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Abstract

This study examined the influence of social supporthe relationship between
posttraumatic stress disorder and comorbid psyadhofmayy, suicidal behaviour, and
mental and physical health functioning in the gahpopulation. Data came from Wave
2 of the National Epidemiologic Survey on AlcohabaRelated Conditions (NESARC)
(N=34,653). Results showed a differential impagba@dttraumatic stress disorder and
social support depending on gender. For men, ssg@ort had a moderating effect,
where social support had a greater influence optéealence of comorbid
psychopathology for men with posttraumatic strassrder compared to those without
the disorder. In contrast, social support had alitiad effect for women, where social
support was associated with decreased psychopgthala posttraumatic stress disorder
was associated with increased psychopathology.skhdy suggests that social support
should be included in the treatment of men withtjpagmatic stress disorder and

encouraged among women regardless of mental disdiagnosis.
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INTRODUCTION

l. Posttraumatic Stress Disorder and Comorbid Mdbiorders

Posttraumatic stress disorder (PTSD) first appkaith a standardized and
consistently defined description in the third emhtof the Diagnostic and Statistical
Manual of Mental Disorders (DSM-III; American Psyatnic Association, 1980).
Although other versions of this disorder, such&®etl shock,” have existed prior to
DSM-III, trauma based psychopathologies did noteapin the earlier,
psychodynamically oriented DSM | or DSM Il. Heneath the DSM-III, a standardized
definition of PTSD allowed for better research be psychological effects of trauma on
mental health because a consistent definition a&tbfer comparisons to be made
between studies. In order to receive a diagnosBT&D, according to DSM-IV
diagnostic criteria, an individual must experieadeaumatic event to which he or she
responds with fear, helplessness, or horror angyraptoms from three distinct clusters
consisting of reexperiencing, avoidance, and hypesal for at least one month
(American Psychiatric Association, 1994). Reexpeadiieg involves repeated and
intrusive memories related to the trauma througlugihts and dreams. Symptoms of
avoidance refer to attempts to avoid situationsdh@areminders of the trauma.
Symptoms of hyperarousal consist of irritabilitgduced concentration and exaggerated
startle response among others(American Psychiassociation, 1994).

PTSD is a common mental disorder with a lifetimevialence between 7% to
12% in the general population (Seedat & Stein, 28@ksler, Sonnega, Bromet et al.,
1995; Breslau, 2002; Kessler, Delmer, Frank, e28l05). Gender differences exist in the

rate and type of trauma exposure and prevalenBd 8D. Men are more likely to be



exposed to a traumatic event sometime during tifiejiwhile women are more likely to
be exposed to more invasive traumas (e.g., sesgalé) and are more likely to be
diagnosed with PTSD (Kessler et al., 1995; Keanashiall, & Taft, 2006; OIff,
Langeland, Draijer, et al., 2007). Prevalence ratd3TSD in the general population are
twice as high for women (10.4%) compared to me@®%®.(Kessler et al., 1995). PTSD,
in general population samples, has been found tmbsistently comorbid with a number
of Axis | disorders (Seedat & Stein, 2001; Kessleal., 1995), particularly depression,
anxiety disorders and substance use disorders #6&€estein, 2001; Breslau, 2002;
Kessler, 2000). Kessler and colleagues (1995) fahatt59% of men and 44% of women
with PTSD also met criteria for three or more medisorders. In fact, compared with
other anxiety disorders, PTSD has a greater histbepmorbid depression, alcohol and
substance use disorders, and suicide attemptsamduicidal self-injury (Bruce,
Weisberg, Dolan et al., 2001). PTSD is also assediaith increased medical utilization
(Greenberg, Sisitsky, Kessler, et al., 1999), oatiopal impairment (Stein, Walker,
Hazen, & Forde, 1997; Breslau, 2001), disabilitgré&gn et al., 2007; Sareen, Cox, Clara,
& Asmundson, 2005), and suicidal ideation, non-slaicself-injury and suicide attempts
(Bolton & Robinson, 2010; Nepon, Belik, Bolton, &i®en, 2010; Sareen et al., 2007;
Bruce et al., 2001; Chartrand, Sareen, Toews ,e2@l2).

PTSD is also a significant predictor of subjectiggngs of poor health
functioning (Asmundson, Stein, & McCreary, 2002h&arr & Spiro, 1999; Frayne,
Seaver, Loveland et al., 2004). In fact, Zayfed aalleagues (2002) found that PTSD
and major depressive disorder were equally impatanoverall mental health

functioning and both were significantly worse thgmic disorder and generalized



anxiety disorder. PTSD was also associated withifsigntly worse physical health
functioning compared to panic disorder, generaleexiety disorder and major
depressive disorder.

Il. Current Models to Explain Transition from Stse® the Development of
Mental and Physical Disorders

A number of theories have been proposed to exgaitransition from stress to
the development of mental disorders. One theayhhs been predominantly featured in
the literature is that chronic stress leads tadneelopment of mental disorders through
the activation of the hypothalamic-pituitary-adreadical (HPA) axis (Miller, Chen, &
Zhou, 2007). The HPA axis is activated during acttess, where the hypothalamus
secretes corticotrophin-releasing hormone (CRH)ugh the influence of serotonin from
the amygdala. Then CRH stimulates the pituitametease adrenocorticotropic hormone
(ACTH) which produces glucocorticoids, like corliso the adrenal cortex. Cortisol
functions by halting many of the body’s metabotieuronal and immune reactions in
order to conserve energy to cope with the acuesstr (Meewisse et al., 2007).
Prolonged exposure to cortisol is thought to leatilssue damage and dysregulation of
biological systems (Miller et al., 2007). The dehent of mood and anxiety disorders
is hypothesized to result from dendritic retractaomd decreases in spine number in order
to protect neurons from apoptosis caused by preldmxposure to increased cortisol
levels (Gorman & Docherty, 2010). Alternativelyrests can also lead to mental disorders
through declines in cortisol output, as is founthv@TSD (Miller et al., 2007). Chronic
stress leads to a deregulated pattern of hormametsmn, with lower than normal

morning levels of cortisol and higher than normedrstion levels throughout the rest of



the day (Miller et al., 2007). The opposite is tmdealthy individuals with the highest
level of cortisol in the morning and lowest in #nening. Individuals who develop PTSD
experience a rebound effect of cortisol, where wttaonic stress first begins the HPA
axis is activated, but with time cortisol secretrebounds to below normal (Miller et al.,
2007). Considering the substantial impairments@asad with exposure to chronic stress
it is extremely important to identify protectivectars that may attenuate the burden of
chronic stress on physical and mental health. <ica putative factor is social support.

lll. Social Support and Comorbid Mental Disorders

In the literature, social support is conceptualimn two broad domains: structural
support and functional support (Lett, BlumenthapBak et al., 2009). Structural support
refers to the size, type and frequency of contaitt an individual's social network (i.e.,
friends, family, acquaintances, co-workers, neighibp Functional support is the
perceived support provided by an individual’s sbogtwork. The four types of
functional support are: appraisal support, i.evi@or guidance when coping with
problems; self-esteem support, i.e., others’ irtthgethat you are valued; tangible
support, i.e., availability of material resourcasd belonging support, i.e., feeling one is
part of a group with common interests (Hyman, G&8l&€ott, 2003). Perceived social
support is often considered a better measure be@alasger social support network is
not necessarily reflective of greater or higherliggiaupport (Hyman, Gold, & Cott,
2003). Moreover, studies that have directly comgaine contributions of functional
support to structural support have found that ésstiis influenced more by functional

support than by structural support (Kaniasty & MQri992; Norris & Kaniasty, 1996).



Research to date examining the influence of secipport on levels of distress
has consistently shown significant negative assiotis between social support and
psychopathology (Kaniasty & Norris, 2008). Socigbgort appears to be an important
protective factor against psychiatric morbidity &ianen, Vahtera, Pantti, & Kivimaki,
2005; Dalgard, Bjork, & Tambs, 1995). However, absupport has been found to have
differential influence depending on gender. Wonerdtto have larger social networks
than men (Mclaughlin, Vagenas, Pachana, et alQR204en who are single, separated or
divorced are also less likely to have large saoelvorks, have fewer social interactions,
and are less likely to maintain contact with tlegildren and other family members
compared to those who are married (Amato, 2000)ddition, high levels of perceived
social support have been found to contribute inddpaetly to specific health practices
(i.e., adherence to routine medical attention,thgaliet, exercise) among women but not
for men (Jackson, 2006). Men and women do notrdififeaverage in the amount of
social support they provide for their partners; boar, women provide better support
when their husbands experience greater stress Nefirney, 2005). In constrast, men
display both support and negativity towards thewres when they experience greater
stress (Neff & Karney, 2005). Also, low perceiveattper support was associated with
higher depression scores among women only, whéighpartner support was
associated with lower depression scores among mewamen (Choi & Ha, 2011).

Moak and Agrawal (2009) used data from a natignapresentative US sample
to examine the influence of perceived social suppoipsychiatric comorbidity. They
found that higher levels of perceived social supp@re associated with decreased

likelihoods of major depressive disorder, geneealianxiety disorder, social phobia and



alcohol abuse and dependence. For individuals nvé@jor depressive disorder, more
perceived social support significantly predictedide depressive symptoms (George,
Blazer, Hughes, &, Fowler, 1989). Studies lookihgacial support and depression have
found that individuals with high levels of perceiveocial support experience more rapid
symptom improvement and are less likely to expeeerecurrences of depression
(Frasure-Smith, Lesperance, Gravel et. al., 2000hversely, lack of perceived social
support has been found to predict more depresgimet®ms and onset of major
depressive disorder (Stice, Ragan, & Randall, 26@4kel, 1994). Perceived social
support from colleagues and supervisors at workalss associated with decreased risk
of absence due to psychiatric iliness (Stansfetskl RHead et al., 1997) and improved
mental health (Vaananen et al., 2005).

IV. The Relationship between Social Support andtRagnatic Stress Disorder

Perceived social support has been associated hatbrtset, severity and
remission of PTSD. One of the most consistent figdiin trauma research has been the
inverse relationship between symptoms of PTSD amdgived social support (Clapp and
Beck, 2009). Individuals with higher levels of peireed social support have less severe
PTSD symptomatology and individuals with lower lisvef perceived social support
have more severe symptoms of PTSD (Clapp and BR&€9). Perceived positive social
support has been shown to act both as a protdmtiffer against the development of
PTSD and as a mechanism of remission of PTSD symgp{€@haruvastra, & Cloitre,
2008). Individuals who experience a traumatic et receive high levels of social
support are less likely to develop PTSD compardtidee who receive low levels of

social support (Declercqg & Palmans, 2006). Thiatrehship has been found in



childhood sexual abuse survivors (Hyman, Gold, & (X003) and combat veterans
(Fontana, Rosenheck, & Horvath, 1997). Individweth higher levels of perceived
social support also have less severe PTSD symptiRegehr, Hemsworth, & Hill, 2001;
Haden, Scarpa, Jones et al., 2007). The protedtilience of perceived social support
on PTSD symptoms was found for combat veteransgrfidle Johnson, Goldstein et al,
2009), former peacekeepers (Dirkzwager, Henk, &danPloeg, 2003), survivors of
childhood abuse and adult rape (Schumm, Briggdighil& Hobfoll, 2006), victims of
community violence (Scarpa, Haden, & Hurley, 20@&) victims of sexual and
physical violence (Glass, Perrin, Campbell, & Saelk907).

Lack of perceived social support is also associaftiéuthe development of PTSD
following trauma. In two recent meta-analyses exang the risk factors for PTSD in
trauma-exposed adults a lack of social supportshas/n to be among the strongest
predictors of new onset PTSD (Brewin, Andrews, &evdine, 2000; Ozer, Best, Lipsey,
& Weiss, 2003). Also, lack of social support lecatoincreased risk of PTSD for
Vietnam veterans (Boscarino, 1995), victims ofl¢irgligious and national conflicts
(Jovanovic, Aleksandric, Dunjic et al., 2004) amctims of road traffic accidents
(Holeva, Tarrier, & Wells, 2001). Gender differeadeave been found in the relationship
between social support and PTSD symptomatology grtramma-exposed individuals.
The effects of social support on PTSD symptomsrabths and 2 years after trauma
exposure were significantly greater for women theam, where women who had lower
social support reported greater symptoms of PTSD then (Andrews, Brewin, & Rose,

2003; Ahern, Galea, Fernadez, et al., 2004).



There is a paucity of research examining PTSDiabsapport and suicidal
thoughts and behaviour. Although research supplogtassociation between PTSD and
suicidal behaviour (Stein et al., 1997; Sareen.eP@07) and the inverse relationship
between social support and suicidal thoughts ahdweur (Chioqueta & Stiles, 2007;
Kaslow et al., 2005; Montross, Zisook, & KasckoWwp3) no studies have examined
their interrelations in the general population. Twoent studies examined the
relationship between PTSD, social support and dai¢houghts and behaviour in
samples of treatment-seeking Iraq and Afghanistanweterans. These studies found that
PTSD significantly diminished the protective effettsocial support on suicidal thoughts
and behaviour (Jakipcak et al., 2010; Pietrzak.e2@11). This may indicate that the
buffering effects of social support may be lessyptmced in veterans with PTSD
compared to those without PTSD; however, it is unwkm whether these results can
generalize to non-veteran samples.

V. Theoretical Models to Explain Influence of Sd&aipport on Mental Health

Several theoretical models have been proposdtkifiterature to help explain the
influence of social support on mental and physieslth. The most influential theoretical
model is the “stress buffering model”. This model,described by Cohen and Hoberman
(1983), hypothesizes that the availability of sbsigoport wholly or partially protects an
individual against the pathogenic effects of highels of life stress. Cohen and Wills
(1985) described two possible points where socigpert may interfere with the
hypothesized casual link between stress and meistaiders. The first point where social
support may interfere is by preventing the apptaitan event as stressful. Specifically,

the perception that others will provide needed ueses may improve the person’s



perceived ability to cope with the situation(syeay redefine the potential for harm
posed by the event(s) (Cohen & Wills, 1985). Thaosed point that social support may
interfere is by reducing the impact of the strggsraisal through eliminating (or
reducing) the stress reaction or by directly inficieg physiological processes (Cohen &
Wills, 1985). Support for the influence of sociapgport on physiological processes
comes from animal research. Studies have showpdsiive social interactions
modulate the HPA axis and influence recovery frajaries and illnesses (DeVries et al.,
2007). Hamsters and mice that form social bondgrrtected from adverse reactions
from stress and heal more quickly than sociallyaisal animals because the physical
contact experienced in their pair bonds releasg®oi, which leads to the suppression
of the HPA axis and facilitates wound healing (DieSret al., 2007). Social housing (i.e.,
two or more animals living in one primary encloswe opposed to single housing, where
a lone animal lives in one primary enclosure) app&ahave an alternative mechanism
for its influence on stroke-induced neuronal deatioving suppression of the
inflammatory response that accompanies stroke ([2s\ét al., 2007). Both pair bonds
and social housing highlight the direct influenéeacial support on physiological
processes.

The “stress buffering model” has been appliedhaliterature to help explain the
consistent and strong relationship between PTSDsaoidl support (Charuvastra, &
Cloitre, 2008). However, there is some debateanithrature regarding the timing of
how they influence each other. While the “stresiédoung model” posits that perceived
positive social support acts as both a protectuféeb against the development of PTSD

and as a mechanism of remission of PTSD symptdrags is also growing support in the
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literature for an alternative theory called thed®on model.” The erosion model posits
that symptoms of PTSD (e.g., social withdrawal, burg, excessive anger) contribute to
the erosion of social support over time by leadimg decrease in the quality and quantity
of social support individuals with PTSD receive eldrosion model hypothesizes that the
strong relationship between social support and PiESIde to symptoms of PTSD
leading to decreased social support and not inedesscial support leading to decreased
PTSD symptoms (Clapp & Beck, 2009; King et al., @00affaye et al., 2008). Support
for the erosion model comes from a study by Kingle2006) that directly tested the
stress buffering and erosion models. King et &06) measured PTSD severity and
social support in a sample of Gulf War veteransA2#9) initially after returning from
combat and again five years later. They founditiiibl PTSD predicted subsequent
decreases in social support, but that social stp@ited to predict later PTSD, after
controlling for initial PTSD severity.

VI. Personality Disorders

Personality disorders have been found to be styamgociated with PTSD (Pietrzak
et al., 2011, Bollinger et al., 2000; Dunn et 2004; Gomez-Beneyto et al., 2006; Malta
et al., 2002; Shea et al, 2000; Southwich et 8B31Yen et al., 2002; Pagura et al.,
2010). A general population sample in the U.S. tbassociations between PTSD and
borderline, schizotypal, and narcissistic persoydalisorders (Pietrzak et al., 2001). Yen
and colleagues (2002) found the highest rate ofPdiong borderline personality
disorder (51%) compared to other personality disdin addition, personality disorders
are also associated with dysfunctional copingegias which include lack of social

support seeking (Bijttebier & Vertommen, 1999). Hattern of lack of social support
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seeking and the tendency to engage in avoidantimmgpyas found among all cluster A
personality disorders, borderline personality dieoy and avoidant personality disorder
(Bijttebier & Vertommen, 1999). Antisocial persomyaldisorder was found to be solely
associated with lack of social support seeking @Bljttebier & Vertommen, 1999).

With the association between personality disordacsPTSD and lack of social support
seeking, a review of the literature that descrihesstability of personality disorders was
justified. This review was conducted in order ttedaine whether personality disorder
diagnoses should or should not have been inclused\ariates in this study. However
the results of a number of longitudinal studieg tleve examined the stability of
personality disorder diagnoses and symptoms ovettiave found that personality
disorder symptoms are, “in fact, notably unstalolé plastic,” (Wright, Pincus, &
Lenzenweger, 2011). These studies in both clidod community samples have found a
significant decline in the number of individualsetiag diagnostic criteria overtime
(Wright, et al., 2011). For example, the Collabm@atongitudinal Personality Disorders
Study (CLPS) found significant diagnostic changesr@ two year period. Only 44% of
individuals met criteria every month during yeae@nd rates of remission (fewer than
two criteria throughout the past year) were 20%nmduyear one and ranged from 20% to
40% at year two (Clark, 2007). The Longitudinaltwf Personality Disorders (LSPD),
using a sample of college students over a four-geaod, found that the number of
personality disorder diagnostic criteria decreasedverage by 1.4 per year (Clark,
2007). Given the instability of personality disordeagnoses, especially over a short
period of time (i.e., two to four years), persotyatlisorders were not included as

covariates in this study. Also, the personalityodier diagnoses in the NESARC are
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lifetime and all other measures in the current i past-year; therefore, the inclusion
of personality disorders would have also detratiaeh the temporal relationships of
variables in the study.

VII. Limitations of Previous Research

Despite the growing number of studies that hawaered the relationship
between social support and PTSD, there are stilimber of limitations in the literature.
First, studies have mainly focused on specific $ypetrauma (e.g., combat, motor
vehicle accidents, and intimate partner abusehand not been able to evaluate models
that include a variety of other traumatic experesm the same study (Boscarino, 1995;
Fontana et al., 1997; Pietrzak et al., 2009; Hokva., 2001; Glass et al., 2007). The
current study addressed this limitation by lookati@ general population sample which
has experienced a wide variety of traumas that le/endividuals to develop PTSD.
Second, other studies have examined the relatipristiveen social support and PTSD
in specific sub-samples of the population like vats (Boscarino, 1995; Fontana et al.,
1997; Pietrzak et al., 2009), college students @razt al., 2007) and firefighters (Regehr
et al., 2001), which limits the generalizabilitytbk results. The current study addressed
this limitation by using a population-based Amenicample. Third, previous studies that
have examined social support and PTSD have usadatlsamples, which tend to be
treatment-seeking (Jovanovic et al., 2009; Glass. £2007; Hyman et al., 2003), or have
been limited by small sample sizes, i.e., fewentP@0 participants (Jovanovic et al.,
2009; Haden et al., 2007; Regehr et al., 2001).clineent study used a large sample of
34,653 people from the general US population, whitbhwed for more statistical power.

Fourth, the literature to date has focused mainlgacial support and the development of
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subsequent PTSD, and had not readily examinedhthence of social support on those
who already have PTSD (Hyman et al., 2003, Holé\ad. £2001; Declercqg & Palmans,
2006). This study focused on examining the inflgeatsocial support on those who
already have a PTSD diagnosis. An additional streafithis study was the use of
structured clinical interviews based on DSM-IV eria to diagnose PTSD and other
mental disorders, rather than self-report of tresence or absence of a diagnosis. Also,
this study used perceived social support whicloisiered a better measure of social
support. Studies that have directly compared tmribmtions of perceived social support
to structural support have found that distresafisénced more by perceived social
support than by structural support (Kaniasty & MQri992; Norris & Kaniasty, 1996).

VIII. The Purpose of The Current Study

The purpose of the current study was to examieerntuence of social support
on the relationship between PTSD and comorbid nhegarders, suicidal behaviour,
and physical and mental health functioning. Speallly, | determined whether social
support moderated these relationships (Figure arted as an independent predictor
along with PTSD. To determine whether social suppmderated these relationships,
regression models were used to test whether araatien model (i.e., PTSD x social
support) better accounted for the relationship betwPTSD and comorbid mental
disorders, suicidal behaviour, and physical andtaldrealth functioning compared to an
additive model (i.e., PTSD + social support) (Tdback & Fidell, 2007; Rose et al.
2004). Both additive and interaction models weranexed in this study and this
approach was justified for three reasons. Firgd, dtudy was exploratory; therefore, |

needed to include both additive and interactiveaff because it was unknown how
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PTSD and social support would relate to comorbstidiers, suicide attempts and quality
of life. It may have been that social support wesoaiated with lower odds of mental
disorders regardless of a PTSD diagnosis or noit €xuld have been that people under
stress (i.e. people with PTSD) would benefit evemerirom social support than those
without the disorder (as the stress buffering higpsis describes). Because of this lack of
clarity in the literature, examinations of both dide@ and interaction effects were
warranted. Previous research supports the signtficluence of social support (e.g.,
Moak & Agrawal, 2009; Frasure-Smith, Lesperancg\@r et. al., 2000) and PTSD
(e.g., Seedat & Stein, 2001; Breslau, 2002; Kes2@00) on psychopathology, suicidal
behaviour and mental and physical health functigmvhen they are examined
separately. However, it was unknown whether bote$support and PTSD would
interact in their influence on psychopathologycgial behaviour and mental and
physical health functioning (interaction model)remain both significant, but
independent predictors (additive model). A secarstification for this approach was that
the examination of both interactive and additie@s is advocated in the literature. It is
suggested that if a multiplicative regression asialyeveals no significant interaction
effect the effects of the constituent variables. (isocial support and PTSD) should be
estimated by reverting to an additive model to teistain effects (Cramer &
Appelbaum, 1980; Finney et al., 1984; Mitchell let B983; Schaefer et al., 1981). In
fact, Craemer and Appelbaum (1980) suggest thaaddéive model estimates are
statistically more powerful and precise, and haas lerror. This approach is supported
by others (Mitchell et al., 1983; Schaefer et H81). The third justification for this

approach was that interaction effects are harctteal. Research has shown that although
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experimentalists frequently detect interaction @enonexperimentalists conducting
field research have found moderator effects toxdbemely difficult to detect

(McClelland & Judd, 1993). Research designs haea loaticized for regularly failing to
have sufficient power to detect true interactidDsdrall et al., 1981). Moreover, because
research supports the differential influence ofamsupport on men and women
(Andrews, et al., 2003; Ahern, et al., 2004; ChdHé&, 2011; Neff & Karney, 2005;
Jackson, 2006), effects in the current study wreerngned within each gender (i.e.,
stratified by gender).

There are several reasons why stratifying the aealypy gender is justified
despite not testing for a significant interactiomhwgender. First, as mentioned
previously, it is often difficult to detect sigreAnt interaction effects due to lack of
power and not because a true interaction doesxmit(©verall et al., 1981). Second,
there is something to be learned by examining nmeinnaomen separately. Men and
women have been found in previous research tofheenced differently by social
support (Andrews et al., 2003; Ahern et al., 200Hoi & Ha, 2011; Neff & Karney,
2005; Jackson, 2006), to have different ratesT@P (Kessler et al., 1995) and to
experience different types of trauma (Kessler etl&95; Keane, Marshall, & Taft, 2006;
Olff, Langeland, Draijer, et al., 2007). Due to faet they are influenced differently by
both the independent variable (PTSD) and the maidgraariable (social support) in this
study, it is prudent not to assume that theseabiariwill relate in the same way to the
dependent variables (i.e., mental disorders, salitidhaviour, and physical and mental
health functioning) among the two genders. Thingré is a precedence in the literature

for stratifying analyses by gender without testioga significant interaction (Bolton et



16

al., 2008; Sareen et al, 2012; Afifi et al., 20Jpally, the Canadian Institutes of Health
Research (CIHR) “expects that all research appiscanll integrate gender and sex into
their research designs when appropriate,” (CIHR.220This requirement of CIHR
shows the importance of examining the influencgesfder and supports the argument
that a statistically significant gender interactterm is not required to conduct analyses
stratified by gender. Examination of these relattops using a nationally representative
American sample formed the basis of my Master’sllegsearch.

All measures in my study are self-report measw@sh have a number of
important strengths. First, self-report measuredlae only way to measure emotional
states, attitudes, plans and other constructsatiegberceptual in nature (Haeffel &
Howard, 2010; Williamson, 2007). Second, therevidence that self-report may be
superior to behavioural measures when estimatihg\neural outcomes (Haeffel &
Howard, 2010). Many studies have found that thestrant validity coefficients of self-
report measures were superior to those of behaliowasures when estimating
behavioural outcomes (Howard, Maxwell, Wiener,lgtl®80; Cole, Howard, &
Maxwell, 1981, Cole Lazarick, & Howard, 1987). Tiself-report measures often
outperform other measurement techniques in predjdtiture outcomes (Haeffel &
Howard, 2010). Self-report measures are excelledigtors of moods, emotions and
psychopathology (Haeffel & Howard, 2010). The ubsalf-report measures was well
suited to my study, since | was examining whethmawing an individual’s level of
perceived social support would help to predictréiationship between PTSD and other

comorbid mental disorders. Overall, self-report sueas are considered an important



17

measurement tool because of their ability to ptaciportant outcomes (Haeffel &
Howard, 2010).

The variables that influence self-report measofescial support are not
currently well understood. One study discussegtssible influence of depressed mood
on an individual's perception of social supporteTtudy supported the influence of
symptoms of depression on an individual's perceptibsocial interactions (Vranceanu,
Gallo, & Bogart, 2009). This was believed to be tluéhe negative cognitive bias found
with depression where events, interaction, andéfieare interpreted through a negative
lens (Beck, 2005). Because of negative cognitias biepressed individuals are likely to
misinterpret ambiguous interactions as conflicamel may perhaps rate their level of
social support lower. Studies using mood manipotatechniques and samples of
depressed college students or older adults havelfthat mood had a significant effect
on perceived social support, where depressed ohais scored lower on perceived
social support than non-depressed individuals (Bohewbes, & Flocco, 1988; Slavin &
Compas, 1989; Brummett, Barefoot, Siegler, et2800). In contrast, received social
support, which is considered to be a more objectieasure of social support compared
to perceived social support, was not affected bgano

There is also evidence that PTSD may also havérpostatic negative
cognitions, like negative attributions about thi, sghers, and the world. These may
contribute to a negative network orientation (Cl&Beck, 2009). A negative network
orientation is where individuals with PTSD expedertheir social network as rejecting
or ineffective, which may then result in beliefathtilization of support is inappropriate,

useless or dangerous (Clapp & Beck, 2009). Becaluge influence of depressed mood
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on perceived social support, it is important tostdar the possibility of a bi-directional
relationship between social support, major depvessisorder, or PTSD. Higher levels of
social support may lead to decreased odds of ndejaressive disorder and PTSD, but
the reverse may also be true, where depressed ard®0SD may lead to lower levels of
social support. The inability to parse out the cianality is unfortunately a limitation of
my study’s cross-sectional design.

IX. Hypotheses
Hypothesis 1: Comorbidity

My first hypothesis was that social support, assoeed by twelve items from the
Interpersonal Support Evaluation List (ISEL; ColgeHRoberman, 1983) would moderate
the relationship between PTSD and mental disomiegnosed according to DSM-IV
criteria based on the Alcohol Use Disorder and Asged Disabilities Interview
Schedule-1V (AUDADIS-IV; Grant et al., 2003). Totdemine whether social support
moderated the relationship between PTSD and mdisalders, regression models were
used to test whether an interaction model (i.eS[PX social support) better accounted
for the relationship between PTSD and comorbid alatisorders compared to an
additive model (i.e., PTSD + social support) (Tdback & Fidell, 2007; Rose et al.
2004). This was an exploratory study; no studyate dhad looked at social support as a
moderator between PTSD and mental disorders. Hawsome studies had looked at
PTSD (Sareen et al., 2007) and social support (MoAkrawal, 2009) independently
and their association with mental disorders. Basegrevious studies, | hypothesized
that social support would moderate the relationbleipveen PTSD and major depressive

disorder, bipolar I, panic disorder, social pholiaphol use disorder, and drug use
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disorder. Specifically, | predicted that individsalith PTSD who have higher levels of
perceived social support would have decreased afdaizving a comorbid mental
disorder, while individuals with PTSD who had lovevels of perceived social support
would have increased odds of having a comorbid ateligorder. In terms of gender
effects, | predicted that for men an interactiordeldi.e., PTSD x social support) would
better account for the relationship between PTSiDcamorbid mental disorders
compared to an additive model (i.e., PTSD + sati@port). Because women tend to
have larger social networks than men (Mclaughliag®as, Pachana, et al., 2010;
Amato, 2000), social support would have equivoesldiits for those women with and
without PTSD. Also, although men and women do nié¢idon average in the amount of
social support they provide for their partners, veorprovide better support when their
husbands experienced greater stress, while melagespboth support and negativity
towards their wives when they experienced greatess (Neff & Karney, 2005). |
expected this increased negativity from a womaaltsner when she has PTSD to detract
from the high level of social support she experesncormally.
Hypothesis 2: Suicide Attempts

My second hypothesis was that social support,essored by twelve items from
the Interpersonal Support Evaluation List (ISELh€o & Hoberman, 1983) would
moderate the relationship between PTSD diagnossat@diog to DSM-1V criteria based
on the Alcohol Use Disorder and Associated Disaedilnterview Schedule-IV
(AUDADIS-IV; Grant et al., 2003) and self-reportsdicidal behaviour. To determine
whether social support moderated the relationsetpréen PTSD and suicidal behaviour,

regression models were used to test whether araatien model (i.e., PTSD x social
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support) better accounted for the relationship betwPTSD and suicidal behaviour
compared to an additive model (i.e., PTSD + satigbort) (Tabachnick & Fidell, 2007;
Rose et al. 2004). | predicted that individualdmR{TSD who have higher levels of
perceived social support would have decreased afdslsicidal behaviour, while
individuals with PTSD who have lower levels of pawed social support would have
increased odds of suicidal behaviour. In termsenidgr effects, for reasons stated above,
| predicted that for men an interaction model (iRISD x social support) would better
account for the relationship between PTSD and daidiehavior compared to an additive
model (i.e., PTSD + social support) and the revessezomen.
Hypothesis 3: Mental and Physical Health Functioning

Finally, my third hypothesis was that social suppas measured by twelve items
from the Interpersonal Support Evaluation List (LSEohen & Hoberman, 1983) would
moderate the relationship between PTSD diagnossat@diog to DSM-1V criteria based
on the Alcohol Use Disorder and Associated Disaedilnterview Schedule-IV
(AUDADIS-IV; Grant et al., 2003) and mental and pleal health functioning as
measured by the Medical Outcomes Study 12-ltemtSfmm Health Survey (SF-12;
Ware, 1996). To determine whether social suppoderated the relationship between
PTSD and mental and physical health functioningression models were used to test
whether an interaction model (i.e., PTSD x soaigiort) better accounted for the
relationship between PTSD and mental and physgalkim functioning compared to an
additive model (i.e., PTSD + social support) (Tdback & Fidell, 2007; Rose et al.
2004). | predicted that as the level of perceivecla support increased for individuals

with PTSD so would mental and physical health fiomehg. In contrast, as the level of
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perceived social support decreased for individuatis PTSD, so would mental and
physical health functioning. In terms of gendeeet§, for reasons stated above, |
predicted that for men an interaction model (PE.SD x social support) would better
account for the relationship between PTSD and nhanthphysical health functioning
compared to an additive model (i.e., PTSD + satglport) and the reverse for women.
METHOD

I. Sample

The data for my study came from the National Emiddéogical Survey on
Alcohol and Related Conditions (NESARC; Grant, KaplShepard, & Moore, 2003).
The NESARC is a nationally representative survethefadult non-institutionalized,
civilian population from the 50 United States. Bugvey was conducted by the United
States Census Bureau under the direction of thehNatinstitute on Alcohol Abuse and
Alcoholism (NIAAA) (Grant, Kaplan, Shepard, & Moqr2003). The NESARC consists
of two waves of interviews that took place in 2002 and then again in 2004-2005.
The assessments were conducted face-to-face bgdriy interviewers using computer-
assisted software. For the purpose of my study, wake 2 data were considered
because PTSD and social support were not assetssadeal. The wave 2 sample
consists of 34,653 people, ranging in age fromo2A% years old. The response rate for
the NESARC from wave 1 was 81% and the cumulaggpaonse rate for wave 2 was
70.2% (Grant & Kaplan, 2005). The data from wawd the NESARC is representative
of US civilian population based on region, ageerathnicity and sex for the 2000
Census (Ruan, Goldstein, Chou et al., 2008).

Il. Measures
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a) Alcohol Use Disorder and Associated Disabilitieetmiew Schedule-1V

(AUDADIS-IV)

The AUDADIS-IV is a fully structured diagnostiaterview designed for
use by lay interviewers to assess DSM-IV diagnasiteria for alcohol, drug, and
mental disorders in both clinical and general papohs (Grant, Dawson, & Hasin,
2001). In the NESARC wave 2, the Axis | disordessessed by the AUDADIS-IV
were: PTSD, drug abuse and dependence, nicotirendepce, alcohol abuse and
dependence, panic disorder, specific phobia, saagkty disorder, generalized
anxiety disorder, bipolar I, bipolar Il, major depsive disorder and dysthymia. The
Axis Il disorders assed by the AUDADIS-IV at wavev@re: schizotypal, narcissistic
and borderline personality disorder. The other sgpa¥sonality disorders were
assessed at Wave 1. The test-retest reliabilitge@AUDADIS in the U.S. general
population for nicotine dependence (kappa valueés6 to 0.63), and other
substance-related disorders (kappa values =0.6®%) were good to excellent,
while mood disorders (kappa values = 0.58 to Oabis) anxiety disorders (kappa
values = 0.40 to 0.52) were fair to good (Ruan,dsiin, & Chou et al., 2008). Also,
test-retest reliability coefficients for PTSD, bertine, narcissistic and schizotypal
personality disorders were in the fair to good mflgppa values = 0.63 to 0.77).
Internal consistency of symptom scales associat#dRT SD, borderline, narcissistic
and schizotypal personality disorders fell withie good range (alpha = 0.75 to 0.89;
Ruan, Goldstein, & Chou et al., 2008). (See Apperdior examples of items from
the PTSD module).

b) Twelve items from the Interpersonal Supportl&a@on List (ISEL)
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Twelve items were drawn from a larger pool of dues that make up the
Interpersonal Support Evaluation List (ISEL). Théselve items were selected, by the
creators of the NESARC survey, from the larger measo that participants of Wave 2
of the NESARC were not overburdened with additianagstions. The full ISEL is an
extensive inventory that provides multi-item scalssessing perceived availability of
appraisal (confidant/informational) support, tamgipnstrumental) support, self-esteem
(esteem) support, and belonging (social companiphshpport (Cohen & Wills, 1985).
Responses to each item were rated by participanésloto 4 point scale, which ranged
from 1 being definitely true, to 4 being definitdglse. Iltems are phrased in both
directions (i.e., increasing and decreasing peeckesocial support). Factor analyses of
the 12 items used in the current study showedalha® items loaded on a single factor
of perceived social support, with individual itefoadings ranging from 0.44 to 0.66
(Moak & Agrawal, 2009) (See Appendix B). In mydysocial support was examined
as a dichotomous variable (high social supportoyg.social support). The total score on
the twelve items from the ISEL was dichotomizea inigh and low social support based
on a median split (low social support: score ob @;thigh social support: score of 7 to
12). This method has been used in previous sttdliesrrect problems with non-
normally distributed scores and loss of statistmaler (Sareen et al., 2007).

c) Past Year Suicidal Behaviour

Suicidal behaviour was assessed in the NESARQ@¢drasking about suicide
attempts. Participants were asked, “In your ENTIREdiId you EVER attempt suicide?”

and replied either “yes” or “no.” A past-year sdeiattempt variable was created by
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subtracting the respondent’s age at Wave 2 fronagjgethat the respondent attempted
suicide. A difference in age of 0 or 1 year wasezbds a past year suicide attempt.

d) Medical Outcomes Study 12-ltem Short-Form He8larvey (SF-12)

Mental and physical health functioning were meadun the NESARC using the
SF-12 (Ware, Kosinski, & Keller, 1996). The SF-$aigeneric health measure and is
not targeted at a specific age or disease grouptefshs on the SF-12 were selected from
the original SF-36 Health Survey. The resultingtéPa short-form (SF-12) achieved
excellent multiple R squares of 0.91 and 0.92 edmtions of the SF-36 Physical
Component Summary and SF-36 Mental Component Suynscares (Ware, Kosinski,
& Keller, 1996). Two week test-retest correlatiovere 0.89 for the 12-item Physical
Component Summary and 0.76 for the 12-item Mentah@onent Summary, which are
good to excellent according to the developers (W&osinski, & Keller, 1996). (See
Appendix C).

lll. Research Design

My study examined a dichotomous past year PTSabbrias a predictor
variable, a dichotomous social support variablthasmoderator variable and predictor
variable, specific mental disorders and suicidenafits as dichotomous outcome
variables, and mental and physical health funatigr@is continuous outcome variables.
My outcome variables consisted of past year mehsalrders (DVs: drug use disorder,
nicotine dependence, alcohol use disorder, pasmrder, specific phobia, social anxiety
disorder, generalized anxiety disorder, bipoldxipplar II, major depressive disorder,
and dysthymia), past year suicidal behaviour (Derapted suicide in past year), and

current mental and physical health functioning (Dmental health functioning, physical
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health functioning). In my study, | also controllfed the influence of sociodemographics
(income, ethnicity, region, marital status, edwatiand urbanicity), Axis | disorders, and
severity of PTSD as defined by number of PTSD spmgt Number of symptoms was
used as a proxy measure for severity and has kssehim previous studies (e.g.,
Chartrand, Robinson, & Bolton, in press). Axisdatiders were entered as aggregate
variables, i.e. any anxiety disorder (minus PT&D) mood disorder, and any substance
use disorder. This improved model stability in gamson to entering all disorders
individually. Adjusting for these confounding vdrlas was important in order to isolate
the unique variance accounted for by social suppoRTSD comorbidity, suicidal
behaviour, and mental and physical health funatigni

IV. Planned Analyses

In order to examine the influence of social supparthe relationship between
PTSD and comorbid mental disorders, suicidal behayiand mental and physical health
functioning, | conducted hierarchical regressiordeis for each specific mental disorder,
suicide attempts and mental and physical healtbtimmng. These hierarchical
regressions were performed to test the significafdmth additive and interaction
models; where moderation analyses tested the atienamodels. Moderation analyses
are used to examine whether a variable (i.e. seaigbort) is a protective or resource
factor. A protective factor either improves negatoutcomes or promotes adaptive
functioning. A protective factor only exists in tbentext of a stressor (i.e. PTSD); in
contrast, a resource factor has a positive inflagegardless of the presence or absence
of a stressor (i.e. both with and without PTSD)4Ret al., 2004). A protective factor is a

moderation effect, tested by comparing an inteoaeti model (protective factor) and an
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additive model (resource factor). Moderation anegysse regression models to test
whether a variable is a moderator by determiniranifnteraction model better accounts
for the relationship between the independent ancome variable compared to an
additive model (Tabachnick & Fidell, 2007; Ros@let2004). For example, to test
whether social support moderated the relationsbipvéen PTSD and major depressive
disorder (MDD), | compared a model with PTSD andacsupport entered separately
(main effects) with MDD as the outcome to a modat included both main effects and
the interaction term between PTSD and social suppth MDD as the outcome
variable. If the interaction term (PTSD x socigbgart) were significant, | would
conclude that social support moderated the relshigpnbetween PTSD and MDD.
Logistic regression was required because the digeivariables are
dichotomous (Tabachnick & Fidel, 2007). The regmssodels with mental and
physical health functioning used linear regressiecause the dependent variables are
continuous. In step 1, | regressed the outcomabigriof interest (e.g., MDD) on PTSD
and social support. In step 2, | added the PTS8ciaksupport interaction term. Finally,
in step 3 of the hierarchical regressions, | adtdedcovariates (e.g., sociodemographics).
For each of the analyses, | conducted three separadels: 1) unadjusted, 2) adjusting
for sociodemographics (i.e., gender, age, ethnioityrital status, region, income,
education, and urbanicity), and 3) adjusting fariedemograhphics, severity of PTSD
(i.e., number symptoms of PTSD), and Axis | disosdee., drug use disorder, nicotine
dependence, alcohol use disorder, panic disordecifsc phobia, social anxiety disorder,
generalized anxiety disorder, bipolar I, bipolamhlajor depressive disorder, and

dysthymia), excluding the variable of interest.SIsiudy did not correct of multiple
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comparisons; however, this approach is justified wuthis study’s exploratory nature. In
fact, according to Bender and Lange (2001) they tefgy that data of exploratory
studies be analyzed without multiplicity adjustméfince my study is exploratory | did
not want to miss any possible significant asscmmetiby being too conservative with my
significance level. Further replication of thessulés is required to draw more firm
conclusions. To address the concern of multiplepammons, three levels of significance
are provided (p.05, p<.01, and g.001) as noted in the footnotes of each tablehab t
the more conservative reader can interpret therfgsdwith this in mind.
RESULTS

The prevalence in Wave 2 of the NESARC of PTSDPM&D, low social
support and high social support among mental dessrdnd suicide attempts can be
found in Table 1. A total of 2,496 (6.5%) individes&ad PTSD, 32,157 (93.5%)
individuals did not have PTSD, 32,627 (95.4%) indlials had high social support, and
1,868 (4.6%) had low social support. Among indiétiuwith PTSD, there was a higher
prevalence of all mental disorders compared toviddals without PTSD. Major
depressive disorder had the highest prevalencet&#9%) * = 153.60***) among
individuals with PTSD. There was also a higher plence of all mental disorders,
except alcohol use disorder, among individuals Vath social support compared to high
social support. Major depressive disorder alsothadighest prevalence n=400 (20.8%)
()(2 = 72.93***) among individuals with low social supi.
Hypothesis 1: Comorbidity

Table 2 illustrates hierarchical logistic regressi models of PTSD and social

support with mental disorders among the entire NESAVave 2 sample. There was one
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significant simple effect for PTSD. After adjustifay sociodemographic factors, any
Axis | mental disorder (excluding variable of irgst) and severity of PTSD, having
PTSD was associated with significantly decreaset$ @d bipolar 1l disorder (AOR
=0.60, 95% CI 0.41-0.88, p<.05). Also, there weeraumber of significant simple effects
for social support. High social support was asgediavith significantly decreased
likelihood of bipolar | disorder (AOR =0.64, 95% QHK9-0.85, p<.01), social anxiety
disorder (AOR =0.37, 95% CI 0.29-0.47, p<.001) cifiephobia (AOR =0.79, 95% ClI
0.65-0.97, p<.05), and nicotine dependence (AOR%®5% CI 0.67-0.94, p<.01). In
contrast, high social support was associated wgthifcantly increased odds of an
alcohol use disorder (AOR =1.51, 95% CI 1.18-18301). There were also a humber
of significant additive effects. Having PTSD sigogntly increased the odds of having
dysthymia (AOR =1.91, 95% CI 1.27-2.88, p<.01),@afized anxiety disorder (AOR
=1.82, 95% CI 1.40-2.37, p<.001), and any anxiggpmer (AOR =1.20, 95% CI 1.02-
1.41, p<.05), while having high social support gigantly decreased the odds of having
dysthymia (AOR =0.41, 95% CI1 0.31-0.56, p<.001healized anxiety disorder (AOR
=0.58, 95% CI 0.44-0.76, p<.001), and any anxietprder (AOR =0.61, 95% CI 0.51-
0.73, p<.001). A significant interaction was fouretween PTSD and social support for
predicting major depressive disorder (AOR =2.96,095I 1.60-5.45, p<.001). The
influence of social support was greater for indists with PTSD compared to no PTSD,
where the difference in prevalence of major defwesdisorder was much greater
between high and low social support groups foniiadials with PTSD compared to
those without PTSD (See Figure 2). Another sigaiitanteraction was found between

PTSD and social support for predicting any mooamdisr (AOR =1.67, 95% CIl 1.12-
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2.49, p<.05). The influence of social support weesater for individuals with PTSD
compared to no PTSD, where the difference in peswad of any mood disorder was
much greater between high and low social suppors for individuals with PTSD
compared to those without PTSD (See Figure 3). Wpothesis that social support
would significantly moderate the relationship bedwdTSD and comorbid mental
disorders was patrtially supported. | had predithed a significant moderation effect
would be found for major depressive disorder, apal panic disorder, social phobia,
alcohol use disorder, and drug use disorder; hokyewty significant moderation
analyses were found for major depressive disondeéraay mood disorder.
Hypothesis 2: Quicide Attempts

Table 3 displays hierarchical logistic regressiomslels of PTSD and social
support with suicide attempts among the entire NESAVave 2 sample. In the adjusted
models (with the same covariates as in previoul/s@s), having high social support was
associated with a decreased likelihood of a suiattEmpt (AOR =0.54, 95% CI 0.29-
0.98, p<.05). My hypothesis that social support Ma@ignificantly moderate the
relationship between PTSD and suicide attemptsnetisupported because in the
adjusted models only a simple effect of social supwas found.
Hypothesis 3:Mental and Physical Health Functioning
The next set of analyses examined the relatiorsttyween PTSD and social support and
mental and physical health functioning. Table 4vehthat social support is associated
with increased physical health functioning (adjd€eta Coefficient and SE: 2.91(0.40),
p<.001). An additive effect was found for mentahlfie functioning. Having PTSD

significantly decreased mental health functioniadjsted Beta Coefficient and SE: -
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2.13(0.39), p<.001), while having high social suppaynificantly increased mental
health functioning (adjusted Beta Coefficient aiitl 5.37(0.38), p<.001). My hypothesis
that social support would significantly moderate thalationship between PTSD and
mental and physical health functioning was not sugal. In the adjusted models, a
simple effect of social support was found for pbgbhealth functioning and an additive
effect of social support and PTSD was found for talmealth functioning.
Hypothesis 1: Comorbidity

Table 5 illustrates hierarchical logistic regressi models of PTSD and social
support with mental disorders among women. Themre weumber of significant simple
effects for social support. After adjusting for mmtemographic factors, any Axis |
mental disorder (excluding variable of interest)d @everity of PTSD high social support
was associated with significantly decreased lilagth of bipolar | disorder (AOR =0.57,
95% C1 0.40-0.81, p<.01), social anxiety disorde®R =0.32, 95% CI 0.24-0.43,
p<.001), and any anxiety disorder (AOR =0.63, 95P0.62-0.78, p<.001). There were
also a number of significant additive effects. HavPTSD significantly increased the
odds of having dysthymia (AOR =2.42, 95% CI 1.5843p<.001), major depressive
disorder (AOR =1.34, 95% CI 1.09-1.65, p<.01), gahieed anxiety disorder (AOR
=1.68, 95% CI 1.28-2.21, p<.001), and any moodrdso(AOR =1.43, 95% CI 1.19-
1.73, p<.001), while having high social supporngigantly decreased the odds of
having dysthymia (AOR =0.35, 95% CI 0.23-0.53, 4.0 major depressive disorder
(AOR =0.59, 95% CI 0.47-0.76, p<.001), generaliaegiety disorder (AOR =0.52, 95%
C10.38-0.71, p<.001), and any mood disorder (AQR4E, 95% CI 0.40-0.62, p<.001).

A significant interaction was found between PTSH aacial support for predicting
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panic disorder (AOR =1.96, 95% CI 1.02-3.77, p<.0bhe influence of social support
was greater for women with PTSD compared to no P V@i2re the difference in
prevalence of panic disorder was much greater letwegh and low social support
groups for women with PTSD compared to those withdSD (See Figure 4). My
hypothesis that women would have a significant ideleffect of social support and
PTSD for comorbid mental disorders was supportéolnd significant additive effects
of social support and PTSD for dysthymia, majorrdegpive disorder, generalized
anxiety disorder, and any mood disorder among women
Hypothesis 2: Quicide Attempts

Table 6 displays hierarchical logistic regressiomslels of PTSD and social
support with suicide attempts among women. Aftgustthg for sociodemographics,
Axis | mental disorders and severity of PTSD th&eze no longer any significant
associations between PTSD, social support anddeuattempts. My hypothesis that
women would have a significant additive effect ofial support and PTSD for suicide
attempts was not supported because in the adjostdédls no significant effects
remained.
Hypothesis 3:Mental and Physical Health Functioning

Table 7 shows that social support is associated inmtreased physical health
functioning (adjusted Beta Coefficient and SE: 80154), p<.001) among women. Also,
an additive effect was found for mental health fioméng. Having PTSD significantly
decreased mental health functioning (adjusted BetHficient and SE: -2.05(0.43),
p<.001) among women, while having high social supgignificantly increased mental

health functioning (adjusted Beta Coefficient aii] 5.98(0.48), p<.001) among women.
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My hypothesis that women would have a significaddiive effect of social support and
PTSD for physical and mental health functioning wastially supported. | found
significant additive effects of social support &hASD for mental health functioning
among women, but only a simple effect of socialpgupof physical health functioning.
Hypothesis 1: Comorbidity

Table 8 illustrates hierarchical logistic regreasionodels of PTSD and social
support with mental disorders among men. In terfirssnople effects, having PTSD was
associated with significantly decreased odds oblaipll disorder (AOR =0.50, 95% CI
0.25-0.98, p<.05) and significantly increased ooldgeneralized anxiety disorder (AOR
=2.33, 95% CI 1.29-4.20, p<.01) among men. Themr@wkso a number of significant
simple effects for social support. Even after atilpgsfor sociodemographic factors, any
Axis | mental disorder (excluding variable of irgst), and severity of PTSD high social
support was associated with significantly decredigetinood of social anxiety disorder
(AOR =0.45, 95% C| 0.28-0.72, p<.01), any anxieisocder (AOR =0.58, 95% CI 0.43-
0.79, p<.001), and nicotine dependence (AOR =@3%; Cl 0.57-0.94, p<.05) among
men. In contrast, high social support was assatiatth significantly increased odds of
an alcohol use disorder (AOR =1.65, 95% CI 1.2®2@x.01). Surprisingly, after
adjusting for sociodemographics, Axis | mental disos (excluding the variable of
interest) and severity of PTSD there were no loggrsignificant additive effects
between PTSD, social support and mental disordemsg men. However, there were a
number of significant interactions between PTS@jasupport and mental disorders
among men. A significant interaction was found lestw PTSD and social support for

predicting major depressive disorder (AOR =9.28098I 2.56-33.34, p<.001). The
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influence of social support was greater for meraut PTSD compared to those with
PTSD, where the difference in prevalence of magprdssive disorder was much greater
between high and low social support groups foniialdials without PTSD compared to
those with PTSD (See Figure 5). A second significateraction was found between
PTSD and social support for predicting bipolardattder (AOR =0.24, 95% CI 0.06-
0.99, p<.05). The influence of social support Yeagreater for men with PTSD
compared to those without PTSD, where the diffezangrevalence of bipolar | disorder
was much greater between high and low social sajgpoups for men with PTSD
compared to those without PTSD (See Figure 6).fiflad significant interaction was
found between PTSD and social support for predjciimy mood disorder (AOR =2.98,
95% CI 1.34-6.66, p<.01). The influence of sosigbport was greater for men with
PTSD compared to those without PTSD, where themdffce in prevalence of any mood
disorder was greater between high and low socat groups for men with PTSD
compared to those without PTSD (See Figure 7). Wpothesis that social support
would significantly moderate the relationship bedwdTSD and comorbid mental
disorders among men was supported. | found a sgnif moderating effect of social
support for major depressive disorder, bipolarsbdier, and any mood disorder among
men.
Hypothesis 2: Quicide Attempts

Table 9 displays hierarchical logistic regressiomlels of PTSD and social
support with suicide attempts among men. After stitpg for sociodemographics, Axis |
mental disorders and severity of PTSD there wer®mger any significant associations

between PTSD, social support and suicide atterbptrypothesis that men would have
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a significant moderating effect of social supportRI'SD and suicide attempts was not
supported because in the adjusted models no signtfeffects remained.
Hypothesis 3:Mental and Physical Health Functioning

Table 10 shows a significant interaction betweeSPBnd social support for
predicting physical health functioning (adjustedd@€oefficient and SE: 5.14(2.26),
p<.05) among men. The influence of social suppa greater for men with PTSD
compared to those without PTSD, where the diffegenqhysical health functioning
was much greater between high and low social sajgpoups for men with PTSD
compared to those without PTSD (See Figure 8). Adscadditive effect was found for
mental health functioning. Having PTSD significgrdecreased mental health
functioning (adjusted Beta Coefficient and SE: 920168), p<.01) among men, while
having high social support significantly increaseental health functioning (adjusted
Beta Coefficient and SE: 4.59(0.62), p<.001) ammrey. My hypothesis that social
support would significantly moderate the relatigpdtetween PTSD and mental and
physical health functioning among men was partisllgported. | found a significant
moderating effect of social support for physicadllie functioning among men, but an
additive effect of social support and PTSD for naéhealth functioning.

DISCUSSION

There were five novel findings that emerged instudy. First, in the overall
sample there was an additive effect of PTSD anthksapport for anxiety disorders,
where having PTSD increased the likelihood of axiedy disorder and having high
social support decreased the likelihood of an @apxiesorder. In addition, the overall

sample had an interaction between PTSD and saglost for mood disorders, where
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the influence of social support was greater ambogd with PTSD compared to those
without PTSD. Second, in the overall sample, andragrmen, having higher social
support was associated with increased odds ofcamall use disorder. Third, in both men
and women, and among the entire sample, there nvadditive effect of PTSD and
social support for mental health functioning. Haymgh levels of social support was
associated with increased mental health functignrigle having PTSD was associated
with decreased mental health functioning. Founthoag women an additive effect was
found for PTSD and social support for predictingoti@isorders. Having high levels of
social support was associated with a decreasedthtioel of a mood disorder, while
having PTSD was associated with an increasedtigetl of a mood disorder. Finally,
my findings suggest that among men there is amaatee effect of PTSD and social
support for mood disorders, where the influenceaafal support is greater among those
with PTSD compared to those without PTSD. Takemttogy, these findings suggest that
social support and PTSD have differential effeotsthen and women when it comes to
mood disorders.

The finding that, in the overall sample, there wasadditive effect of PTSD and
social support for anxiety disorders is supportg@ Imumber of previous studies that
have found an association with PTSD and comorbxiendisorders (Seedat & Stein,
2001; Breslau, 2002; Kessler, 2000). In addititwe, findings are supported by research
that high social support is associated with dee@asids of an anxiety disorder (Moak &
Agrawal, 2009). My study extends previous reseéscbxamining the influence of both

PTSD and social support on anxiety disorders irsime study and demonstrating that
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both effects remain even after accounting for ofkias | disorders, sociodemographic
factors, and severity of PTSD.

This is the first study to demonstrate that thern interaction between PTSD
and social support for mood disorders, where higghazls of social support have a
greater influence for individuals with PTSD compuhte those without PTSD. These
findings could be considered to be consistent itk stress buffering model.” The
stress buffering model states that the availabdftgocial support protects an individual
against the pathogenic effects of high levelsfefdiress (Cohen & Hoberman, 1983).
My findings maybe consistent with this model beeaB3 SD can be thought of as a high
level of life stress and not having PTSD can bsesifeed as having a low level of life
stress. The validity of this low level of life stegroup is increased further by adjusting
for other Axis | disorders that could also increbfgestress. | found that the high level of
life stress group (i.e. PTSD group) had a largiedince between high and low social
support for the association with mood disorders tih@ low level of life stress group
(i.e., no PTSD group). | could not directly testétstress buffering model” or the
“erosion model” due to my cross-sectional desiperefore, | cannot conclude that my
findings support “the stress buffering model.” Angoral measure of social support and
PTSD is needed to test either model, but my finsljngtify further exploration with a
longitudinal design.

Also found among the overall sample and among beth and women was an
additive effect of PTSD and social support for naéhealth functioning. The association
between high social support and increased mengdihhinctioning is supported by a

study where social support from colleagues andrsigmes at work was associated with
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improved mental health (Vaananen et al., 2005)fiNjings are also supported by
studies that have found that PTSD is a signifigmatlictor of subjective ratings of poor
health functioning (Asmundson, Stein, & McCrear§02; Schnurr & Spiro, 1999;
Frayne, Seaver, Loveland et al., 2004). Furthermtagfert et al. (2002) found that
PTSD and major depressive disorder were equallyinmg to overall mental health
functioning, and both were significantly worse th@amic disorder and generalized
anxiety disorder. However, these studies did nah@re the collective influence of
PTSD and social support.

The overall sample, as well as among men, wasdffeamhave increased odds of
an alcohol use disorder with high social supporswg low social support. This finding
may seem counterintuitive, but there is supporttie finding in the addiction literature.
Cooper et al. (1992) found that there is substhowerlap in drinking motives. People
who use alcohol as a way of coping with negativeteans also use alcohol to enhance
emotional experience and to increase affiliatiomug; people with an alcohol use
disorder may also have high levels of social supipecause they use alcohol for social
motives. Also, individuals form social ties withoe who have drinking habits similar to
their own (Bullers, Cooper, & Russell, 2001). laiso possible that some of the
individuals with an alcohol use disorder are atstréatment for their addiction. Best
practices for treatment of alcohol use disordeckinte behavioural therapies, such as:
behavioural relapse prevention programs, commuaitforcement, marital behavioural
therapy, social skills training, and stress managenmmterventions (Health Canada,
1999). However, many therapists also encourage ¢hents to attend Alcoholics

Anonymous meetings (Health Canada, 1999) and AlazzhAnonymous has long been
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considered the most widely sought form of helpdioohol disorders in the United States
(McCrady & Miller, 1993). In Alcoholics Anonymoubeére is a strong social component
and individuals rely on the support of the groupat¢bieve and maintain sobriety
(Humphreys, Kaskutas, & Weisner, 1998). Due topthyeularity of Alcoholics
Anonymous and its strong social support comportastgossible that part of the
association of alcohol use disorders with highaasipport can be explained by
involvement in Alcoholics Anonymous.

In contrast to men, social support was not astegtiith increased odds of an
alcohol use disorder among women. There are twengiat reasons for this. One, women
have larger social networks than men (Mclaughliag&as, Pachana, et al., 2010);
therefore, it may be that women both with and withacohol use disorders have high
levels of social support and this is why no sigrafit effect of social support was found.
Two, heavy drinking among women is viewed as lessafly acceptable than among
men. In fact, more disapproval for female intoxigatis expressed by both men and
women (Gomberg, 1993). Klein (1994) found thategd women had a decreased
tolerance of the misuse of alcohol with advanciegnin school, while men were more
accepting of alcohol abuse than women at all levktheir college education. It may be
that women with an alcohol use disorder receiveeld@vels of social support due to the
erosion of their social network because of frieadd family members rejection of their
alcohol use.

Finally, there was an interaction or additive effflor mood disorders depending
on gender. For women, there was an additive effelefTSD and social support for mood

disorders. In contrast, for men there was an intem effect between PTSD and social
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support for mood disorders. Women may have expee@an additive effect because
they tend to have larger social networks than nvigughlin, Vagenas, Pachana, et al.,
2010; Amato, 2000). It may be that social supmoimnportant for women regardless of
the level of stress in their lives and that womethlwith and without PTSD derive
benefits from social support. On the contrary, perhaps do not require high levels of
social support when they are not under stressywhah they do encounter stress, such as
posttraumatic stress, social support becomes impbtd protect against further
psychopathology, like developing a comorbid moabrier. Also, although men and
women do not differ on average in the amount ofed@upport they provide for their
partners, women provide better support when thesbhands experience greater stress
while men display both support and negativity ta¥gatheir wives when they experience
greater stress (Neff & Karney, 2005). It may bd tha increased negativity a woman
experiences from her partner when she has PTSBatiefrom the protective benefits of
social support which is why the interactive effdaismood disorders are not observed
for women.

l. Limitations

The present findings should be interpreted withancontext of certain
limitations. The first limitation was that the NE®& data are cross-sectional, therefore,
| was unable to make causal inferences about @ease in social support causing the
decreased chance of developing comorbid mentatdiss Future research can address
this limitation by using a longitudinal design. thermore, although the stress buffering
and erosion models provided the theoretical basithe examination of the influence of

social support on the relationship between PTSDcandorbid psychopathology,
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suicidal behaviour and mental and physical heaitictioning, neither model could be
directly tested. My thesis study examined theselsas cross-sectionally and these
models can only be tested using a longitudinalgiedinfortunately because of this | am
unable to comment whether my findings supportdteeitnodel. A second limitation of
my study is that all measures were self-report mnessand were thus subject to the
limitations of self-report measures. There areateniveaknesses observed with self-
report measures such as: social desirability l@agihg to over-or underreporting
(Palmer, Graham, Taylor et al., 2002), random tezabr (Palmer et al., 2002), lack of
insight influencing reporting (Atkinson, Zibin, &@iang, 1997), misinterpretation of
guestions (Williamson, 2007), self-report measin&ag based on respondent’s
perception of reality (Williamson, 2007), and inaate reports of one’s own cognitive
processes (Nisbett & Wilson, 1977).

Social desirability biases can affect the resofitself-report measures by
respondents editing their responses to questiatsad of answering truthfully.
Individuals are usually motivated to edit theirpesses in setting where there are legal or
other types of consequences to their answers @iMion, 2007). My study was less
affected by social desirability biases becauseomdpnts’ answers were autonomous and
responses were not analyzed on an individual I¢ketefore, respondents should not
have been motivated to edit their answers. Recadl tan influence responses when self-
report measures ask for experiences over a pefioh® rather than the current situation
(Williamson, 2007). Random recall error is a linina of any study using self-report
where individuals are reporting symptoms and eviata their past. My study did

attempt to minimize random recall error by restnigtall my variables to the past year.
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Individuals’ responses may be affected by lacknsight into the extent of their
symptoms or the salience of events in their liv&gkiQson et al., 1997). This may have
been a problem for certain variables in my stuihg, feporting symptoms that lead to
diagnoses of mental disorders. It is possible dk that respondents may misinterpret
guestions. My study was less affected by this b&zguestions are posed by an
interviewer which allows the opportunity for resplents to answer in their own words
and ask for clarification when needed. In factemtews are found to produce more valid
results than questionnaires for self-reports reoglirespondents to answer questions
about moods or feelings (Morrison & Hunt, 1996)ndfly, the fact that self-report
measures are based on respondent’s perceptioaliby @nd that reports of one’s own
cognitive processes are inaccurate were less afieecn in my study. | was interested in
the respondent’s perception of social support retien the objective level of social
support. Also, my study did not measure respondeatgiitive processes, so the finding
that they are inaccurate had limited impact on shisly. If this study did look at
cognitive processes, like asking respondents &othett frequency they thought about
social support in the past year, than errors wokdédy occur by either over or under
reporting the frequency. The over or under repgrahfrequency of cognitive processes
occurs because a greater degree of self-awarenesguired to report cognitive
processes (Haeffel & Howard, 2010). A final limitet in this research is that the
diagnoses of PTSD and the other mental disordateiNESARC were determined by
trained lay interviewers as opposed to clinicidiained lay interviewers' assessments

may not be as accurate as those of practicingc@ims. However, research has shown
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moderate to good concordance between the CIDI &b ®r most mental disorders
(Haro et al., 2006).

Il. Conclusion

The current study, together with previous resegrobvides preliminary support
that gender differences exist with social suppod BTSD and suggests that mood
disorders are associated with additive or intevaatiffects depending on gender. Social
support seems to have positive benefits for mensarden; however, the extent of the
benefit and degree of influence of social suppay mot be as straightforward as
previously thought.

lll. Implications

This study has implications for mental health aevice. In understanding the
differential influence of social support among naga women, we may improve the
health care system by incorporating social supp@grams in a gender-sensitive way.
For instance, men may require interventions togase their social support during times
of stress, such as when they are experiencingrpostatic stress. Women, in contrast,
may benefit from social support interventions re¢gss of their level of stress; however,
they may not experience the degree of improventettrhen do during times of stress.

There are a number of ways that social supporbeancorporated into
interventions for PTSD. One way is by encouragilngnts to become members of
support groups for individuals with similar problenfror example, it may be helpful for
an individual who experienced childhood abuse ttigpate in a support group with
members who also experienced childhood abuse. Anwothy to incorporate social

support is by offering group treatment for PTSDisI¢ould potentially increase social
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support through building relationships with otheople who have PTSD and are going
through treatment as well. Alternatively, socigbgart can be increased in an
individual's social network through members of adividual’s family or significant
other attending therapy with the individual with$O. Family or couples therapy for
PTSD could help increase social support by famigmbers and partners working
together to help the person with PTSD to improwrtesymptoms. Finally, the
importance of interpersonal relationships can leefdlcus of PTSD therapy even if it is
individual psychotherapy. In interpersonal psyckodpy (IPT) part of the focus in
therapy can be increasing social support througiroring the relationships in an
individual with PTSD’s social network.

Social support can also be incorporated througttyarhis could be
accomplished through policy that encourages health providers to promote social
support as a potential method to reduce comorbidiso, public mental health
campaigns in the general population could be usgiddmote the benefits of social
support for improving mental health functioning.cté&b support is associated with
reduced odds of mood disorders in a general saamgleamong men with PTSD;
therefore, implementing strategies in interventionpolicy to increase social support
could potentially reduce comorbid mood disordetss Teduction in comorbidity could
potentially help alleviate the strain of more coaxptonditions on individuals with PTSD

and the overall health care system.
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Figurel

Social Support asa Moderator of the Relationship between PTSD and Mental
Disorders, Suicidal Behaviour, and Mental and Physical Health Functioning
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Figure2

Prevalence of MDD as a function of Level of Social Support and PTSD
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Figure3

Prevalence of Any Mood Disorder asa Function of Level of Social Support and
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Figure4

Among Women Prevalence of Panic Disorder asa Function of Level of Social

Support and PTSD
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Figure5

Among Men Prevalence of Major Depressive Disorder as a Function of L evel of
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Figure 6

Among Men Prevalence of Bipolar | Disorder asa Function of Level of Social
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Figure7

Among Men Prevalence of Any Mood Disorder asa Function of Level of Social
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Figure8

Prevalence of High Physical Health Functioning as a Function of L evel of Social
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Table 1: Prevalence of No Posttraumatic StressridspPosttraumatic Stress Disorder,

Low Social Support and High Social Support amongtdieDisorders and Suicide

Attempts.

Variables

No PTSD

PTSD ¥° Low Social High Social x?

Support

upport

Mental Disorders

Major Depressive 2165(6.5) 858(33.9) 153.60**400(20.8) 2619(7.7) 72.93***
Disorder

Dysthymia 299(0.8) 179(6.8) 73.99***119(5.8) 359(1.0) 36.89***
Bipolar | 467(1.4) 277(11.2) 75.06*** 118(6.0)  626(1.9) 26.27***
Disorder

Bipolar Il 388(1.2) 98(4.0) 28.79** 35(1.8) 451(1.3) 2.10
Disorder

Any Mood 3229(9.7) 1139(45.1) 161.06**502(26.7) 3859(11.3) 66.64***
Disorder

Social Anxiety  631(1.9) 314(12.1) 88.99* 187(9.7) 757(2.2)  54.27**
Disorder

Specific Phobia  2127(6.4) 631(23.5) 114*13*250(12.8) 2506(7.3) 25.16***
Generalized 866(2.7) 497(19.9) 116.94*206(10.9) 1155(3.5) 56.63***
Anxiety Disorder

Panic Disorder 613(1.9) 337(13.0) 9689 130(6.4) 820(2.4) 25.28***
Any Anxiety 3479(10.5) 1082(42.3) 150.98***453(23.7) 4104(12.0) 60.74***
Disorder

Alcohol Use 2814(9.4) 328(14.3) 20.41*** 143(7.6) 2993(9.8) 6.93*

Disorder
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Nicotine 3837(12.8) 675(29.2) 93.73***344(20.5) 4167(13.6) 26.16***
Dependence

Drug Use 616(2.1) 132(6.3) 31.63***56(3.6) 691(2.3) 5.03*
Disorder

Any Substance 6021(20.0) 884(38.0) 92.48**%137(25.4) 6460(21.0) 9.40**
Use Disorder

Suicide 72(0.2) 48(2.1) 22.36** 31(1.4) 89(0.3) 12.83***
Attempts

'Percentages are column percents. For example, athosg with past-year
posttraumatic stress disorder, 33.9% had pastiagor depressive disorder.
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Table?2

Table 2: Hierarchical Logistic Regression Model$okttraumatic Stress Disorder and

Social Support on Comorbid Mental Disorders.

Variables OR AOR-1 AOR-2

Mental Disorders

Out come: Major Depressive Disorder

Step 1
PTSD 7.10(6.29-8.01)***  5.64(4.96-6.42)*** 1.34(0D-1.63)**
Social Support 0.36(0.30-0.43)***  0.39(0.32-0.47)* 0.52(0.42-0.64)***
Step 2

1.65(1.10-2.47)* 1.93(1.27-2.94)**  2.96(1.60-5)#%*
PTSD X Social Support

Step 3
Covariates

Out come: Dysthymia

Step 1
PTSD 8.15(6.22-10.67)*** 6.19(4.65-8.25)*** 1.91.7-2.88)**
Social Support 0.20(0.15-0.27)**  0.27(0.20-0.38)* 0.41(0.31-0.56)***

Step 2
1.28(0.73-2.25) 1.36(0.77-2.40) 1.17(0.61-2.25)
PTSD X Social Support

Step 3
Covariates

Out come: Bipolar | Disorder

Step 1

PTSD 8.26(6.71-10.18)*** 6.57(5.26-8.19)***  1.1BB8-1.60)
Social Support 0.38(0.29-0.50)***  0.42(0.32-0.58)* 0.64(0.49-0.85)**
Step 2

0.97(0.54-1.72) 1.12(0.62-2.04) 0.92(0.47-1.78)



PTSD X Social Support

Step 3
Covariates
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Out come: Bipolar Il Disorder

Step 1
PTSD
Social Support

3.49(2.65-4.59)***
0.84(0.56-1.25)

Step 2
2.15(0.74-6.28)
PTSD X Social Support

Step 3
Covariates

2.96(2.19-3.99)***
0.91(0.61-1.36)

0.60¢0L-0.88)*
3(0382-1.86)

2.54(0.85-7.59) 2.69(0.85-8.46)

Out come: Any Mood Disorder

Step 1
PTSD
Social Support

7.39(6.60-8.28)***

Step 2
1.15(0.82-1.62)
PTSD X Social Support

Step 3
Covariates

0.39(0.33-0.46)***

6.06(5.37-6.83)***  1.42(0-1.70)***
0.41(0.35-0.4%)* 0.47(0.39-0.57)***

1.33(0.94-1.87) 1.67(1.12-2.49)*

Out come: Social Anxiety Disorder

Step 1
PTSD
Social Support

6.59(5.59-7.77)%*

Step 2
1.01(0.62-1.63)
PTSD X Social Support

Step 3
Covariates

0.25(0.20-0.31)***

5.37(4.51-6.39)**  1.19@%-1.52)
0.26(0.20-0.3%)* 0.37(0.29-0.47)%**

1.18(0.73-1.93) 1.11(0.65-1.87)

Out come: Specific Phobia




Step 1
PTSD
Social Support

4.38(3.86-4.97)**
0.61(0.51-0.74)**

Step 2
0.64(0.41-1.00)
PTSD X Social Support

Step 3
Covariates
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3.59(3.14-4.11)***  0.93{8-1.11)
0.60(0.49-0.7#)* 0.79(0.65-0.97)*

0.69(0.44-1.10) 0.73(0.45-1.19)

Out come: Generalized Anxiety Disorder

Step 1
PTSD
Social Support

8.54(7.33-9.94)*
0.36(0.28-0.45)***

Step 2
1.46(0.98-2.19)
PTSD X Social Support

Step 3
Covariates

6.81(5.76-8.06)***  1.82@D-2.37)***
0.38(0.29-0.4%)* 0.58(0.44-0.76)***

1.57(1.04-2.39)*  1.49(0.93-2.40)

Out come: Panic Disorder

Step 1
PTSD
Social Support

7.56(6.33-9.03)**
0.46(0.35-0.60)**

Step 2
1.20(0.68-2.11)
PTSD X Social Support

Step 3
Covariates

5.73(4.71-6.96)** (11(0.76-1.33)
0.50(0.37-0.68)* 0.82(0.61-1.11)

1.40(0.77-2.55) 1.32(0.69-2.55)

Out come: Any Anxiety Disorder

Step 1
PTSD
Social Support

6.07(5.44-6.76)**
0.50(0.42-0.59)*+*

Step 2
0.78(0.53-1.14)

5.01(4.45-5.63)*  1.2002-1.41)*
0.50(0.42-0.59)* 0.61(0.51-0.73)***

0.86(0.58-1.28) 0.89(0.59-1.35)



PTSD X Social Support

Step 3
Covariates
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Out come: Alcohol Use Disorder

Step 1
PTSD
Social Support

1.64(1.39-1.94)%*
1.38(1.10-1.73)**

Step 2
1.02(0.59-1.79)
PTSD X Social Support

Step 3
Covariates

1.87(1.57-2.23)**
1.22(0.96-1.55)

0.97{0-1.23)
51(1.18-1.93)**

1.20(0.66-2.19) 1.28(0.70-2.35)

Out come: Nicotine Dependence

Step 1
PTSD
Social Support

2.73(2.43-3.07)***
0.67(0.57-0.79)***

Step 2
0.87(0.60-1.25)
PTSD X Social Support

Step 3
Covariates

2.43(2.14-2.76)**  1.01@B-1.21)
0.72(0.60-0.8%)* 0.79(0.67-0.94)**

0.96(0.66-1.41) 1.04(0.71-1.54)

Out come: Drug Use Disorder

Step 1
PTSD
Social Support

3.05(2.40-3.89)***
0.69(0.48-1.00)*

Step 2
1.12(0.56-2.26)
PTSD X Social Support

Step 3
Covariates

2.91(2.24-3.80)***
0.71(0.48-1.06)

0.7965-1.14)
910.61-1.37)

1.38(0.67-2.88) 1.48(0.70-3.13)

Out come: Any Substance Use Disorder
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Step 1
PTSD 2.42(2.19-2.69)***  2.42(2.15-2.72)*** 1.02@5H-1.21)
Social Support 0.84(0.72-0.98)* 0.83(0.71-0.97)* .95§0.81-1.12)

Step 2
0.85(0.57-1.26) 0.97(0.64-1.47) 1.09(0.71-1.68)
PTSD X Social Support

Step 3
Covariates

OR: Unadjusted
AOR-1: Adjusted for sociodemographics
AOR-2: Adjusted for sociodemographics, Axis | didens, and PTSD severity
*p<.05
**p<.01
***n <.001
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Table3

Table 3: Hierarchical Logistic Regression Model$?okttraumatic Stress Disorder and

Social Support on Suicide Attempts.

Variables OR AOR-1 AOR-2

Suicide Attempts

Out come: Suicide Attempts

Step 1
PTSD 8.73(5.34-14.28)*** 5.92(3.28-10)*** 0.86(0.41-1.80)
Social Support 0.28(0.16-0.49)***  6(B8.20-0.67)** 0.54(0.29-0.98)*

Step 2
PTSD X Social Support 1.90(0.65-5.57) 2.58(0.82-8.13) 2.39(0.72-7.89)

Step 3
Covariates

OR: Unadjusted
AOR-1: Adjusted for sociodemographics
AOR-2: Adjusted for sociodemographics, Axis | ders, and PTSD severity
*p<.05
**p<.01
***p <.001



77

Table4

Table 4: Hierarchical Logistic Regression Model$?okttraumatic Stress Disorder and

Social Support on Mental and Physical Health Fuomatig.

Variables Beta Coefficient tB€oefficient Beta Coefficient
(SE) (SE)-1 (SE)-2

Mental and Physical
Health Functioning

Out come: Physical Health
Functioning

Step 1
PTSD -3.87(0.31)*** -3.61(0.31)*** -0.70(0.37)
Social Support 5.97(0.42)*** 3.11(0.41)*** 2.91(0.40)***

Step 2
PTSD X Social Support 0.16(1.21) 1.10(1.09) 7101.06)

Step 3
Covariates

Out come: Mental Health
Functioning

Step 1
PTSD -8.04(0.32)*** -7.12(0.32)*** -2.13(0.39)*
Social Support 7.49(0.39)*** 6.59(0.38)*** .57(0.38)***

Step 2
PTSD X Social Support 2.63(1.27)* 2.23(1.22) .1211.26)

Step 3
Covariates

OR: Unadjusted
Beta Coefficient (SE)-1: Adjusted for sociodemodpiap
Beta Coefficient (SE)-2: Adjusted for sociodemodpiap, Axis | disorders, and PTSD
severity
*p<.05
**p<.01
***n < .001
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Table5

Table 5: Hierarchical Logistic Regression Model$?okttraumatic Stress Disorder and

Social Support on Comorbid Mental Disorders Amongrivén.

Variables OR

AOR-1 AOR-2

Mental Disorders Among Women

Out come: Major Depressive Disorder

Step 1
PTSD
Social Support

5.64(4.94-6.43)**
0.42(0.34-0.52)%*

Step 2
1.23(0.78-1.92)
PTSD X Social Support

Step 3
Covariates

4.93(4.29-5.67)***  1.34(19-1.65)**
0.43(0.34-0.5#)* 0.59(0.47-0.76)%**

1.43(0.91-2.27) 1.79(0.99-3.25)

Out come: Dysthymia

Step 1
PTSD
Social Support

7.15(5.38-9.49)**
0.19(0.13-0.28)***

Step 2
1.17(0.59-2.30)
PTSD X Social Support

Step 3
Covariates

6.13(4.54-8.29)** 2. A4266-3.74)***
0.24(0.16-0.38)* 0.35(0.23-0.53)***

1.25(0.63-2.45) 1.06(0.50-2.22)

Out come: Bipolar | Disorder

Step 1
PTSD 7.06(5.41-9.20)***

Social Support 0.34(0.25-0.48)***

Step 2
1.34(0.66-2.69)

5.63(4.26-7.44)* 1.27@9-1.80)

0.37(0.25-0.5#)* 0.57(0.40-0.81)**

1.81(0.92-3.59) 1.62(0.80-3.30)



PTSD X Social Support

Step 3
Covariates
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Out come: Bipolar Il Disorder

Step 1

PTSD 3.54(2.54-4.94)***
Social Support 0.86(0.51-1.47)
Step 2

1.93(0.57-6.53)
PTSD X Social Support

Step 3
Covariates

2.97(2.08-4.24)**  0.67(2-1.08)
1.01(0.58-1.74)  0(0480-2.46)

2.60(0.75-8.97) 2.66(0.75-9.49)

Out come: Any Mood Disorder

Step 1
PTSD 5.98(5.27-6.78)***
Social Support 0.43(0.35-0.52)***
Step 2

0.92(0.61-1.38)
PTSD X Social Support

Step 3
Covariates

5.29(4.65-6.02)***  1.43@0-1.73)***

0.43(0.34-0.53)* 0.49(0.40-0.62)***

1.08(0.72-1.61) 1.26(0.77-2.05)

Out come: Social Anxiety Disorder

Step 1
PTSD 5.77(4.67-7.13)***
Social Support 0.24(0.18-0.32)***
Step 2

0.97(0.54-1.74)
PTSD X Social Support

Step 3
Covariates

4.92(3.95-6.12)***  1.32(D-1.76)
0.22(0.16-0.3%)* 0.32(0.24-0.43)***

1.16(0.65-2.07) 0.99(0.55-1.77)

Out come: Specific Phobia



Step 1
PTSD 3.63(3.15-4.19)***

Social Support 0.65(0.52-0.82)***

Step 2
0.73(0.43-1.23)
PTSD X Social Support

Step 3
Covariates
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3.33(2.87-3)88  0.97(0.78-1.20)

0.62(0.49-0.86)* 0.83(0.65-1.06)

0.81(0.48-1.38) 0.89(0.52-1.53)

Out come: Generalized Anxiety Disorder

Step 1
PTSD
Social Support

6.48(5.46-7.69)**
0.35(0.26-0.46)***

Step 2
1.33(0.83-2.14)
PTSD X Social Support

Step 3
Covariates

5.85(4.87-7.01)*  1.68@B-2.21)***
0.35(0.26-0.47)* 0.52(0.38-0.71)***

1.36(0.84-2.18) 1.26(0.73-2.15)

Out come: Panic Disorder

Step 1
PTSD
Social Support

5.76(4.67-7.12)**
0.45(0.32-0.63)***

Step 2
1.53(0.86-2.71)
PTSD X Social Support

Step 3
Covariates

4.75(3.77-5.99)***  0.86@2-1.18)
0.48(0.33-0.70)* 0.80(0.55-1.16)

1.92(1.06-3.47)*  1.96(1.02-3*77)

Out come: Any Anxiety Disorder

Step 1
PTSD
Social Support

4.82(4.24-5.47)++
0.53(0.44-0.64)***

4.35(3.81-4.98)**  1.17@V-1.41)
0.51(0.41-0.62)* 0.63(0.52-0.78)***



Step 2
0.89(0.57-1.36)
PTSD X Social Support

Step 3
Covariates
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1.01(0.65-1.56) 1.18(0.73-1.89)

Out come: Alcohol Use Disorder

Step 1
PTSD
Social Support

2.30(1.87-2.83)**
1.28(0.91-1.80)

Step 2
1.00(0.48-2.08)
PTSD X Social Support

Step 3
Covariates

1.99(1.59-2.49)*
0.98(0.67-1.42)

1.06{(8-1.45)
2(0B4-1.78)

1.60(0.75-3.41) 1.60(0.75-3.41)

Out come: Nicotine Dependence

Step 1
PTSD
Social Support

2.84(2.47-3.27)**
0.71(0.57-0.88)*

Step 2
0.75(0.50-1.13)
PTSD X Social Support

Step 3
Covariates

2.31(1.99-2.69)*  1.04@*-1.29)
0.74(0.58-0.94)* 0.86(0.68-1.09)

0.88(0.57-1.36) 0.92(0.59-1.43)

Out come: Drug Use Disorder

Step 1
PTSD 3.79(2.69-5.35)***

Social Support 0.67(0.40-1.11)

Step 2
1.22(0.45-3.27)
PTSD X Social Support

Step 3

2.92(1.99-4.27)**  0.8481-1.40)

0.60(0.34-1.06)  1@%2-1.58)

2.16(0.79-5.92) 2.33(0.85-6.35)
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Covariates

Out come: Any Substance Use Disorder

Step 1
PTSD 2.83(2.50-3.21)***  2.35(2.05-2.70)*** 1.06@8B-1.28)
Social Support 0.82(0.67-1.00)* 0.78(0.62-0.97)* .9270.74-1.16)

Step 2
0.71(0.47-1.08) 0.91(0.60-1.38) 0.99(0.64-1.53)
PTSD X Social Support

Step 3
Covariates

OR: Unadjusted
AOR-1: Adjusted for sociodemographics
AOR-2: Adjusted for sociodemographics, Axis | didens, and PTSD severity
*p<.05
**p<.01
***n <.001
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Table6

Table 6: Hierarchical Logistic Regression Model$?okttraumatic Stress Disorder and

Social Support on Suicide Attempts Among Women.

Variables OR AOR-1 AOR-2

Suicide Attempts Among Women

Out come: Suicide Attempts

Step 1

PTSD 6.55(3.59-11.94)*** 4.78(2.38-9.58)***  0.8234-1.94)
Social Support 0.33(0.16-0.65)**  0.40(0.18-0.89)* 0.64(0.30-1.38)
Step 2 2.23(0.63-7.98) 3.58(0.91-14.08) 3.49((0.832)
PTSD X Social Support

Step 3

Covariates

OR: Unadjusted
AOR-1: Adjusted for sociodemographics
AOR-2: Adjusted for sociodemographics, Axis | ders, and PTSD severity
*p<.05
**p<.01
***p <.001
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Table7

Table 7: Hierarchical Logistic Regression Model$?okttraumatic Stress Disorder and

Social Support on Mental and Physical Health Fomitig Among Women.

Variables Beta Coefficient tB€oefficient Beta Coefficient
(SE) (SE)-1 (SE)-2

Mental and Physical
Health Functioning Among Women

Out come: Physical Health

Functioning

Step 1

PTSD -2.82(0.38)*** -3.16(0.35)*** -0.70(0.46)
Social Support 6.55(0.55)*** 3.46(0.54)*** .137(0.54)***
Step 2 -2.10(1.26) -0.63(1.15) -1.09(1.14)
PTSD X Social Support

Step 3

Covariates

Out come: Mental Health

Functioning

Step 1

PTSD -7.51(0.35)*** -6.94(0.36)*** -2.05(0.43)***
Social Support 8.10(0.52)*** 7.32(0.52)*** #B(0.48)***
Step 2 3.42(1.24)** 2.87(1.18)* 1.63(1.11)
PTSD X Social Support

Step 3

Covariates

OR: Unadjusted
Beta Coefficient (SE)-1: Adjusted for sociodemodpiap
Beta Coefficient (SE)-2: Adjusted for sociodemodpiap, Axis | disorders, and PTSD
severity
*p<.05
**p<.01
***n < .001
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Table8

Table 8: Hierarchical Logistic Regression Model$?okttraumatic Stress Disorder and

Social Support on Comorbid Mental Disorders Amongnvi

Variables OR AOR-1 AOR-2

Mental Disorders Among Men

Out come: Major Depressive Disorder

Step 1

PTSD 9.29(7.43-11.63)*** 8.15(6.40-10.39)*** 1.4188-2.23)
Social Support 0.28(0.21-0.38)***  0.33(0.24-0.48)* 0.40(0.26-0.62)***
Step 2

3.05(1.43-6.53)**  3.49(1.60-7.61)**  9.25(2.56-38)***
PTSD X Social Support

Step 3
Covariates

Out come: Dysthymia

Step 1
PTSD 8.58(4.97-14.83)*** 6.28(3.46-11.40)*** 1.@p41-2.71)

Social Support 0.24(0.15-0.38)***  0.35(0.22-0.5%)* 0.65(0.35-1.18)

Step 2
2.03(0.65-6.35) 2.12(0.67-6.68) 1.88(0.45-7.80)
PTSD X Social Support

Step 3
Covariates

Out come: Bipolar | Disorder

Step 1
PTSD 10.81(7.70-15.17)*** 8.69(6.16-12.26)*** 1D(0.59-2.02)

Social Support 0.44(0.28-0.69)***  0.50(0.31-0.81)* 0.74(0.42-1.32)
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Step 2
0.53(0.19-1.45) 0.46(0.16-1.31) 0.24(0.06-0.99)*
PTSD X Social Support
Step 3
Covariates

Out come: Bipolar Il Disorder

Step 1
PTSD 3.51(2.12-5.82)***  3.03(1.80-5.11)*** 0.50d%-0.98)*
Social Support 0.80(0.36-1.76) 0.80(0.37-1.73) 50™8-2.32)
Step 2

2.99(0.31-28.49) 2.87(0.28-29.07) 3.26(0.29-35.8
PTSD X Social Support

Step 3
Covariates

Out come: Any Mood Disorder

Step 1
PTSD 9.41(7.57-11.69)*** 8.36(6.66-10.50)*** 1.41402-2.04)*
Social Support 0.34(0.26-0.44)***  0.39(0.29-0.52)* 0.44(0.31-0.62)***

Step 2
1.82(0.89-3.72) inf(inf-inf) 2.9884-6.66)**
PTSD X Social Support

Step 3
Covariates

Out come: Social Anxiety Disorder

Step 1

PTSD 7.90(5.71-10.93)*** 6.39(4.64-8.82)*** 0.9B67-1.57)
Social Support 0.27(0.18-0.40)**  0.33(0.21-0.59)* 0.45(0.28-0.72)**
Step 2

1.14(0.44-2.99) 1.30(0.49-3.47) 1.52(0.51-4.53)
PTSD X Social Support

Step 3
Covariates
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Out come: Specific Phobia

Step 1
PTSD 5.01(3.86-6.49)***  4.58(3.51-5.99)***  0.84@8-1.20)

Social Support 0.56(0.40-0.78)**  0.56(0.39-0.80)** 0.71(0.48-1.05)

Step 2
0.44(0.19-1.01) 0.44(0.19-1.01) 0.40(0.15-1.04)
PTSD X Social Support

Step 3
Covariates

Out come: Generalized Anxiety Disorder

Step 1
PTSD 12.49(9.20-16.95)*** 10.51(7.65-14.44)**2.33(1.29-4.20)**
Social Support 0.38(0.25-0.58)***  0.45(0.29-07® 0.75(0.44-1.27)
Step 2

1.95(0.88-4.31) 2.12(0.94-4.80) 2.21(0.686Y
PTSD X Social Support
Step 3
Covariates

Out come: Panic Disorder

Step 1
PTSD 11.07(7.92-15.46)***  9.21(6.50-13.05)*** 1.57(0.88-2.82)
Social Support 0.49(0.31-0.78)** 0.59(0.369 0.95(0.55-1.63)
Step 2

0.65(0.21-2.01) 0.76(0.24-2.38) 0.59762.12)
PTSD X Social Support
Step 3
Covariates

Out come: Any Anxiety Disorder

Step 1



PTSD 7.88(6.49-9.58)***
Social Support 0.45(0.35-0.59)***

Step 2
0.52(0.26-1.07)
PTSD X Social Support

Step 3
Covariates

7.04(5.78-8.59)***
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1.33@5-1.84)

0.48(0.36-0.6%)* 0.58(0.43-0.79)**

0.54(0.27-1.09)

0.00(0.00-inf)

Out come: Alcohol Use Disorder

Step 1

PTSD 1.91(1.52-2.41)***
Social Support 1.41(1.04-1.90)*
Step 2

1.04(0.47-2.32)
PTSD X Social Support

Step 3
Covariates

1.72(1.36-2.17)**
1.35(0.98-1.86)

1.17(0.50-2.76)

0.87@-1.19)
65(1.20-2.29)**

1.26(0.54-2.93)

Out come: Nicotine Dependence

Step 1
PTSD 3.14(2.53-3.88)***
Social Support 0.62(0.49-0.78)***
Step 2

0.97(0.45-2.06)
PTSD X Social Support

Step 3
Covariates

2.62(2.12-3.24)***

0.97{-1.32)

0.69(0.55-0.87)* 0.73(0.57-0.94)*

1.06(0.48-2.31)

1.12(0.49-2.54)

Out come: Drug Use Disorder

Step 1

PTSD 3.57(2.48-5.14)***
Social Support 0.68(0.42-1.09)
Step 2

0.99(0.37-2.67)

2.84(1.92-4.21)**

0.77(0.47-1.28)

1.02(0.36-2.94)

0.744D-1.36)

3M%B4-1.59)

0.97(0.31-3.01)
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PTSD X Social Support

Step 3
Covariates

Out come: Any Substance Use Disorder

Step 1
PTSD 2.84(2.34-3.46)**  2.49(2.04-3.04)***  0.96{@-1.25)
Social Support 0.83(0.66-1.05) 0.87(0.69-1.10) 7MY 6-1.25)

Step 2
1.10(0.49-2.49) 1.25(0.52-3.04) 1.41(0.56-3.58)
PTSD X Social Support

Step 3
Covariates

OR: Unadjusted
AOR-1: Adjusted for sociodemographics
AOR-2: Adjusted for sociodemographics, Axis | didens, and PTSD severity
*p<.05
**p<.01
***n <.001
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Table9

Table 9: Hierarchical Logistic Regression Model$?okttraumatic Stress Disorder and

Social Support on Suicide Attempts Among Men.

Variables OR AOR-1 AOR-2

Suicide Attempts Among Men

Out come: Suicide Attempts

Step 1

PTSD 13.56(5.98-30.76)***  10.03(3.93-25.629**1.11(0.32-3.87)
Social Support 0.21(0.09-0.53)** 0.29(0.102)78 0.37(0.13-1.03)
Step 2 1.30(0.20-8.54) 1.08(0.14-8.10) 0.97(0.13-7.39)
PTSD X Social Support

Step 3

Covariates

OR: Unadjusted
AOR-1: Adjusted for sociodemographics
AOR-2: Adjusted for sociodemographics, Axis | dens, and PTSD severity
*p<.05
**p<.01
***p <.001
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Table10

Table 10: Hierarchical Logistic Regression Moddl®osttraumatic Stress Disorder and

Social Support on Mental and Physical Health Fomitig Among Men.

Variables Beta Coefficient tB€oefficient Beta Coefficient
(SE) (SE)-1 (SE)-2

Mental and Physical
Health Functioning Among Men

Out come: Physical Health

Functioning

Step 1

PTSD -5.45(0.64)*** -4.74(0.59)*** -0.99(0.74)
Social Support 5.26(0.62)*** 2.67(0.58)*** 58(0.58)***
Step 2 5.04(2.49)* 5.19(2.32)* 5.14(2.26)*
PTSD X Social Support

Step 3

Covariates

Out come: Mental Health

Functioning

Step 1

PTSD -8.13(0.62)*** -7.40(0.62)*** -2.19(0.68)**
Social Support 6.69(0.63)*** 5.66(0.63)*** %D(0.62)***
Step 2 -0.30(2.82) -0.65(2.86) -1.41(3.26)
PTSD X Social Support

Step 3

Covariates

OR: Unadjusted
Beta Coefficient (SE)-1: Adjusted for sociodemodpiap
Beta Coefficient (SE)-2: Adjusted for sociodemodpiap, Axis | disorders, and PTSD
severity
*p<.05
**p<.01
***n < .001



Appendix A
PTSD Modulein the AUDADIS IV

Section 12 - Traumatic Experiences (Continued)

CHECK
ITEM 121

5a. In your ENTIRE life...

(Repeat phrase frequently)

(19) Other than during a

terrorist attack, did you
EVER see someone
being badly injured or
killed or did you EVER
unexpecledly see a dead
body?

b. How old were you
the FIRST time
this happened?

¢. How many times did
this happen in your
life?

d. How old were you
the MOST
RECENT time
this happened?

10 Yes — »

2 O No - SKIP to (20)

Age

10 Once-SKIPto (20)

OR
Number

Age -
Go to (20)

(20) Not counting a terrorist

attack, did someone very
close to you EVER die
unexpectedly, for
example, they were
killed in an accident,
murdered, committed
suicide or had a fatal
heart attack?

10 Yes———»
2 0O No - SKIP to (21)

Age

10 Once-SKIPto(21)

OR
Number

Age -
Goto (21)

(21) Did someone very close

to you EVER have ANY
OTHER serious or life-
threatening illness,
accident or injury?

10 Yes ————

2 O No - SKIP to (22)

Age

10 Once-SKIP 1o (22)

OR
Number

Age -
Goto (22)

(22) Did someone very close

to you EVER have ANY
OTHER extremely
stressful experience or
trauma, like being
physically assaulted,
mugged, raped,
kidnapped, or involved
in a serious fire, flood,
earthquake, tornado or
hurricane?

10 Yes — »

2 O No - SKIP to (23)

Age

10 Once-SKIPto(23)

OR
Number

Age -
Goto (23)

(23) Did YOU EVER have

10 Yes — »

ANY OTHER extremely § 5 O] Ng - SKIP to
stressful or traumatic Check ltem
experiences like the ones 121

we just talked about but
| haven’t yet mentioned?

Age

10 Once-SKIPto

Check
Item 121
OR
Number

Age -

Goto
Check Item 12.1

What is the sum of all items marked "Yes” in 5,
column a (excluding 5, column a, 13a-18a) and items

marked "Yes" in 1a, 2a, 3a, and 4a?

0 OJ None - SKIP to Section 13
1 0 One-SKIP to 7a
2 O Two or more

(SHOW FLASHCARD 42)

in your life.

Which of these experiences would you single out as the
WORST stressful event? Please just tell me the number to

. You just mentioned some extremely stressful events that
happened to you or someone very close to you at some time

the left of the event on the card.

[T]

Ta.

Now 1'd like to ask you a few questions about the ways
(that/that worst) stressful event may have affected you.

At the time that (worst) event happened, did you feel 10 Yes
extremely frightened, helpless, or horrified about what was 20 No
happening?

b. Atthe time (that/that worst) event happened, did you think 10 Yes
you or someone very close to you might die, be seriously 20 No
injured or permanently disabled?

Is "Yes" marked in 7a or 7b7 10 Yes

2 O No - SKIP to Section 13

92
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Appendix B

12 itemsfrom | SEL

Now 1'm going to read you a few staternents and |
would like to know how well they describe you.

Look at the categories on the card and tell me how true
or how false these statements are about you.

(a)

(b)

(c)

(d)

(e)

()

@

(h)

If 1 wanted to go on a trip for a day, like to
the country, city, mountains or beach, |
would have a hard time finding someone to
go with me.

1 O Definitely false
2 O Probably false
3 O Probably true

4 O Definitely true

93

| feel that there is no one | can share my
most private worries and fears with.

1 O Definitely false
2 O Probably false
3 O Probably true

4 O Definitely true

If | were sick, | know | would find someone
to help me with my daily chores.

1 O Definitely false
2 O Probably false
3 O Probably true

4 O Definitely true

There is someone | can turn to for advice
about handling problems with my family.

1 O Definitely false
2 O Probably false
3 O Probably true

4 O Definitely true

If I decide one afternoon that | would like
to go to a movie that evening, | could easily
find someone to go with me.

1 O Definitely false
2 O Probably false
3 O Probably true

4 O Definitely true

When | need suggestions on how to deal
with a personal problem, | know someone |
canturn to.

1 O Definitely false
2 O Probably false
3 O Probably true

4 O Definitely true

| don’t often get invited to do things with
others.

1 O Definitely false
2 O Probably false
3 O Probably true

4 O Definitely true

If 1 had to go out of town for a few weeks, it
would be difficult to find someone who would
look after my house or apartment, like taking
care of my plants, garden or pets, getting the
mail or watching the house in general.

1 O Definitely false
2 O Probably false
3 O Probably true

4 O Definitely true




(i) If I wanted to have lunch with someone, |
could easily find someone to join me.

1 O Definitely false
2 O Probably false
3 O Probably true
4 O Definitely true

Section 2D - Background Information Il (Continued)

217.

(j) M I werestranded 10 miles from home,
someone | know would come and get me.

1 O Definitely false
2 O Probably false
3 O Probably true
4 O Definitely true

(k) If a family crisis arose, it would be difficult
to find someone who could give me good
advice about how to handle it.

1 O Definitely false
2 O Probably false
3 O Probably true
4 O Definitely true

(1) 17 I needed some help in moving to a new
house or apartment, | would have a hard
time finding someone Lo help me.

1 O Definitely false
2 O Probably false
3 O Probably true
4 O Definitely true
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Appendix C

SF-12 Health Survey

5F-12 HEALTH SURVEY

INSTRUCTIHONS: Thiz survey asks for your views aboul your health  This informalion will help keep
rack of how you feel and how well you are able 10 do your usual aclivities

Pleage angwed gviery Question by marking one box. I vou S wisiee aboul i 10 answet, dease g
the besl answer you can.

1. In general, would you say your health is:

Excellent Very good Good Faw Poor

] ] L] (] []

Thee jolowing Bems are aboul actvilies you anght do Jurmg a Typecal day  Does your Deallh iow i
you in these acthvities? If so, how much?

Yes, Yes, Mo, Not
Limited Limiled Limaled
A Lot A Little AL Ali
2. Moderaie aclivities. such as moving a lable, poashing a
vacuum cleaner, bowding, or playing goll {j [_] E]
3.  Climbing several Rights o stairs I D D

Cnwing the pasi 4 weeks, have you had gy of he iollowing peotlems wilh your work or Olbws ek
daily activities 35 a result of your phiysical Dhealih?

YES NO

4. Accomplished iess than you would like

L]
5 Were limited in the kind ol work or other acinies |:| I_jl
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Duming the past 4 weaks, have you had any of the iollowing problems with your work o other ceguiar
daily activities 33 a resull of any emobonal problems (such as feefing depwessed or anchous)?

YES HO
& Accomplizhed less than you woukd ke L_“_j Ei
7. Dadn't do work or olher activities as carelully as usual |:| L__I

Dhirinig the pas!t 4 weeks, Do inuch dig (i merfere wily youe aonined work (rchuchiwg DOl work
outshle e home and housewoky?

Mol ai all A little hit Moderaiely Quite & b Extremely

L] L] [ ] L] L]

L v questions are alwoul rmmmwmtmlmem:mnmmugw
For each question, please give the one answer that comes closest lo the way you have been fealing.
How much ol the time durig the pas! 4 weeks -

All Most A Good Some A Litlla Hone
af the of the Bit of ol the ol the ol the
Time Time ithe Time Time Tirre Time
. Have yo fell calim and
pracehd? I I | l | [ L__I D

L]
10 E:-;g:ru? have a lod of [-_—! D {:| I:I D D
i :T:ELLQ.;; ledl downheaned lj D I:I D l____i Ij

t2 Dunng the pagt 4 weeks how much of the lime has you physical health i Ernotional
probiems interdered wilh your social actviies {like visiting with triends., relatives, elc.}?

A littbe of the
All of the time Mosi ol the time  Some of the lime fime Maone of ihe dime

L] [] L] ] L]



