vs. 18%, p = 0.002), and to have traveled
via airplane (4% vs. 0%, p = 0.01) or RideShare/Taxi (4% vs. 0.4%, p = 0.04).

A greater percentage of cases were placed in isolation or quarantine (25% vs. 4%, p < 0.001). Cases were less
likely to have gone outside to walk, hike, or exercise (52% vs. 88%, p < 0.001).

There were no differences between cases and controls in the rates of attending gatherings, mask/glove use,
hand-washing, cleaning surfaces, and cleaning mail/groceries; and no difference in self-reported medical
comorbidities (Table 1). 

Survey Question Cases N = 113 Controls N = 226 P-value

Close contact with someone who has COVID* 45 (40) 1 (0.4) <0.001

 Cases N = 68 Controls N = 225  

Age 52 (35 -62) 55 (39-70) 0.06

Gender - female 41 (60) 143 (64) 0.44

Number of people living in the home 2 (2-4) 2 (2-4) 0.903

Someone in the home had URI symptoms in past week 15 (22) 7 (3) <0.001

Someone in the home provides patient care 14 (21) 22 (10) 0.02

In the seven days prior to my test†, I have    

Gone to a friend, neighbor, or relative's residence 5 (8) 26 (12) 0.34
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Attended a public gathering (more than 10 people) 7 (10) 27 (12) 0.81

Sought care from a hospital or healthcare facility 15 (22) 40 (18) 0.40

Been placed in isolation or quarantine 17 (25) 8 (4) <0.001

Remained in your residence at all times, except for essential activities or exercise 48 (73) 177 (79) 0.28

Shared items like towels or utensils with other people 19 (28) 55 (25) 0.53

Had close contact (within 6 feet) with people who live with you 51 (76) 186 (83) 0.20

Had close contact (within 6 feet) with people who do not live with you 31 (46) 129 (58) 0.14

Gone outside to walk, hike, or exercise 33 (52) 196 (88) <0.001

Shared a household with someone who has been interacting with more than 10 people/day 13 (19) 35 (16) 0.49

Used shared public transit (e.g. train, bus, or subway) 1 (1.5) 1 (0.4) 0.37

Used a ride-share service (e.g. uber or lyft) or taxi 3 (4) 1 (0.4) 0.04

Traveled by airplane 3 (4) 0 (0) 0.01

Worked or studied outside the home 27 (40) 56 (25) 0.02

Been exposed to 10 or more people per day through my work 24 (35) 40 (18) 0.002

Always worn gloves outside of home 6 (9) 18 (8) 0.24

Always washed my hands or used hand sanitizer after possible exposures 45 (67) 140 (63) 0.24

Always washed my hands for at least 20 seconds 50 (75) 165 (74) 0.60

Always cleaned and disinfected shared surfaces daily 34 (51) 94 (42) 0.51

Always cleaned or disinfected mail or groceries 9 (14) 51 (23) 0.18

Always avoided leaving my home at all 10 (15) 21 (10) 0.50

Always avoided others in public spaces 31 (46) 83 (37) 0.36

Always avoided touching my face while in public spaces 33 (49) 100 (45) 0.79

Always wore a mask 43 (64) 124 (55) 0.61

Which type of mask did you wear?    

Cloth 48 (71) 149 (66) 0.50

Surgical 27 (39) 80 (36) 0.53

N95 6 (9) 26 (12) 0.53

Other 2 (3) 9 (4) 0.69

Do you have any of the following health problems?    

Lung disease (e.g. asthma, chronic obstructive pulmonary disease) 10 (15) 29 (13) 0.70

Immune suppression 6 (9) 20 (9) 0.99

High blood pressure 18 (26) 70 (31) 0.47

TABLE 1: Survey Responses Among Cases and Controls
*Patients who had a known close contact were excluded from remaining analyses (N = 46)

†In the control version this reads: “In the last seven days, I have”

Results reported as median (IQR) or N (%)

Discussion
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In our study, only 40% of cases reported close contact with someone with COVID-19. Cases were more likely
to report living with someone who had recent respiratory symptoms, possibly undetected infection. They
were also more likely to provide direct patient care or live with someone who does. Healthcare workers are
estimated to account for 3%-19% of COVID-19 cases in the United States [11]. These results reinforce the
importance of testing and quarantining individuals with known or suspected exposure.

In our study, 60% of individuals reported no known contacts and were likely infected through community
spread. One survey of infected patients found that most did not know the source of their infection, but over
80% worked outside the home in the two weeks preceding their diagnosis [12]. Our study adds to this by
comparing cases to uninfected controls and confirming that work, study, or travel outside the home is a risk
factor for SARS-CoV-2 infection. In contrast, controls were more likely than cases to go outside to walk or
exercise, suggesting that outdoor exercise is relatively safe.

Overall, compliance with recommended social distancing was suboptimal. At the time of survey
administration, there was low community spread in Ohio and Florida. About half the respondents had close
contact with non-family members, only 60% always wore a mask, and two-thirds always washed their hands.
At the same time, three-quarters remained in their homes except for essential activities, few attended
gatherings of more than 10 people and almost none traveled by public transportation. We found no
difference between cases and controls in the rates of event attendance, mask or glove usage, hand-washing,
and cleaning surfaces/mail/groceries. However, this does not prove that these interventions are not
protective.

Several limitations should be considered when interpreting the results of our study. Given that our survey
was computer and telephone based, there may be non-response bias. Patients who responded may be more
aware of and adherent to public health recommendations than the general public. Additionally, for some
survey questions, the number of participants who answered 'yes' was low, potentially limiting our power to
detect a smaller difference between the groups for those questions. Data were obtained via self-report and
are subject to recall bias; however, given the short time frame (within the past seven days) this is less likely.

Conclusions
It is important to identify which public health recommendations are most effective in limiting the spread of
COVID-19 in order to support public adherence. Our study reveals the social behaviors and exposures of
patients in Ohio and Florida from May to June 2020. The high percentage of infected individuals without
known contacts or exposure to high-risk individuals reinforces the importance of contact tracing to reduce
community spread, and social distancing. Infected individuals were more likely to have recently traveled and
to work outside the home, emphasizing the importance of working remotely and minimizing travel.

Additional Information
Disclosures
Human subjects: Consent was obtained by all participants in this study. Cleveland Clinic Institutional
Review Board issued approval IRB 20-438. This work was approved by the Institutional Review Board of
Cleveland Clinic (IRB 20-438). Informed consent was obtained from all participants. . Animal subjects: All
authors have confirmed that this study did not involve animal subjects or tissue. Conflicts of interest: In
compliance with the ICMJE uniform disclosure form, all authors declare the following: Payment/services
info: All authors have declared that no financial support was received from any organization for the
submitted work. Financial relationships: All authors have declared that they have no financial
relationships at present or within the previous three years with any organizations that might have an
interest in the submitted work. Other relationships: All authors have declared that there are no other
relationships or activities that could appear to have influenced the submitted work.

Acknowledgements
Sidra L Speaker and Christine M Doherty contributed equally to this article and are co-first authors. We
would like to thank June Cassano and Gina Rupp for their assistance with the electronic survey deployment.

References
1. Weekly epidemiological update - 1 December 2020 . (2020). Accessed: December 5, 2020:

https://www.who.int/publications/m/item/weekly-epidemiological-update---1-december-2020.
2. Li Q, Guan X, Wu P, et al.: Early transmission dynamics in Wuhan, China, of novel coronavirus-infected

pneumonia. N Engl J Med. 2020, 382:1199-1207. 10.1056/NEJMoa2001316
3. Gandhi M, Yokoe DS, Havlir DV: Asymptomatic transmission, the Achilles’ heel of current strategies to

control Covid-19. N Engl J Med. 2020, 382:2158-2160. 10.1056/NEJMe2009758
4. Wilder-Smith A, Freedman DO: Isolation, quarantine, social distancing and community containment:

pivotal role for old-style public health measures in the novel coronavirus (2019-nCoV) outbreak. J Travel
Med. 2020, 27:taaa020. 10.1093/jtm/taaa020

5. Pan A, Liu L, Wang C, et al.: Association of public health interventions with the epidemiology of the Covid-

2021 Speaker et al. Cureus 13(2): e13064. DOI 10.7759/cureus.13064 4 of 5

https://www.who.int/publications/m/item/weekly-epidemiological-update---1-december-2020
https://www.who.int/publications/m/item/weekly-epidemiological-update---1-december-2020
https://dx.doi.org/10.1056/NEJMoa2001316
https://dx.doi.org/10.1056/NEJMoa2001316
https://dx.doi.org/10.1056/NEJMe2009758
https://dx.doi.org/10.1056/NEJMe2009758
https://dx.doi.org/10.1093/jtm/taaa020
https://dx.doi.org/10.1093/jtm/taaa020
https://dx.doi.org/10.1001/jama.2020.6130


19 outbreak in Wuhan, China. J Am Med Assoc. 2020, 323:1915-1923. 10.1001/jama.2020.6130
6. Lasry A, Kidder D, Hast M, et al.: Timing of community mitigation and changes in reported COVID-19 and

community mobility - Four U.S. metropolitan areas, February 26-April 1, 2020. MMWR Morb Mortal Wkly
Rep. 2020, 69:451-457. 10.15585/mmwr.mm6915e2

7. Ran L, Chen X, Wang Y, et al.: Risk factors of healthcare workers with coronavirus disease 2019: a
retrospective cohort study in a designated hospital of Wuhan in China. Clin Infect Dis. 2020, 71:2218-2221.
10.1093/cid/ciaa287

8. Rubin GJ, Amlôt R, Page L, et al.: Public perceptions, anxiety, and behaviour change in relation to the swine
flu outbreak: cross sectional telephone survey. BMJ. 2009, 339:b2651. 10.1136/bmj.b2651

9. Betancourt TS, Brennan RT, Vinck P, et al.: Associations between mental health and Ebola-related health
behaviors: a regionally representative cross-sectional survey in post-conflict sierra leone. PLoS Med. 2016,
13:e1002073. 10.1371/journal.pmed.1002073

10. Hamilton CM, Strader LC, Pratt JG, et al.: The PhenX toolkit: Get the most from your measures . Am J
Epidemiol. 2011, 174:253-260. 10.1093/aje/kwr193

11. Burrer SL, de Perio MA, Hughes MM, et al.: Characteristics of health care personnel with COVID-19 - United
States, February 12-April 9, 2020. MMWR Morb Mortal Wkly Rep. 2020, 69:477-481.
10.15585/mmwr.mm6915e6

12. Tenforde M, Rose E, Lindsell C, et al.: Characteristics of adult outpatients and inpatients with COVID-19 —
11 academic medical centers, United States, March-May 2020. MMWR Morb Mortal Wkly Rep. 2020, 69:841-
846. 10.15585/mmwr.mm6926e3

2021 Speaker et al. Cureus 13(2): e13064. DOI 10.7759/cureus.13064 5 of 5

https://dx.doi.org/10.1001/jama.2020.6130
https://dx.doi.org/10.15585/mmwr.mm6915e2
https://dx.doi.org/10.15585/mmwr.mm6915e2
https://dx.doi.org/10.1093/cid/ciaa287
https://dx.doi.org/10.1093/cid/ciaa287
https://dx.doi.org/10.1136/bmj.b2651
https://dx.doi.org/10.1136/bmj.b2651
https://dx.doi.org/10.1371/journal.pmed.1002073
https://dx.doi.org/10.1371/journal.pmed.1002073
https://dx.doi.org/10.1093/aje/kwr193
https://dx.doi.org/10.1093/aje/kwr193
https://dx.doi.org/10.15585/mmwr.mm6915e6
https://dx.doi.org/10.15585/mmwr.mm6915e6
https://dx.doi.org/10.15585/mmwr.mm6926e3
https://dx.doi.org/10.15585/mmwr.mm6926e3

	Social Behaviors Associated With a Positive COVID-19 Test Result
	Abstract
	Objective
	Methods
	Results
	Conclusions

	Introduction
	Materials And Methods
	Results
	TABLE 1: Survey Responses Among Cases and Controls

	Discussion
	Conclusions
	Additional Information
	Disclosures
	Acknowledgements

	References


