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Abstract

Post-traumatic stress disorder (PTSD) can lead to multiple deleterious outcomes and has negative, sometimes debilitating,
impacts on general functioning of those affected. This systematic review of 26 articles evaluates the existing literature on social
functioning outcomes used in PTSD research, the association between PTSD and social functioning, and the impact of inter-
ventions for PTSD on social functioning. A review of 26 articles using the preferred reporting items for systematic reviews and
meta-analyses (PRISMA) guidelines for systematic reviews showed that PTSD was associated with significant impairment in global
social functioning. This review also reveals the need for both standardized definitions and better assessment methods to
operationalize social functioning and improve our ability to compare findings across studies. The literature also suggests that some
evidence-based treatments for PTSD improve social functioning despite not explicitly targeting social functioning in the treatment.
The findings of this review suggest that there are ample opportunities for improving both research and interventions to improve

global social functioning in PTSD.
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Post-traumatic stress disorder (PTSD) is a serious mental
health disorder occurring in about 8% of the general population
(Kilpatrick et al., 2013) and 17%-23% in veteran populations
(Fulton et al., 2015; Richardson et al., 2010). PTSD is defined
by the Diagnostic and Statistical Manual-5 (American Psy-
chiatric Association, 2013) as a response to a traumatic event
characterized by intrusive, recurrent thoughts of that traumatic
event, avoidance of reminders of the event, and a state of
hyperarousal and impaired emotional responsiveness. PTSD
is associated with poor physical health and is frequently comor-
bid with other physical issues and mental health symptoms
(Kessler et al., 2005; Pacella et al., 2012; Schnurr et al.,
2000; Van der Kolk et al., 2005). PTSD is also linked to
increased depression, anxiety, suicidal ideation and suicide
attempts, traumatic brain injury, and generally poorer mental
health (Greene et al., 2016; Lamoureux-Lamarche et al., 2016).

In order to qualify for a diagnosis of PTSD, symptoms must
cause clinically significant distress or impairment in social or
occupational functioning, or impairment in other important areas
of life functioning (American Psychiatric Association, 2013). In
particular, PTSD is commonly associated with poor social func-
tioning (i.e., how individuals relate to one another in social
contexts) and substantial interpersonal problems that may lead
to social losses, isolation, and distress (Brancu et al., 2014).

Individuals with PTSD often feel detached from others and
experience anxiety in social interactions (Hagan et al., 2019;
Kelly et al., 2020). In addition, individuals with PTSD may
perceive the world to be dangerous, view their social support
network as a threat to their safety, and avoid members of their
support network in order to increase their perceived safety
(Resick & Schnicke, 1992). Individuals with PTSD often expe-
rience anger and irritability in social situations (Taft et al., 2017),
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perhaps triggered by perceptions of others or of social environ-
ments as being threatening (Gardner & More, 2008). These
symptoms can lead to increasing social isolation, risk of suicide,
and other causes of mortality (Martin et al., 2009; Panagioti
etal., 2014; Rees & Smith, 2008). Therefore, negative outcomes
associated with poor social functioning are of particular concern
for individuals with PTSD due to the substantial social interfer-
ence associated with PTSD symptoms.

Given the consequences of poor social functioning associ-
ated with PTSD and an increasing focus on rehabilitation- and
recovery-focused models of mental health care compared to
more traditional disease-focused models, PTSD treatments that
improve social functioning are becoming both more common
and much needed (Glynn et al., 2009; Kelly et al., 2020; Rodri-
guez et al., 2012). Addressing social functioning in individuals
with PTSD can reduce social isolation, risks of suicide, and
mortality (Holt-Lunstad et al., 2010, 2015). Assessing and
treating problems with social functioning in individuals with
PTSD is important for improving their lived relational experi-
ences, over and above reducing their PTSD symptoms.

Defining the Key Construct of Social Functioning

It is a diagnostic requirement that PTSD symptoms cause clini-
cally significant distress or interfere with social, occupational,
or other important areas of life functioning (American Psychia-
tric Association, 2013). Specifically, traumatic experiences
may disrupt certain important aspects of healthy functioning
including emotion regulation, attentional skills, positive and
compassionate self-perception, interpersonal skills, and posi-
tive attachments with social others (Courtois, 2004; Herman,
1992). Impairment in any of these areas may negatively impact
relationships and contribute to impairment in functioning
across domains, but particularly in social functioning.

Inthe extant PTSD literature, the construct of social function-
ing has not been well defined. For the purposes of this review, we
utilized Bosc’s (2000) conceptualization of social functioning in
which social functioning is defined by an individual’s interac-
tions with their environment and by their ability to fulfill their
social roles within social and community activities and relation-
ships with employers, colleagues, friends, partners, and family
members. The causal relationship between social functioning
and PTSD may be bidirectional, and researchers have used the
theoretical models of social causation and social erosion to con-
ceptualize the relationship (Shallcross et al., 2016). In a social
causation model, the presence of social functioning may serve as
a protective factor that impacts the course and outcome of PTSD
symptoms following traumatic experiences. In contrast, in a
social erosion model, PTSD-related beliefs and behaviors can
lead to social isolation (Shallcross et al., 2016). Studies exam-
ining both social causation and social erosion as potential causal
frameworks have yielded mixed evidence (Cox et al., 2018;
Freedman et al., 2015; Shallcross et al., 2016). However, recent
research in this area suggests that PTSD symptoms have a neg-
ative impact on social relationships, supporting an erosion
model (Cox et al., 2018; Kelly et al., 2019).

Current Study

To assess the effect of PTSD on social functioning, the objec-
tive of this study was to systematically review the empirical
literature on PTSD and social functioning. Specifically, we
examined and summarized the published literature to evaluate
the range of social functioning outcomes used in PTSD research
using a systematic approach guided by the preferred reporting
items for systematic reviews and meta-analyses (PRISMA)
guidelines. Using this method, we first examined how the social
functioning construct was measured in the included literature
and the methodologies of included studies. We next evaluated
whether there was any association between a diagnosis of PTSD
and social functioning or between symptoms of PTSD and
social functioning. We assessed and described how specific
interventions impacted social functioning in studies of individ-
uals with PTSD. This review synthesizes these data to distill
several key findings, explicate the methodological limitations
of extant work, and provide an agenda for future research.

In the following sections, we first describe our systematic
search methods and review process. We then provide a detailed
review of empirical studies that examine the association
between PTSD and social functioning, reporting on aspects
of social functioning measurement, sample population, and
study design in our results. Finally, we will conclude with a
discussion of the implications of these findings and recommen-
dations for future directions for study in this area.

Method

To synthesize current research on PTSD and social functioning,
we conducted a comprehensive literature search through elec-
tronic databases. We searched PubMed, databases through
EBSCOhost (including CINAHL Plus with Full Text, Dentistry
& Oral Sciences Source, eBook Collection (EBSCOhost),
ERIC, Health Business Elite, Health Policy Reference Center,
Library, Information Science & Technology Abstracts, MED-
LINE with Full Text, PsycARTICLES, PsycBOOKS, Psychol-
ogy and Behavioral Sciences Collection, PsycINFO,
Rehabilitation & Sports Medicine Source, Social Work Refer-
ence Center, and SocINDEX with Full Text), databases
through ProQuest (including Family Health Database, Health
& Medical Collection, Health Management Database, Nursing
& Allied Health Database, PILOTS: Published International
Literature on Traumatic Stress, and Psychology Database), and
databases in OvidSP (including eBooks on Ovid, Ovid Journals
Database for Abstracts & Tables on Contents, VISN 1 Full Text
Journals on Ovid, Joanna Briggs Institute EBP Database—Cur-
rent to May 23, 2018, Embase, Ovid MEDLINE(R) Epub Ahead
of Print, In-Process & Other Non-Indexed Citations, Ovid
MEDLINE(R) Daily, and Ovid MEDLINE and Versions(R)
1946 to May 23, 2018) for articles published between January
1, 2008, and December 31, 2018. This time frame was used
because of the substantial increase in PTSD research published
after 2009. The searches, developed in consultation with a
research librarian, were limited to English-language literature.
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The search strategies included multiple key words and dif-
fered slightly based on database-specific search availabilities.
In PubMed: (((“social functioning”[Title/Abstract]) OR
(social[Title/Abstract] AND functioning[Title/Abstract])))
AND ((((“Stress Disorders, Post-Traumatic/drug thera-
py”’[Mesh] OR “Stress Disorders, Post-Traumatic/prevention
and control”’[Mesh] OR “Stress Disorders, Post-Traumatic/
therapy”[Mesh]))) OR (PTSDJ[Title/Abstract] OR posttrau-
matic stress disorder[Title/Abstract])). In EBSCOhost: AB
(“social functioning” OR (social AND functioning)) AND
AB (“Stress Disorders, Post-Traumatic” OR PTSD OR post-
traumatic stress disorder) NOT AB (pediatric OR adolescent
OR adolescence OR pediatric). In ProQuest: ab((social func-
tioning) OR (social AND functioning)) AND (ab(PTSD OR
posttraumatic stress disorder) OR mesh(stress disorders, post-
traumatic)) NOT (pediatric OR adolescent OR adolescence OR
paediatric). In OvidSP: (((“posttraumatic stress disorder” or
PTSD) and (“social functioning” or (social and functioning)))
not (pediatric or adolescent or adolescence or paediatric or
youth or children)). The use of social functioning as a search
term for reviews on this construct is in line with previous
systematic reviews of social functioning related to other con-
ditions such as depression (Hirschfeld et al., 2000), attention
deficit hyperactivity disorder (Ros & Graziano, 2018), and
chronic pain (Forgeron et al., 2010).

Study Selection

Initial titles were screened by one author (S.C.) and remaining
abstracts were dual-screened (A.S., S.C.). We included peer-
reviewed studies that measured global social functioning in the
PTSD literature, according to Bosc’s (2000) definition of social
functioning. Additional selection criteria included PTSD sam-
ple (or PTSD sample and comparison group), study focus on
PTSD or an aspect of social functioning, had to examine the
relationship between PTSD and social functioning, and the
measurement of social functioning had to meet our definition
(Bosc, 2000). We used a minimum sample size of 100, similar
to the strategies of previous reviewers, to ensure that included
studies were sufficiently powered to test associations between
PTSD and social functioning and avoid potential Type II errors
(Coelho et al., 2014). For intervention studies, the intervention
had to target PTSD to be included. Additional exclusion criteria
included case studies, case series, reviews, theoretical papers,
refugee samples only, nonadult samples, and studies that used
nonvalidated measures of social functioning, single items to
measure social functioning, or measures that examined a single
aspect of social functioning (e.g., parenting). We chose to
exclude refugee samples from this review (Makwarimba
et al., 2013; Stewart et al., 2010) because many such samples
are still living in a conflict zone at the time of testing (Abdi,
2005; Lischer, 2015), which poses challenges for comparing
findings across studies. We also excluded pediatric samples
because developmental differences may influence how PTSD
presents and because there are very different experiences of

social functioning in children compared to adults (Bronstein
& Montgomery, 2011; Murray et al., 2010).

Two authors (A.S., E.R.) conducted a dual screening of the
full text of the remaining articles, using inclusion and exclusion
criteria and Covidence software (Veritas Health Innovation,
n.d.). All coding at each stage was done independently, and
disagreements were reviewed and resolved through consensus
at each stage. Two authors (A.S., C.G.) then extracted study
details, such as study type, sample population and size, measures
of constructs of interest, and main findings. Data were collected
and organized into a data collection spreadsheet using Microsoft
Excel. Twenty-six studies were included in the final review. Our
selection and review processes are detailed in Figure 1.

Quality Assessment

Study quality assessment occurred at the full-text review and
abstraction stage, where two authors (A.S. and E.R.) indepen-
dently assessed study quality based on the National Institutes of
Health quality assessment 14-item checklist for observational
cohort and cross-sectional studies (National Heart Lung and
Blood Institute, 2019). Quality ratings were obtained for each
checklist item and coded as either a 0 or 1 and summed for a
total score between 0 and 14. Quality ratings were not used to
exclude studies from the review but instead to reveal areas of
weakness or strength across studies.

Results
Measurement and Study Methodology Findings

Our final review included 26 empirical studies, with sample
sizes ranging from 100 to 1,312 (M = 350). Table 1 summarizes
key methodological aspects and outcomes of studies that exam-
ined both PTSD and social functioning outcomes, including
cross-sectional, longitudinal observational, and interventional
designs. We have also included a table that summarizes the
demographic characteristics of each study in detail as an Online
Appendix. The most commonly used study design was a cross-
sectional design (n = 12), followed by six treatment studies, with
various designs including randomized controlled trials (RCTs)
and open trials. A majority of the included studies (n = 16)
examined military or veteran samples, including active duty
service members, veterans, and members of the U.S. National
Guard. In addition, samples for the reviewed studies were drawn
from inpatient and outpatient populations (n = 5), survivors of
interpersonal violence (child abuse or sexual assault; » = 3) and
police officers (n = 1), and there was one study on civilian
survivors of a terrorist attack (n = 1).

The majority of studies evaluated post-traumatic symptom
severity rather than diagnostic status. Our review revealed
variability in measurements used to assess both PTSD symp-
toms and social functioning. Of the 10 PTSD scales used, the
most common were the PTSD Checklist-Military version (n =
8) and the Clinical-Administered PTSD Scale (n = 7), often
considered the gold standard in PTSD assessment (Hunt et al.,
2018).
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Figure . Search and review strategy flow diagram.

In quality assessment ratings, studies commonly lost points
related to design, as cross-sectional studies often did not report
effect sizes, power calculations, or did not examine variables of
interest at more than one time point. A majority of studies fell
in the 7-10 range on the quality assessment scale, indicating
medium quality. The quality assessment ratings table is
included as an Online Appendix.

Our review also revealed heterogeneity across studies in
both measurement and definition of social functioning. We
summarize the social functioning measures as well as how
each scale defines social functioning in Table 2. Although
several distinct measures were used in the reviewed studies,
all measures conceptualized social functioning in either mul-
tiple relationships or as a global construct that may impact
daily living. The most commonly used measures of social
functioning were the Social Functioning subscale of the
Short-Form Health Survey (SF-36; n = 6) and its variants,
the Short-Form Health Survey (SF-12; n = 1) and Veterans
RAND 36-item Health Survey (VR-36; n = 1), for cross-
sectional (n = 5) or treatment studies (» = 3). For these
measures, social functioning is measured via a subscale based

on limitations in social activities and roles due to current
problems. This subscale is part of a larger set of physical and
mental health functioning subscales. Also common in the
reviewed literature was the use of the Social Adjustment Scale
(n = 6), with five studies utilizing the self-report version, and
one using the interview version of the measure. This scale
reports on social functioning across multiple domains includ-
ing work, social and leisure activities, relationships with
extended family, role as a marital partner, role as a parent,
and role within the family unit, and was used in clinical trials
(n = 2), cross-sectional observational studies (n = 3), and a
prospective cohort study (z = 1). Finally, the Psychosocial
Difficulties Scale (PDS; n = 4) was used to evaluate function-
ing in areas such as family and peer relationships, work,
school, and financial functioning in four cross-sectional stud-
ies. Other measures of social functioning used in the remain-
ing studies, included two studies using the Work and Social
Adjustment Scale, and single studies using the Sickness
Impact Profile, Inventory of Psychosocial Functioning (IPF),
Posttraumatic Stress—Related Functioning (PRFI), the Beha-
vior and Symptom Identification Scale (BASIS-32), Social
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Table 2. Scales Assessing Social Functioning of Individuals With Post-Traumatic Stress Disorder (PTSD).

Scale

Scale Description

Number of Studies in
Review Using Measure

36-Item Short Form
Health Survey
(SF-36)*

Short-Form Health
Survey (SF-12)°

Veterans RAND 36
Item Health Survey
(VR-36)°

Social Adjustment
Scale—Self-Report
(SAS-SR)“

Psychosocial
Difficulties Scale
(PDS)°©

Work and Social
Adjustment Scale
(WSAS)f

Sickness Impact Profile
(SIP)®

Inventory of
Psychosocial
Functioning (IPF)"

Posttraumatic Stress
Related Functioning
(PRFI)'

The SF-36 is a 36-item measure using Likert-type response options and assesses eight
health concepts: limitations in quality of life physical activities because of health
problems, limitations in social activities because of physical or emotional problems,
limitations in usual role activities because of physical health problems, bodily pain,
general mental health, limitations in usual role activities because of emotional problems,
vitality, and general health perceptions. The standard form of the instruments asks for
participants to reply to questions according to how they have felt over the previous
week. Two summary scores are provided: a physical component score (PCS) and a
mental component score (MCS)

Containing one third of the SF-36 items, the SF-12 also measures an eight-dimension
profile of health status, with two summary scores calculated: PCS and MCS

Developed from the SF-36, and with the support and endorsement of the Department of
Veterans Affairs, the VR-36 also measures health-related quality of life and functioning.
Two summary scores are provided: a PCS and an MCS

The SAS-SR is a 42-item measure, with a Likert-type scale response option. It assesses the
level of functioning over the past 2 weeks for six domains: work, social and leisure
activities, relationships with extended family, role as a marital partner, parental role, and
role within the family unit. A mean score can be calculated for each of the six domains,
as well as one overall mean social-adjustment score, based on the total number of
relevant items responded to, with higher scores being suggestive of greater social
impairment

The PDS is a 23-item questionnaire that assesses psychosocial functioning in areas such as
family and peer relationships (e.g., “have difficulty connecting emotionally with family
and/or friends”) and work, school, and financial functioning (e.g., “have difficulty finding
employment”). A total score is calculated, with higher scores indicating greater
psychosocial difficulties

The WSAS is a 5-item self-report measure that assesses impairment related to work and
social functioning due to a specified diagnosis or condition. The 5 items of this scale
measure occupation issues, home management, social leisure activities, private leisure
activities, and one’s ability to create and maintain close relationships with others. It is
scored on a Likert-type scale, with higher scores indicating greater levels of impairment

The SIP is a 136-item measure examining impairment across physical and psychosocial
domains. Patients respond to behaviorally anchored items that “describe you today and
are related to your state of health.” The Physical subscale of the SIP contains 45 and
focuses on the areas of body care and management, mobility, and ambulation. The
Psychosocial subscale contains 48-items regarding social interaction, alertness behavior,
emotional behavior, and interpersonal communication. Scores for each subscale, and
range from 0 to 100, with higher scores indicating poorer functioning on that scale

The IPF is a 29-item self-report questionnaire that assesses problems in social functioning.
The questionnaire assesses problems in five areas of social functioning: (a) work
performance, (b) family functioning, (c) sexual functioning, (d) social functioning and
interpersonal relations, and (e) social independence. Participants were asked to read
each item and to indicate on a dichotomous scale (I = true, 0 = not true) whether they
had experienced the problem mentioned during the last year. A total score ranging from
0 to 100 is then computed, with higher values representing a greater number of social
functioning impairments

The PRFI has 27 items and assesses functioning related to three domains: work and school,
relationships, and lifestyle. Each domain is made up of two subscales: Symptom Cluster
Impact which separately assesses the impact of reexperiencing, avoidance, numbing, and
hyperarousal symptom clusters on each domain of functioning and Total Symptom
Impact which includes items that address the functional impact of all four clusters of
PTSD symptoms taken together. Items for the PRFl are scored on a 5-point Likert-type
scale from O (not at all) to 4 (extremely). Only the first 26 items are scored: Item 27
provides a space for the individual to provide additional information about functional
difficulties. Total scale scores are calculated for work and school functioning,
relationship functioning, and lifestyle, with higher scores indicating worse functioning in
the respective domain

Six (Aversa, 2014; Aversa,
2012; Corry, 2010;
Galovski, 2012;
Schnurr, 2016; Wingo,
2017)

One (Sayer, 2010)

One (Aversa, 2012)

Six (Hassija, 2015; Kehle,
201 I; Markowitz, 2015;
Polusny, 201 I; Rauch,
2009; Yuan, 2011)

Four (Pietrzak, 2009,
2010a, 2010b, 201 1)

Two (Lab, 2008; Murphy,
2016)

One (Clapp, 2010)

One (Jackson, 2016)

One (McCaslin, 2016)

(continued)
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Table 2. (continued)

Scale

Scale Description

Number of Studies in
Review Using Measure

Social Functioning
Questionnaire
(SFQY

The Behavior and
Symptom
Identification Scale
(BASIS-32)"

Inventory of
Interpersonal
Problems (IIP)"

Psychosocial
Adjustment to
lliness Scale (PAIS)™

The SFQ is an 8-item questionnaire assessing an individual’s functioning in social
relationships over the previous 2 weeks. Items are scored on a Likert-type scale and
summed for a total score

The BASIS-32 is a patient-oriented measure of symptoms and behavioral distress. It is
composed of 32 items and measures the degree of difficulty (0 = no difficulty, 4 =
extreme difficulty) patients have had with different problems and areas of life functioning

during the preceding week. There are five subscale score calculated: Relations With Self

and Others (7 items), Daily Living and Role Functioning (7 items), Depression and
Anxiety (6 items), Impulsive and Addictive Behavior (6 items), and Psychosis (4 items)

The IIP is a self-report instrument that identifies a person’s most salient interpersonal
difficulties. The instrument contains eight scales that assess different aspects of an
individual’s interpersonal difficulties. These scales assess problems related to
manipulating, controlling, and/or being too aggressive toward others (domineering);
being distrustful, suspicious, and self-centered (vindictive); having difficulties expressing
affection and sympathy and maintaining relationships (cold); being too socially anxious,
shy, and inhibited (socially Inhibited); having difficulties being assertive and forceful
(nonassertive); having difficulties expressing anger and being too trusting and exploitable
(overly accommodating); trying too hard to please others or being too caring, trusting,
and permissive of others (self-sacrificing); and being overly intrusive, attention seeking,
and inappropriately open (intrusive). Items are scored on a Likert-type scale. The IIP has
two forms: [IP-64 and 1IP-32 (brief version developed for screening purposes, containing
the same scales as the original)

The PAIS includes 45 statements relating to an individual’s adjustment and functioning
designed to assess the psychological and social adjustment of medical patients, or
members of their immediate families, to the patient’s illness, score on a Likert-type
scale. The scale can be administered both as a semistructured psychiatric interview by a

One (Tsai, 2012)

One (Ng, 2016)

One (Markowitz, 2015)

One (Weinberg, 2018)

trained clinician and as a self-report measure (PAIS-SR). In addition to an overall
adjustment score, seven subscales are provided. These include Health Care
Orientation, Vocational Environment, Domestic Environment, Sexual Relationships,
Extended Family Relationships, Social Environment, and Psychological Distress

*Ware and Sherbourne (1992). b Ware etal. (1996). € Kazis etal. (2004). 4 Weissman and Bothwell (1976). © Pietrzak et al. (2010b). fMundt etal. (2002). & Bergner
etal. (1976). " Marx et al. (2009). ' McCaslin et al. (2016). ' Tyrer et al. (2005). * Eisen et al. (1994). ' Horowitz et al. (1988). ™ Derogatis (1986).

Functioning Questionnaire, Inventory of Interpersonal Prob-
lems, and Psychosocial Adjustment to Illness Scale.

PTSD and Social Functioning Findings Review

Of the 26 empirical studies reviewed, nearly all reported a sta-
tistically significant positive association between PTSD diagno-
sis or symptom severity and increased impairment in social
functioning (n = 21). However, 18 of these were specifically
cross-sectional study designs and therefore reported only corre-
lational associations that could not assess directionality between
PTSD symptoms and social functioning (see Table 1 for details).
Some longitudinal investigations had similar findings to the
cross-sectional results with the additional advantage of assessing
the impact of PTSD on global social functioning and revealed
that a PTSD diagnosis or greater symptom severity predicted
greater impairment in social functioning across time (Ginzburg
et al., 2010; Polusny et al., 2011). Specifically, Ginzburg et al.
(2010) examined 664 Israeli war veterans with and without
combat stress reaction and found that PTSD at baseline was
significantly associated with lower social functioning at
follow-up, particularly if it was comorbid with disorders such

as depression and anxiety. Polusny and colleagues (2011)
assessed a longitudinal cohort of 953 U.S. National Guard
soldiers and found that those with more PTSD symptoms had
poorer social functioning outcomes after 1 year than those
with concussion symptoms or mild traumatic brain injury,
showing a positive prospective association between PTSD
symptoms and impairment in social functioning. In another
longitudinal study of patients with major burn injuries, PTSD
symptom severity at 6, 12, and 24 months after discharge was
prospectively related to subsequent poorer social functioning
at each follow-up over a 2-year period (Corry et al., 2010).
However, the strength of association attenuated over time.
Nearly all of the reviewed studies assessed social functioning
as an outcome (rn = 25), and just over half assessed it as a
secondary outcome (n = 14). One exception was a prospective
study with police officers in four urban police departments,
which found that pretrauma social functioning was a protec-
tive factor: Both better social adjustment and higher levels of
social support during police academy training were associated
with a lower risk of PTSD symptoms measured 24 months
into an officer’s service (Yuan et al., 2011).
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Impacts of PTSD Treatment on Social Functioning

In general, treatment studies observed improved PTSD symptoms
as a function of treatment but largely did not assess for changes in
social functioning between pre- and posttreatment assessments.
In three treatment studies, comparison groups were not used, but
results indicated improvement in PTSD symptoms with treatment
(Aversa et al., 2012; Lab et al., 2008; Murphy et al., 2016). In
these studies, social functioning and PTSD symptoms were inver-
sely related at a single preintervention time point. However,
changes in social functioning posttreatment were not necessarily
reported, which does not enable assessment of whether function-
ing changed over time. For example, Aversa and colleagues
(2012) performed secondary analyses on baseline clinical trial
data of 943 veterans with PTSD and found that veterans with
fewer symptoms of depression and/or PTSD reported better social
functioning than those with more severe symptom profiles of
either disorder (z = 2.97, p = .003). Because these data were
cross-sectional, it was not possible to determine whether this
effect was due to depression, PTSD, or both. Similarly, multiple
other studies did not utilize social functioning as a treatment
outcome variable, which does not enable us to make inferences
about whether social functioning may have improved alongside
PTSD symptoms as a function of these interventions (Galovski
et al., 2012; Lunney & Schnurr, 2007; Markowitz et al., 2015;
Murphy et al., 2016; Rauch et al., 2009). Lab et al. (2008) eval-
uated the efficacy of a treatment called traumatic stress service
(TSS) by collecting pre- and posttreatment self-report measures
from 112 patients in a hospital setting. Results indicated that
having more PTSD symptoms was related to greater preinterven-
tion impairment in social functioning, and also that TSS led to
posttreatment-related reductions in PTSD symptoms (1 = 8.7, p <
.001) and social functioning impairment ( = 6.2, p <.001). How-
ever, there was no comparison treatment control, which means
that the authors could not unequivocally determine whether this
treatment was responsible for the changes in PTSD symptoms and
social functioning over and above any other treatment or just
changes over time.

Potential mediating factors related to PTSD and social func-
tioning were explored in five of the 26 studies, although not all
these studies examined mediators for the relationship between
PTSD and social functioning. Two of these articles analyzed
PTSD as a mediating variable, with one finding that the sever-
ity of PTSD symptoms mediated the association between
trauma exposure and social functioning (Aversa et al., 2014),
while another found that PTSD symptom severity mediated the
association between mild traumatic brain injury (mTBI) and
social functioning (Pietrzak, Johnson, Goldstein, Malley, &
Southwick, 2010b). The remaining three examined potential
mediators for the association between PTSD symptoms and
social functioning and found that more active coping (Hassija
et al., 2015) and more postdeployment social support (Pietrzak
et al., 2010; Pietrzak, Johnson, Goldstein, Malley, Rivers et al.,
2009) may buffer the impact of PTSD symptomology on social
functioning, while low social support from the community may
increase these negative impacts (Tsai et al., 2012).

Discussion

Our review of the literature suggests that the presence of PTSD
symptomology is a complex construct with clear links to poorer
social functioning. Historically, assessments of social function-
ing did not determine the extent to which an individual’s social
difficulties were directly related to PTSD symptoms (McCaslin
et al., 2016). Our review of 26 studies highlights that there is a
clear and consistent negative relationship between PTSD symp-
toms and social functioning, evidenced by the findings of a
majority of the reviewed studies. This relationship was observed
across multiple populations in our review (veterans, sexual
assault survivors, patients with chronic PTSD) and was present
across different kinds of traumatic experiences (abuse, combat
experiences, etc.) that can lead to the development of PTSD.
Some of the included studies also explored possible causal
mechanisms for the link between PTSD symptom severity and
poor social functioning, suggesting that social functioning and
PTSD could be connected through factors such as mTBI/trau-
matic brain injury (TBI), poor coping, and a lack of emotional or
community support. However, these causal pathways and evi-
dence regarding directionality warrant further research and
exploration, including via prospective studies that permit stron-
ger mechanistic claims.

A major finding of our review was the heterogeneity present
in the measurement and definitions of social functioning.
Across the 14 scales used to assess social functioning, defini-
tions of social roles and social functioning varied greatly, with
some scales assessing functioning across multiple unique roles
(worker, parent, etc.) and others combining social functioning
across different roles to provide a more general assessment of
one’s ability to make and maintain relationships. However, this
methodological variation limits our ability to compare findings
across the included studies. Researchers have highlighted the
limitations of current assessments of functioning (McQuaid
etal., 2012), particularly in relation to PTSD diagnosis (Speroff
etal., 2012), and in response, other broader measures have been
developed in attempts to improve measurement (Marx et al.,
2015). Two self-report measures have recently been developed
specifically to measure functioning related to PTSD symptoms,
the IPF and the PRFI (Bovin et al., 2018; McCaslin et al.,
2016). These two instruments have subscales based on specific
social relationships (i.e., parenting, friendship) but not an over-
all social subscale.

Our systematic search and review process revealed that
research on PTSD that includes a measure of social functioning
has different foci, with some studies tending to focus on one
area of social functioning (like marital partnerships), while
others use a more global assessment of social functioning.
PTSD may be particularly socially disruptive because post-
traumatic stress symptoms often lead to interpersonal conflict
and social isolation (Briere, 1992; Cloitre et al., 2005). For
example, in a cross-sectional study of a nonmilitary sample
of 176 urban mothers, PTSD diagnosis was associated with
significant parental and family functioning problems (L. R.
Cohen et al., 2008). Although the impact of PTSD on marital
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and family relationships is very important, the social function-
ing domain is broader than just relationships with one’s partner
and includes multiple different kinds of relationships, as dis-
ruption of any one of these can have a profound impact on daily
life. Impairment in social functioning may co-occur with
impairment in other domains, and the severity of PTSD appears
to covary with increased impairment in social functioning.

Given our review finding that PTSD severity and positive
social functioning are often inversely related, assessing social
functioning separately from other diagnostic PTSD features
would likely be beneficial to PTSD clinical treatment, and exam-
ining how therapy-related changes in social functioning may or
may not be related to changes in symptoms (Rodriguez et al.,
2012). Provision of social support has recently emerged as an
important treatment component in treating those with various
kinds of traumatic exposures (Cloitre et al., 2016) because
increasing social support can positively affect functioning and
PTSD symptoms (Tsai et al., 2012). Success in occupational or
academic settings often requires effective social functioning to
avoid interpersonal conflict and to support effective communi-
cation in the pursuit of goals (Drebing et al., 2016). In addition,
for survivors of sexual assault and childhood maltreatment,
social support is a protective factor that may help prevent the
development of PTSD both within and outside the treatment
context (Guay et al., 2006). As social support is related to social
functioning, such findings highlight the importance of further
study into the social functioning domain and how it might influ-
ence clinical outcomes for PTSD.

It may seem intuitive that the main goal of any therapeutic
intervention would be to increase the quality of a client’s life,
which would potentially include improving impairments in
social functioning. However, in the treatment of PTSD, the goal
of symptom reduction has often been the more explicit goal,
whereas improving daily functioning has often been more impli-
cit and therefore often not explicitly examined. Few studies of
treatments targeting PTSD have used social functioning as a
primary outcome measure. In a recent RCT comparing cognitive
processing therapy (CPT) to person-centered therapy for veter-
ans with PTSD after military sexual trauma, the authors assessed
the quality of life and psychosocial functioning (SF-36) as a
secondary outcome and found that participants treated with CPT
reported higher physical functioning than controls but that no
specific therapy approach was a significant predictor of change
in social functioning (Holliday et al., 2015).

Similarly, few behavioral treatments attempt to target social
functioning directly. According to a review of the literature by
Charney and Marx (2012), evidence-based practices for PTSD
often focus on symptom management, but not on social func-
tioning. One intervention, skills training in affective and inter-
personal regulation, does explicitly focus on improving social
functioning and skills with promising preliminary results with
veterans (Cloitre et al., 2016). Cusack and colleagues (2016)
reviewed 64 trials of evidence-based treatments for PTSD, and
their findings indicated support for the efficacy of prolonged
exposure, CPT, cognitive therapy, cognitive behavioral ther-
apy, eye movement desensitization and reprocessing, and

narrative therapy on PTSD symptom reduction for adults; how-
ever, the graded strength of evidence for social outcomes, when
reported at all, was considered by these reviewers to be insuffi-
cient to make claims regarding outcomes in social functioning.
Although one might expect functioning to improve when PTSD
symptoms improve, symptom-directed treatments sometimes
have symptom-specific effects and do not necessarily also lead
to improved functioning (Sayer et al., 2010). No treatment
studies in this review explicitly targeted social functioning,
though multiple studies reported improvements in social func-
tioning, alongside improvements in PTSD symptoms. This sug-
gests that PTSD treatment potentially can impact social
functioning even when the specific focus is not on functioning.
More research is needed to better understand the possible
mechanisms of change that enable such treatments to help
patients improve their social functioning.

On the other hand, some studies showed that PTSD symp-
tom reduction does not always accompany improvements in
functioning (Sayer et al., 2010). Given the importance of social
relationships in buffering against negative outcomes and suici-
dal ideation for persons with PTSD, there is a strong need to
assess the circumstances, treatments, or samples for which
symptom-focused PTSD treatment can also improve social
functioning. We recommend that research on PTSD treatment
outcomes also include measures of social functioning, to better
explain the impact of treatment on this critically important
functional domain. We also recommend (1) that researchers
use common or multiple measures of social functioning out-
comes to increase the ability to compare findings across stud-
ies, (2) that researchers provide a rationale and definition for
their choice of social functioning, and (3) that researchers mea-
sure and assess the importance of additional possible mediators
of the relationship between PTSD symptoms and social func-
tioning. In addition, as only one study reviewed examined
social functioning prospectively, further exploration of the
potential bidirectional relationship between PTSD and social
functioning is warranted.

Strengths and Limitations

Our review is limited by our chosen search and review criteria
and by the individual studies reviewed. We chose to search the
past 10 years of published peer-reviewed literature, which may
have excluded other relevant gray literature or literature pub-
lished more than 10 years ago that was not included in previous
reviews. Exclusion of gray literature may have increased the
risk of publication bias in this review, and we recommend that
future reviews on this topic examine the gray literature. Our
search terms were specific to publications that contained social
functioning as a major topic, and it is possible that the use of
broader search terms may have yielded additional studies that
focused on social functioning as a secondary outcome. Includ-
ing the names of measures used to assess social functioning
may have also been an alternative strategy and one that war-
rants further attention in future reviews. Similarly, the choice to
exclude literature explicitly focused on functioning within only
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specific social relationships (e.g., marriage) may be a limitation
in that functioning within specific social roles is one part of
social functioning. Future reviews may want to explore ways to
incorporate research into specific social relationships. In addi-
tion, we implemented a minimum sample size that may have
excluded smaller studies that may have still been relevant to
our research question.

Because our review focused on individuals with PTSD symp-
toms, our findings may not generalize to trauma-exposed individ-
uals who do not display PTSD symptoms, since they would not
have been captured in our review. Despite these limitations, our
review did include a variety of study designs—allowing us to
examine longitudinal, cross-sectional, and treatment studies. In
particular, it is important to review the racial and ethnic diversity
of the included articles to assess the generalizability of this review
of social functioning and PTSD. Although the articles included in
this review were from multiple countries of origin, the reported
sample demographics were approximately 66% White racial
majority, with non-White individuals of ethnic and racial minority
status underrepresented; consequently, overall findings may not
generalize beyond White individuals with PTSD. There was also a
lack of gender diversity, with four studies exclusively studying
women and 12 having greater than 85% male samples, likely due
to the number of military samples. Future reviews should investi-
gate these disparities further, and future research should aim to
further explore the impact of PTSD on the social functioning of
civilian, racial and ethnic minority, and gender-diverse groups.

Conclusion

The literature reviewed here supports the idea of a relationship
between PTSD symptoms and social functioning, while also
pointing to areas where additional empirical data are needed to
better understand underlying causality and potential mediators
of this relationship. Work that creates and evaluates new mea-
sures of social functioning also could greatly aid in the treat-
ment and evaluation of many mental health interventions,
including PTSD, since measurement and definitions of social
functioning are highly heterogeneous in the current literature.
In addition, as many of our reviewed articles utilized cross-
sectional design, there is a need for additional empirical studies
including RCTs and prospective longitudinal designs to exam-
ine the possible impacts of PTSD on social functioning over
time. An increase in the research and measurement of social
functioning using reliable, valid measures is vital to our ability
to assess, monitor, and detect meaningful improvement in a
critical area of social functioning for those with PTSD.

Implications for Practice, Policy, and Research

e PTSD can lead to significant impairment in social
functioning.

e Treatments of PTSD should explicitly target improved
social functioning as a goal.

e Consistent definition and measurement of social func-
tioning will improve future research.
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