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AB S TRA C T

Objective: Individuals with post-traumatic stress disorder (PTSD) who experi-

ence additional traumas or stressful life events may undergo symptomatic

worsening, but no data exist on whether exposure to the COVID-19 pandemic

in a high infection area worsens mental health among older adults with

chronic PTSD. Methods: Seventy-six older adults (N = 46 with PTSD and N = 30

trauma-exposed comparison subjects [TE]) for whom prepandemic data were

available were interviewed between April 1 and May 8, 2020 to quantify

depressive (Hamilton Rating Scale for Depression [HRSD]) and PTSD symptom

(Post-traumatic Stress Disorder Checklist [PCL-5]) levels. Group differences in

baseline characteristics as well as pre-post pandemic symptom levels were

examined, and participant characteristics were assessed as moderators of

symptom change. Results: Compared to TEs, individuals with PTSD more often

reported living alone and experiencing a physical illness (x2 = 5.1, df = 1,

p = 0.02). PCL-5 scores among individuals with PTSD decreased during the

COVID-19 pandemic by 7.1 points (t(69) = -3.5, p = 0.0008), whereas the TE

group did not change significantly. Overall no significant differences in HRSD

were found between groups, but a race or ethnicity variable was found to mod-

erate HRSD symptom change. Non-black or Hispanic individuals with PTSD

experienced significantly increased HRSD scores during the pandemic com-

pared to black or Hispanic PTSD participants. Conclusion: The findings are

indicative of complexity in the responses of older individuals with PTSD to
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further stressful life events as well as possibly unique aspects to the COVID-19

pandemic as a stressor. Sources of resilience may exist based on experience

with prior traumas as well as increasing age promoting more adaptive coping

styles. (Am J Geriatr Psychiatry 2021; 29:105−114)
INTRODUCTION

A fter an index trauma, individuals with post-
traumatic stress disorder (PTSD) are thought to

be vulnerable to increased symptomatology follow-
ing additional traumatic and stressful events. Com-
pared to controls, older adult Holocaust survivors
subjected to additional trauma experienced increased
intrusive thoughts and hyperarousal symptoms
related to the reactivation of traumatic memories.1

Traumatized refugees with pre-existing PTSD have
been shown to experience an increase in symptoms
and comorbid psychiatric disorders following an
additional traumatic experience.2 Some data suggest
that symptom-inciting events need not only be those
meeting Diagnostic and Statistical Manual (DSM)
criterion A3 for an additional trauma, but also may
be non-traumatic but nonetheless stressful life
events.4

It has been broadly anticipated that the spread of
the novel coronavirus SARS-CoV-2 and its associated
disease (designated COVID-19), as well as social dis-
tancing and stay-at-home orders instituted to mitigate
spread of the pandemic, may be experienced by vul-
nerable individuals as a traumatic stressor.5,6 Past
experience with disasters of various types (terrorist
attacks, natural, and environmental) has been associ-
ated with increased depressive and anxiety (including
PTSD) symptoms as well as substance misuse.7 In
particular, individuals with mood and anxiety disor-
ders may be at risk of recurrent or worsening symp-
toms resultant from diminished social engagement,
loneliness, and prolonged exposure to social isola-
tion.8 Additionally, the advent of 24 into 7 news
cycles may serve to worsen the traumatic exposure,
as recent studies suggest repeated media exposure to
large-scale crises can lead to increased anxiety and
heightened stress responses.9,10 Despite their intuitive
appeal, these hypotheses remain untested, and men-
tal health effects of the COVID-19 pandemic on vul-
nerable populations such as individuals with PTSD
are unknown at this time.
Older individuals and those who are racial or eth-
nic minorities are at increased risk for adverse medi-
cal outcomes associated with COVID-19,11,12 but
whether they also may be subject to increased mental
health risks associated with the pandemic is unclear.
On the one hand, natural disasters and public health
crises can disrupt essential services for community-
dwelling older adults, such as assistance from family
caregivers, home-delivered meals, and personal
care.13 More than a third of adults over 65 years old
live alone,14 and the majority have multiple chronic
medical conditions and/or sensory deficits (vision
and hearing loss) that limit daily activities and may
interfere with the ability to prepare for and respond
to large-scale disruptions in their usual lives.15 It is
feared that stay-at-home orders may cause older
adults to lose their usual ways to connect with sup-
port networks, health providers, exercise and social
activities, and volunteer and employment opportuni-
ties, thereby contributing to increased loneliness.16

On the other hand, following the 2004 hurricanes in
Florida, older individuals had lower rates of PTSD,
other anxiety disorders, and Major Depressive Disor-
der compared to younger adults.17 A survey of metro-
politan New York City area residents in the aftermath
of the September 11, 2001 terrorist attacks found that
cumulative prevalence rates of PTSD and depression
were lower (12.2% and 10.6%, respectively) in the
cohort aged 55 and above compared to the 18−54 age
groups (28.8% and 27.2%).18 Other studies suggest
that even the clinical presentation of trauma-related
distress appears less intense in older adults compared
to younger populations.19

A typical methodologic challenge in assessing
postdisaster change in mental health symptoms is a
lack of measurements performed prior to the stressor,
so whether postmeasurements indicate a change in
baseline among the individuals studied is unknown.
Since the fall of 2017, we have been conducting a
study of brain aging among individuals with PTSD
aged 50 and older as well as trauma-exposed healthy
comparison subjects (TE). This study, being con-
ducted in New York City, involves a comprehensive
Am J Geriatr Psychiatry 29:2, February 2021



Rutherford et al.
assessment of PTSD and TE participants in terms of
mental health symptoms and current functioning,
which provided an appealing population in whom to
study change in mental health following the begin-
ning of the COVID-19 pandemic. Therefore, we con-
tacted currently enrolled individuals for participation
in a telephone survey and queried willing individuals
in regard to their exposure to the SARS-CoV-2 virus
and social distancing policies, levels of depressive
and PTSD symptoms, substance use, and degrees of
social isolation and loneliness. Given the above risks
posed by the COVID-19 pandemic, particularly to
those who may be vulnerable on the basis of age,
race, or ethnicity, we hypothesized that older adults
with chronic PTSD would experience greater symp-
tomatic increases and a higher degree of social isola-
tion or loneliness compared to TEs.

METHODS

Study Design

Data were collected from participants in a larger
ongoing study examining the influence of chronic
PTSD on biological aging processes in older adults.
All individuals completing the parent protocol by
March 13, 2020 were eligible for participation in this
study. Having previously given permission to be
approached for future research studies, potential par-
ticipants were contacted via telephone by study staff
between April 1 and May 8, 2020. Those who indi-
cated their interest in participation and signed
informed consent were given a telephone or video-
conference interview date at their convenience. All
study procedures were approved by the New York
State Institutional Review Board.
Subjects

For the ongoing study from which participants in
this survey were recruited, PTSD patients were men
and women aged ≥50 years old who were currently
diagnosed with DSM5 PTSD using the Structured
Clinical Interview for DSM-5. They additionally had
PTSD duration at least 6 months, Post-traumatic
Stress Disorder Checklist (PCL-5) score ≥33, Clini-
cian-Administered PTSD Scale for DSM-5 (CAPS-5)
score ≥25, and were willing to and capable of
Am J Geriatr Psychiatry 29:2, February 2021
providing informed consent and complying with
study procedures. Individuals were excluded for past
or current diagnosis with traumatic brain injury, bipolar
disorder, psychotic disorder, or dementia, severe Alco-
hol or Cannabis Use Disorder or any other Substance
Use Disorder except Nicotine, current treatment with
mood stabilizers or antipsychotic medications, Mini
Mental State Examination (MMSE) <25, acute, unstable,
or severe medical disorder, and contraindication to
magnetic resonance imaging (magnetic resonance imag-
ing scan was a separate portion of study).

In addition, trauma-exposed healthy comparison
subjects (TE) were recruited who were men and women
aged ≥50 years old, exposed to trauma, and willing to
and capable of providing informed consent and com-
plying with study procedures. TE subjects were
excluded based on personal history of traumatic brain
injury, current or past DSM 5 disorder, or PTSD diag-
nosed in a first degree relative, current treatment with
psychotherapy or psychotropic medications such as
antidepressants, mood stabilizers, antipsychotic, or sed-
ative or hypnotic medications, past or current diagnosis
of dementia or MMSE <25, Hamilton Rating Scale for
Depression (HRSD) >7, CAPS-5 ≥10, in addition to
magnetic resonance imaging exclusion criteria.

All participants resided in the New York City metro-
politan area within driving or public transportation dis-
tance to Columbia University Irving Medical Center.
Measurement of COVID-19 Impact

A semistructured interview was performed to quan-
tify participants’ exposure to the COVID-19 pandemic.
Respondents were queried as to their personal and
familial medical exposure to the novel coronavirus
(COVID diagnosis, hospitalization, mechanical ventila-
tion), participation in New York State on PAUSE (e.g.,
need to self-quarantine, days since left house), con-
sumption of media reports on the pandemic (television,
smartphone, other online), access to healthcare resour-
ces (primary doctor, specialists, medication), and social
support or engagement (members of household, time
spent speaking with family or friends).
Clinical Assessments

Data were available from the parent protocol (i.e.,
pre-COVID-19 pandemic) on participant demographics
(age, sex, gender, marital status, race or ethnicity, years
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of education, employment status, and income), chronic
medical illness burden (Cumulative Illness Rating
Scale-Geriatric [CIRS-G]), PTSD symptom severity
(Post-traumatic Stress Disorder Checklist [PCL-5], and
CAPS-5), trauma type (Life Events Checklist for DSM 5
[LEC-5]), general anxiety symptoms (Hamilton Anxiety
Rating Scale), depressive symptoms (24-item HRSD)
and Inventory of Depressive Symptoms—Self Report),
and global functioning (Clinical Global Impressions
[Clinical Global Impressions Severity and Improve-
ment] and World Health Organization Disability
Assessment Schedule 2.0). Cognition was assessed
using the 30-item MMSE, and physical function was
assessed via a measure of weekly kilocalories (kcal)
derived from the 18-itemMinnesota Leisure Time Phys-
ical Activity Questionnaire and the Short Physical Per-
formance Battery (SPPB).

Repeat assessments performed remotely during
the COVID-19 pandemic included the 24-item HRSD,
PCL-5, Minnesota Leisure Time Physical Activity
Questionnaire, and Drug/Alcohol Timeline Follow-
back Assessment of recent substance use. Further
assessments newly added at the time of the COVID-
19 survey to quantify psychosocial effects of the pan-
demic were the UCLA Loneliness Scale, Perceived
Stress Scale, Pittsburgh Sleep Quality Index, Duke
Social Support Index, and GAD 7.
Data Analyses

Descriptive statistics for baseline clinical and demo-
graphic variables between PTSD and TE subjects were
calculated using frequencies, means, and standard devi-
ations. For skewed distributions, medians and inter-
quartile range were computed. Group differences were
examined using x2 (and Fisher’s exact tests, when
appropriate) and independent samples t tests (and
Mann-Whitney U tests for skewed distributions).

To examine the association of PTSD status (PTSD
versus TE) on pandemic-related change in psychiatric
symptoms (HRSD, PCL-5), physical activity, and sub-
stance use (alcohol, cannabis), generalized linear mixed
models for each outcome were fit, with a random effect
for time and an unstructured covariance structure to
account for within-subject correlation. A linear link
function was used for the psychiatric symptoms and
physical activity outcomes, and a logistic link function
for the substance use outcomes. All models included
the effect of time (pre- versus postpandemic), group
108
(PTSD versus TE), and group by time interaction, and
adjusted for the covariates of age, race or ethnicity
(black or Hispanic versus not black or Hispanic), cogni-
tive status (MMSE total score), physical functioning
(SPPB score), and medical comorbidity (CIRS-G score).

Additionally, we explored whether black or His-
panic race or ethnicity, older age, increased medical
comorbidity (CIRS-G score), or decreased physical
functioning (SPPB score) represented specific vulnera-
bility factors for HRSD and PCL-5 worsening during
the COVID-19 pandemic. The three-way interactions
of group by time by moderator were tested for each
of these four potential moderators. If the three-way
interaction term was significant, contrasts were per-
formed to compare pre-post change between PTSD
and TE groups stratified by the moderator variables.

All tests were performed at two-tailed significance
level of 5%.

RESULTS

Baseline Subject Characteristics Prior to the

COVID-19 Pandemic

Seventy-six completers to date in the parent proto-
col (N = 46 PTSD, N = 30 TE) could be reached by tele-
phone within the study time frame and agreed to
participate. As shown in Table 1, PTSD participants
were significantly younger than TEs (62.5 § 9.0 ver-
sus 67.4 § 9.4 years of age; t = -2.3, df = 74, p = 0.025)
and demonstrated significantly higher symptom
severity as judged by rater-administered measures
and self-reported PTSD, anxiety, and depressive
symptoms. Despite being on average 5 years younger,
PTSD subjects as compared to TEs had significantly
higher disability scores on the World Health Organi-
zation Disability Assessment Schedule 2.0 (median
(interquartile range) = 74 (63−90) versus 40 (37−49);
U = 577.5, p <0.001). The sample overall was 53.9%
male, 63.2% white, 30.3% black, and 13.1% Hispanic,
with no significant differences on these demographic
variables between groups.
Exposure to COVID-19 Infection and Social

Distancing

As shown in Table 2, significantly more PTSD
subjects compared to TEs reported living alone
Am J Geriatr Psychiatry 29:2, February 2021



TABLE 1. Demographics and Pre-COVID-19 Clinical Characteristics of Sample

PTSD (N = 46) TE (N = 30) Comparison

Characteristic N (%) x2 df p

Male 21 (45.7) 20 (66.7) 3.23 1 0.07
Fisher’s Exact Test

Race 0.69
Asian 1 (2.2) 0
Black 13 (28.3) 10 (33.3)
>1 race 1 (2.2) 0
Other 3 (6.5) 0
White 28 (60.9) 20 (66.7)

Ethnicity 0.078
Hispanic/Latino 9 (19.6) 1 (3.3)
Not Hispanic/Latino 37 (80.4) 29 (96.7)

LEC-5 trauma type 0.15
Combat 7 (15.2) 1 (3.3)
Noncombat interpersonal 27 (58.7) 16 (53.3)
Noninterpersonal 12 (26.1) 13 (43.3)

Alcohol use (≥1 drink per week) 16 (34.8) 13 (43.3) 0.478
Cannabis use (≥once per week) 6 (13.0) 1 (3.3) 0.234

Mean § SD t df p
Age 62.5 § 9.0 67.4 § 9.4 �2.3 74 0.025

Median (Interquartile Range) U p
Cumulative Illness Rating Scale-Geriatric (CIRS-G) 4 (0−8) 3 (1−4) 1013.5 0.13
PTSD Checklist for DSM5 (PCL-5) 42 (36−51) 8 (0−15) 477.5 <0.001
Clinician-Administered PTSD Scale for DSM5 (CAPS-5) 32.5 (27−41) 1.5 (0−7) 470.5 <0.001
Hamilton Anxiety Rating Scale (HARS) 16 (8−24) 3.5 (0−6) 679.5 <0.001
Hamilton Rating Scale for Depression (HRSD) 17 (8−24) 2 (0−4) 655.5 <0.001
Inventory for Depressive Symptomatology-Self Report (IDS-SR)* 33 (23−40) 10 (4−15) 535.5 <0.001
Mini-Mental Status Examination (MMSE)* 29 (28−30) 29 (28−30) 1195 0.660
World Health Organization Disability Assessment Schedule (WHODAS2.0) 74 (63−90) 40 (37−49) 577.5 <0.001
Short Physical Performance Battery (SPPB) 10 (9−11) 11 (10−12) 1331.5 0.055
Minnesota Leisure Time Physical Activity Questionnaire (kcal/wk) 1302.3

(469.5−2923.9)
1713

(622.6−2790)
1230.5 0.425

* For IDS-SR, the final N = 74 (one subject is missing from the PTSD group and 1 from the TE group).U: Mann-Whitney U test statistic; PTSD: post-
traumatic stress disorder; TE: trauma-exposed healthy comparison group.

Rutherford et al.
(63.0% versus 36.7%; x2 = 5.1, df = 1, p = 0.02). Both
groups of participants reported spending approxi-
mately 2 hours per day watching television
news reports, though there were indications PTSD
subjects spent more time overall viewing smart-
phone, computer, or television screens (U = 961.5,
p = 0.050). Respondents’ reported loneliness (UCLA
Loneliness Scale) and Perceived Stress Scores did
not differ significantly by group. Thirty out of
46 (65.2%) PTSD patients compared to 19/30
(63.3%) TEs had UCLA Loneliness Scale scores
indicating the presence of significant loneliness
(i.e., >25).

Significantly more PTSD subjects compared to TEs
reported experiencing a physical illness during the
pandemic (37.0% versus 13.3%; x2 = 5.1, df = 1,
p = 0.02), but only 1 subject was diagnosed with the
Am J Geriatr Psychiatry 29:2, February 2021
novel coronavirus using the PCR diagnostic test. A
large majority of all respondents (71.1%, not different
by group) reported maintaining access to their doc-
tors and healthcare professionals as needed during
the pandemic.
Pandemic-Related Change in Psychiatric

Symptoms, Physical Activity, and Substance Use

There was a significant group difference in the
change in PCL-5 scores (group*treatment interaction
F(1,69) = 6.14, p = 0.016), but the change was in the
opposite direction originally hypothesized. Figure 1b
shows that in the PTSD group, average PCL-5 scores
significantly decreased by 7.1 points (t(69) = -3.5,
p = 0.0008), whereas in the TE group, PCL-5 scores
remained low and did not change significantly during
109



TABLE 2. Social and Interpersonal Effects of Stay-at-Home Orders in New York

PTSD (N = 46) TE (N = 30) Comparison

Characteristic N (%) x2 df p

Became ill during pandemic 17 (37.0) 4 (13.3) 5.1 1 0.02
Formally diagnosed COVID 0 1 (3.3) Fisher’s exact test 0.39
Hospitalized 1 (2.2) 0 (0.0) Fisher’s exact test 0.12
Reports able to access doctors 36 (78.3) 18 (60.0) 2.9 1 0.09
Living alone 29 (63.0) 11 (36.7) 5.1 1 0.02

Mean § SD t df p
UCLA Loneliness Scale 20.6 § 12.9 19.5 § 13.0 0.34 62 0.74
Perceived Stress Score 18.0 § 9.1 18.0 § 10.8 �0.01 55 0.99
Duke Social Support 26.8 § 4.1 27.3 § 3.8 �0.62 66 0.54

Median (Interquartile range) U p
No. days since left house 1 (0−3) 1 (0−3) 1089.5 0.48
Hours per day watching newsa 2 (1−4.5) 2 (1−3) 1043.0 0.29
Hours per day viewing screena 4 (2−6) 3 (1.5−4) 961.5 0.05
Times per day speak with friends 1 (1−2) 2 (0.5−4) 1241.5 0.36

a The final N = 75 (1 subject is missing from the PTSD group).U: Mann-Whitney U test statistic; PTSD: post-traumatic stress disorder; TE: trauma-
exposed healthy comparison group.
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the pandemic (estimated mean change = 0.83, t
(69) = 0.34, p = 0.74). None of the adjusted covariates
were significant.

As shown in Figure 1a and Table 3, both the PTSD
and TE groups experienced a modest increase in
HRSD scores during the pandemic, with the increase
among TE subjects being statistically significant (esti-
mated mean change = +3.9, t(69) = 2.29, p = 0.025).
Contrary to our hypotheses, there were no significant
group (PTSD versus TE) differences in the change
in HRSD scores from prior to the pandemic to
FIGURE 1. Model-estimated means and 95% confidence intervals of
for age, cognitive status, physical functioning, and medical comorbid

110
their reassessment during the COVID-19 pandemic
(F(1,69) = 0.88, p = 0.352). None of the adjusted covari-
ates were significant.

There were no significant group (PTSD versus TE)
differences in the change in physical activity levels
(F(1,69) = 0.09, p = 0.76), dichotomized alcohol use
(0 versus ≥1 drink weekly; F(1,69) = 1.15, p = 0.29), or
dichotomized cannabis use (0 versus ≥1 use weekly;
F(1,69) = 1.0, p = 0.32) scores from prepandemic to
their reassessment during the COVID-19 pandemic,
while adjusting for covariates.
(a) HRSD and (b) PCL-5 change pre- and post-COVID, adjusting
ity.

Am J Geriatr Psychiatry 29:2, February 2021



TABLE 3. Adjusted Means and Standard Errors From Longitudinal Multiple Linear Regression Models, Adjusting for the Covariates
of Age, Cognitive Status, Physical Functioning, and Medical Comorbidity for the Outcomes of Depressive and Post-trau-
matic Stress Disorder (PTSD) Symptoms

HRSD
Adjusted Mean (SE) Within-Group Change Differential Change

Group Pre During Change Score t Value p Adj M (SE) t Value p

PTSD 15.21 (1.09) 17.08 (1.12) 1.87 (1.38) 1.35 0.181 �2.06 (2.20) �0.94 0.352
TE 3.68 (1.37) 7.62 (1.40) 3.93 (1.71) 2.29 0.025

PCL-5
Adjusted Mean (SE) Within-Group Change Differential Change

Group Pre During Change Score t Value p Adj M (SE) t Value p

PTSD 42.27 (1.65) 35.2 (2.02) �7.07 (2.00) �3.53 0.0008 7.90 (3.19) �2.48 0.016
TE 9.29 (2.09) 10.13 (2.53) 0.83 (2.48) 0.34 0.7379

Rutherford et al.
Moderator Analyses of Group Effects on

Psychiatric Symptoms

Moderator analyses revealed a significant three-
way interaction of group by time by race or ethnicity
(F(1,68) = 5.29, p = 0.0245) for HRSD scores. Contrasts
showed that the adjusted average HRSD scores signif-
icantly increased by 4.8 points (t(68) = 2.66, p = 0.0097)
among non-black or Hispanic PTSD subjects. This
change was significantly different (t(68) = -2.42,
p = 0.018) compared to black or Hispanic PTSD sub-
jects, whose HRSD scores decreased on average 1.7
points (t(68) = -0.84, p = 0.40). HRSD scores increased
by 6.2 points (t(68) = 2.25, p = 0.027) in black or His-
panic TE subjects, which was not significantly differ-
ent compared to the increase of 2.6 points (t
(68) = 1.26, p = 0.21) experienced by non-black or His-
panic TE subjects.

Results did not support disproportionate worsen-
ing in HRSD scores between older compared to youn-
ger subjects or based on higher or lower degrees of
medical comorbidity or physical functioning. No sig-
nificant moderators were found of the group effect on
PCL-5 change scores.
DISCUSSION

As they entered the COVID-19 pandemic, this
racially and ethnically diverse sample of older adults
with chronic PTSD experienced high levels of depres-
sive and anxiety symptoms compared to TEs. More-
over, PTSD participants were more socially isolated
(nearly twice as likely to be living alone), experienced
more physical illness during the reporting period,
and had somewhat greater exposure to pandemic
Am J Geriatr Psychiatry 29:2, February 2021
media coverage in terms of electronic screen viewing
time. Despite these risk factors for adverse mental
health consequences secondary to COVID-19 and the
fact that significantly more PTSD participants actually
became ill during the time period covered by this
study, PTSD symptoms actually significantly declined
among PTSD participants relative to TEs. Interestingly,
while there were no overall group differences on
HRSD change during the pandemic, PTSD subjects
who were not racial or ethnic minorities experienced
increased depressive symptoms compared to black or
Hispanic PTSD participants.

These results raise interesting questions regarding to
what extent the COVID-19 pandemic may function as
a traumatic stressor capable of amplifying or retrigger-
ing symptoms among individuals exposed to a differ-
ent trauma type earlier in their lives. Though national
and international healthcare organizations,20 in addi-
tion to the popular media21 have warned of a “tsu-
nami” of mental health problems resultant from
COVID-19 and associated stay-at-home policies, it
remains to be seen whether this will be the case. An
alternative perspective that is consistent with the pres-
ent findings is that catastrophic events have different,
less severe, pathologic implications when they occur
on a global scale to all citizens as compared to when
they occur to specific individuals or groups. As indi-
viduals with mental health symptoms due to trauma
often have cognitions relating to their specific propen-
sity to attract catastrophic events,22 feeling part of a
dominant group process in which danger exists for
everyone may serve to normalize and assuage such
patients’ painful sense of difference from others. In
such a way, making assumptions about the mental
health impact of global events may result in missed
opportunities to understand human resilience.
111
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Relatedly, rather than assuming (as we in fact
hypothesized) that a diagnosis of PTSD would confer
vulnerability, it may be asked whether a prior history
of trauma or PTSD actually may provide protection
against the development or worsening of depressive
and anxiety symptoms during COVID-19. One might
speculate that past traumatic experiences could help
individuals contextualize and deal with negative
events, particularly when those events are unrelated
to the specific traumas that they earlier experienced.
Whereas prior to the pandemic individuals with
PTSD may have believed (or been informed by
others) that their hypervigilant stance was abnormal
and discordant with societal norms, during the pan-
demic such a position might be considered under-
standable and adaptive. Importantly, findings from
this study did not provide evidence that stay-at-home
orders facilitated avoidance behavior on the part of
PTSD patients, making them less likely to encounter
triggers and therefore report fewer symptoms. We
found suggestive evidence that PTSD patients may
have had greater exposure to the pandemic via
spending more electronic screen time than TEs.

Despite increasing age being a risk factor for worse
medical outcomes due to COVID-19, we did not find
similar evidence for worse mental health outcomes
among older compared to younger individuals. These
data are consistent with large recent surveys that
have reported no large increases in loneliness associ-
ated with stay-at-home orders during the COVID-19
pandemic.23 It is possible that resilience may be con-
ferred on the basis of maturational changes in emo-
tion processing, as older adults with PTSD may
benefit from greater wisdom and more adaptive cop-
ing styles.24 Compared to younger adults, older indi-
viduals have fewer negative emotional experiences,
are less likely to report unhappiness, and feel a
greater sense of well-being.25 As the life course pro-
gresses, negative affect decreases,26 positive affect
increases or remains stable,27 and the incidence and
prevalence of depression and anxiety disorders are
generally reduced.28 In support of this interpretation,
we recently reported that 73 community-dwelling
elders with pre-existing Major Depressive Disorder
showed similar resilience during the first 2 months of
the COVID-19 pandemic.29 While these recently
depressed individuals had concerns about the future,
their level of symptomatology had not increased sub-
stantially compared to before the pandemic began.
112
Available evidence points to substantial health dis-
parities in the impact of the COVID-19 pandemic in
the United States, including higher rates of SARS-
CoV-2 infections and death among African American
and Hispanic individuals.30,31 Thus, we had antici-
pated that racial or ethnic minority status might be an
additional source of vulnerability among PTSD
patients, placing them at high risk for psychiatric
symptom increases during the pandemic. This
hypothesis was not supported by the moderator anal-
yses conducted here, as black or Hispanic race and
ethnicity appeared to confer resilience against depres-
sive symptom increases among PTSD participants
while being a risk factor for increased depressive
symptoms in TEs. We note that some evidence sug-
gests that greater community and religious support
among African Americans may be a protective factor
against depression compared to non-Hispanic
whites.32 However, these findings must be inter-
preted with caution given the small size of our sample
and the fact that we did not comprehensively assess
these potentially protective variables.

Although this study benefits from important
strengths, most notably including its characterization
of a high-risk population and measurement of mental
health status before and during the COVID-19 pan-
demic, there are significant limitations to consider.
First, since this survey was conducted approximately
2 months into the COVID-19 experience in New York,
an alternative interpretation is that these data were
collected too early to capture a later-occurring rise in
psychiatric symptomatology. It has been observed in
disaster psychiatry that in the immediate aftermath of
a crisis there can occur a “honeymoon” period during
which communities come together and individuals
experience enhanced well-being.33 Consistent with
this alternative possibility is the separate, multicity
evaluation of depressed older adults’ experiences dur-
ing the COVID-19 pandemic mentioned above, where
we found a similar resilience to stress among respond-
ents and a stability of depressive symptoms.29 Relat-
edly, given the acuity of stressors facing respondents
during the survey time period, the methods attempted
to minimize the burden of participating in the study
survey. As a result, the data collected were narrowly
focused on symptom levels and social support to the
exclusion of other interesting questions, such as the
adverse economic impacts on participants by COVID-
19, specific changes PTSD participants may have
Am J Geriatr Psychiatry 29:2, February 2021
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experienced in their mental health treatment, and posi-
tive alterations that may have influenced the resilience
observed in older adults.

Second, the individuals surveyed in this study
were not selected on the basis of random sampling of
a population, but rather were participants in an ongo-
ing study of PTSD and aging, which may have intro-
duced a bias in the results. The requirement of a
threshold PTSD symptom severity score at study
entry specifically may have resulted in regression to
the mean that contributed to the decline in PCL-5
scores noted among PTSD participants. Additionally,
the sample size was relatively small, and social desir-
ability factors may have influenced respondents’
answers to some questions, such as those regarding
alcohol consumption. Given the exploratory nature of
this survey, a number of comparisons and therefore
statistical tests were performed, leading to the possi-
bility of Type I error influencing the study results.
Finally, while respondents with PTSD attributed the
physical illnesses they reported to COVID-19 infec-
tion, at the time of this survey diagnostic testing was
limited to individuals having a level of illness requir-
ing hospitalization, so almost no subjects were for-
mally tested for the novel coronavirus using the PCR
diagnostic test.

In summary, results from this study raise intrigu-
ing questions about the response of older adults with
PTSD to the stress associated with the COVID-19 pan-
demic and the stay-at-home orders imposed by New
York state. Rather than it being the case that the pan-
demic per se is associated with increased symptom-
atology among this population, results from this
study suggest that the specific characteristics and
scale of the stressor (i.e., population-wide versus
impacting selected groups or individuals) may influ-
ence its impact on individuals with PTSD. More
research on older adults with PTSD is needed to
Am J Geriatr Psychiatry 29:2, February 2021
determine how adaptive maturational changes in
emotion processing as well as deleterious aging-asso-
ciated processes such as cognitive decline influence
older adults’ responses to further stressors.
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