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Social Relations and PTSD Symptoms: A Prospective
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This prospective longitudinal study examined two competing models, a traditional social support model and a
supportive and detrimental social relations model, to clarify the association of PTSD symptoms with supportive
and detrimental social relations. Seven-hundred five adolescents living near the epicenter of the Taiwan Chi-Chi
Earthquake participated in the study. The models were evaluated and cross-validated using structural equation
modeling. The supportive and detrimental social relations model appeared to be a better fit. After further
evaluation of three nested versions of the supportive and detrimental social relations model, detrimental social
relations was found to partially mediate the relationship between PTSD symptoms 1 and 2 years following the
earthquake. The findings suggest that helping adolescents deal with detrimental social relations can contribute ro

postdisaster adjustment.

Social support is one of the most important protective factors
for coping with trauma. Two recent meta-analysis studies examin-
ing the risk/protective factors related to posttraumatic stress dis-
order (PTSD) revealed social support to be among the strongest
predictive factors of PTSD (Brewin, Andrews, & Valentine, 2000;
Ozer, Best, Lipsey, & Weiss, 2003). Trauma studies focusing on
children and adolescents have also found that lack of social sup-
port constitutes a major risk factor for psychopathology (Pine &
Cohen, 2002). These results suggest that social support may serve
as a buffer during and after trauma and that those with more social
support will have less psychological distress afterwards.

As Kaniasty (2005) pointed out, one of the major problems
is that some widely used social support models (e.g., buffering
model, direct effect model) assume that social support is not di-
rectly influenced by stress; however, this does not appear to be the
case in most trauma studies. Several studies have indicated that so-
cial support was likely to deteriorate after large-scale trauma (e.g.,
Hobfoll & Stephens, 1990; Kaniasty, Norris, & Murrell, 1990).
To clarify this issue, Kaniasty and Norris (2008) conducted a 2-
year longitudinal study after the flood and mudslide in Mexico
and examined the relation between perceived social support and
PTSD symptoms. The study collected four waves of data at 6
(W1), 12 (W2), 18 (W3), and 24 (W4) months after the trauma.
They found that at the earlier phase, W1 social support signifi-
cantly predicted W2 PTSD, whereas W1 PTSD did not predict
W2 social support. These results were consistent with the social
causation theory (Dohrenwend, 2000) that claims the lack of social

supports is an antecedent of psychological distress. At the middle
phase, W2 social support and PTSD were found to significantly
predict W3 PTSD and social support, respectively, revealing a re-
ciprocal interaction. At the latter phase, W3 PTSD significantly
predicted W4 social support, whereas W3 social support could not
predict W4 PTSD. The findings at the latter phase were similar
to the results found in a longitudinal study on veterans (King,
Taft, King, Hammond, & Stone, 2006). Their results also showed
that initial PTSD symptoms had a significant negative relation
with perceived social support 5 years later. However, the initial
perceived social support did not reliably predict later PTSD symp-
toms. These results supported the notion of social selection theory
(Dohrenwend, 2000), which hypothesizes that psychological re-
actions (for example, anger outbursts or depression) may result in
diminished perceived support from others or alternatively, actually
jeopardize relations with others. Taken together, these results sup-
port a transactional relationship between social support and PTSD
symptoms.

Following the study noted above, the current study examined
another important issue in regard to social support in trauma re-
search, i.e., the relationship between negative social interactions
and PTSD symptoms (Guay, Billette, & Marchand, 2006). As
stated earlier, lack of social support is harmful in regard to cop-
ing with trauma. However, we hypothesized that there may be
detrimental effects associated with experiencing negative social in-
teractions while expecting to benefit from social support. As well
as being supportive, interpersonal relationships may also function
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as a source of conflict, strain, and disappointment (Rook, 1998).
Evidence suggests that negative social interactions may have a
stronger association with well-being than positive social interac-
tions (e.g. Schuster, Kessler, & Aseltine, 1990). Similar results have
been found in trauma studies, in that positive social support had a
lesser impact on PTSD than negative social interactions (Andrews,
Brewin, & Rose, 2003; Zoellner, Foa, & Bartholomew, 1999).
The issue of posttrauma negative social relations may be even
more salient among adolescents. For example, Pynoos, Steinberg,
and Wraith (1995) proposed a developmental model of childhood
traumatic stress in which subsequent trauma reminders and sec-
ondary stresses and adversities play an important role in relation to
posttrauma distress and developmental psychopathology. In this
model, negative social relations, especially among peers, serves as
a major source of secondary stress for adolescents.

The current study examined this issue by using structural
equation modeling (SEM) to compare the two competitive
models in a longitudinal study. First, a traditional social support
model, following a unidimensional conception of social support,
proposes that positive and negative social relations represent the
two ends of the same latent social support construct. Based on the
traditional social support model (as shown in Figure 1a), PTSD
symptoms during the first year after the trauma (PTSDI1) affect
social support and PTSD symptoms of the second year (PTSD2),
and PTSD2 is also affected by social support. Second, the
supportive and detrimental social relations model proposes that
detrimental (negative) social relations and supportive (positive)
social relations are affected by PTSD1 and then affect PTSD2 in
their own specific ways (as shown in Figure 1b).

a. The TSS model
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Moreover, to evaluate possible associations, further clarifica-
tion of the roles of social relations was attempted by using three
nested models of the supportive and detrimental social relations
model. The first model (Figure 2a) hypothesizes that there is no
association (total mediation) between PTSD1 to PTSD2 once the
effect of social relations has been taken into account. The second
model (Figure 2b) tests the notion of social causation theory, and
hypothesizes that PTSD will not influence supportive social rela-
tions and detrimental social relations. The third model (Figure2c)
tests the notion of social selection theory, and hypothesizes that
supportive social relations and detrimental social relations will not
affect PTSD. We developed these models to help us verify if detri-
mental social relations play a specific role in the course of PTSD
symptoms after trauma.

For most people, PTSD symptoms usually remit within a year
after trauma (Norris et al., 2002). Thus, after clarifying the role
of detrimental social relations, we examined whether the above-
verified paths between PTSD symptoms and social relations would
manifest different patterns between those who could be diagnosed
with and without PTSD over an amount of time (one year in the
current study) after trauma.

In sum, under the hypothesis that detrimental social relation-
ships might play a significant role in maintaining PTSD symp-
toms, this study had three specific aims. The first was to test the
hypothesis that detrimental social relations have specific pathways
of influence on PTSD by comparing two models, the traditional
social support model and the supportive and detrimental social
relations model. Second, if the supportive and detrimental social
relations model proved acceptable, three nested models would be
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Figure 1. The conceptual framework of the two competitive models: (a) the traditional social support (TSS) model; (b) the supportive

and detrimental social relations (SDSR) model.
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a. Examining Total Mediation
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Figure 2. The conceptual framework of the three nested models of the supportive and detrimental social relations model: (a) the total

mediation model; (b) the social causation model; (c) the social selection model.

evaluated to further clarify the role of detrimental social relations.
Third, it is hypothesized that the paths linking PTSD symptoms
with detrimental and supportive social relations will be differ-
ent between subclinical and nonclinical adolescents. We used the
multigroup method of SEM to examine it.

METHOD

Parficipants

The Taiwan 921 Chi-Chi Earthquake (measured 7.3 on the
Richter scale) occurred on September 21, 1999. Approximately
2,500 people died and more than 11,000 were injured. Thousands
of houses and school buildings collapsed or suffered significant
damage (National Alliance for Post-Earthquake Reconstruction,
2000). A large number of children and adolescents suffered from
posttraumatic stress symptoms 1-2 years after the event (Chen,
Lin, Tseng, & Wu, 2002). This study uses data from a large-
scale postearthquake prospective study, which was approved by the
National Science Council of Taiwan.

The study took place in two towns located within the perime-
ter of the earthquake epicenter, which had the highest rates of
earthquake-related mortality, morbidity, and damage in Taiwan.
Each of the two towns has three junior high schools, and the par-
ticipants of this study came from two junior high schools in each
town. Participants were selected in 2000 as follows: (a) In the two

smaller schools (which have less than five classes in each grade), all
students in the seventh and eighth grade were selected; (b) In the
two larger schools, three to four classes of students were randomly
selected from the seventh and eighth grades. All were followed up
in 2001 when they became eighth and ninth graders. In Taiwan,
the same-age students were randomly assigned to each class of
their district school. Thus, the distribution and earthquake expo-
sure of the participating students of these two particular towns
were supposed to be similar. Prior to starting the study, the re-
search sponsor, the National Science Council of Taiwan, as well
as all four school boards (including principal, teachers, and parent
representatives) approved the study plan. A passive consent form
was given to students and their parents. With the support of the
classroom teachers, all measures were given to the students in their
usual classrooms.

The data for the first year, including demographic data and
PTSD scores, were collected during the first 2 weeks of Septem-
ber of 2000. The second-year data, including PTSD scores and
scores from the Taiwan Relationship Inventory for Children and
Adolescents—short version, were collected from September through
October of 2001. After eliminating those who had provided unus-
able data, 790 adolescents completed the first-year data collection,
consisting of 46.2% girls (» = 365) and 53.8% boys (n = 425). For
the second-year data collection, 38 female and 47 male adolescents
dropped out, leaving a follow-up rate of 89.2%. Seven-hundred
five adolescents completed both waves of data collection and made
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up the final sample, consisting of 46.4% girls (» = 327) and 53.4%
boys (n = 378).

Measures

The UCLA PTSD Reaction Index for DSM-IV, Revision 1, Ado-
lescent Version (Steinberg, Brymer, Decker, & Pynoos, 2004) in
traditional Chinese (Chen et al., 2002) is a self-report question-
naire. Following the diagnostic classification system for PTSD in
the Diagnostic and Statistical Manual of Mental Disorders, Fourth
Edition (DSM-IV'; American Psychiatric Association, 1994), trau-
matic experiences and their objective features (Criterion Al) and
subjective responses during or right after the trauma (Criterion
A2) were first evaluated. Then, posttraumatic stress reactions were
evaluated with a 22-item symptom checklist. The checklist is
composed of three major parts: reexperiencing (Criterion B; five
items), avoidance/numbing (Criterion C; nine items), and in-
creased arousal (Criterion Dj six items). Participants were asked to
rate the frequency of the PTSD symptoms experienced during the
past month on a 5-point Likert scale ranging from 0 (not at all) to
4 (most of the time). Scoring algorithms and diagnostic screening
procedures for the Reaction Index have been previously described
(Steinberg et al., 2004). Those who met all the criteria (A1, A2,
B, C, and D) were classified as “DSM-IV full PTSD diagnosis
likely.” Those who met Criterion A as well as meeting criteria
in two of the three B, C, and D categories were “partial PTSD
diagnosis likely.” This procedure was employed by Pfefferbaum
and colleagues (Pfefferbaum, Stuber, Galea & Fairbrother, 2006)
in their study of PTSD after the terrorist attacks on the World
Trade Center. The PTSD Reaction Index has good psychometric
properties (Steinberg et al., 2004) and has been used in Taiwan in
several studies (Chen et al., 2002; Chen & Wu, 20006).

The Taiwan Relationship Inventory for Children and Adoles-
cents, Short Version (TRICA-S) was modified from the original
Taiwan Relationship Inventory for Children and Adolescents (W,
Wu, Hsu, & Shiau, 2008). The 36-item TRICA-S has three sub-
scales: parents, teachers, and peers. The parents subscale of the
TRICA-S is composed of two factors: supportive relationships
with parents (eight items) and detrimental relationships with par-
ents (eight items). Examples of the items include “When you feel
sad or scared, your mother will figure out a way to help you” and
“Your father is very picky about anything you do” for supportive
and detrimental relationships with parents, respectively. Similar
2-factor structures can be seen in both the teachers and peers sub-
scales, i.e., supportive and detrimental relationships with teachers
(five items each) as well as supportive and detrimental relation-
ships with peers (five items each), respectively. The participants
were asked to rate the frequency of each statement on a 4-point
Likert scale ranging from 1 (never) to 4 (most of the time). All
six factors have satisfactory reliabilities, with internal consistency

Cronbach’s alpha ranging from .73 to .85.

Model Specificafion

The traditional social support model was composed of three la-
tent variables: PTSD1, PTSD2, and social support. The latent
constructs of PTSD1 had three indicators: reexperiencing first
year, avoidance first year, and increased arousal first year, using
the scores of the Criterion B, C, D scores of the PTSD Criterion
A-C, respectively. Similarly, PTSD2 had three indicators: reexpe-
riencing second year, avoidance second year, and increased arousal
second year. The latent construct of social support was composed
of six indicators: supportive and detrimental relationships with
parents, with teachers, and with peers, using the corresponding
factor scores from Taiwan Relationship Inventory for Children
and Adolescents-Short Version. The structural model of the tradi-
tional social support model included three paths: from PTSD1 to
social support and to PTSD2, and from social support to PTSD2.
The error covariances between Re-experiencing first and second
year, Avoidance first and second year, and Increased Arousal first
and second year were evaluated due to using the same measurement
items. The error covariances between supportive and detrimental
relationships with parents, supportive and detrimental relation-
ships with teachers, and supportive and detrimental relationships
with peers were evaluated due to rating the same relational source.

The supportive and detrimental social relations model was com-
posed of four latent variables: PTSD1, PTSD2, supportive so-
cial relations, and detrimental social relations. The measurement
model of PTSD1 and PTSD2 was the same as in the traditional
social support model. The latent construct of supportive social re-
lations as well as detrimental social relations were both composed
of three indicators: supportive relationships with parents, with
teachers, and with peers; as well as detrimental relationships with
parents, with teachers, and with peers, respectively. The structural
model of the supportive and detrimental social relations model has
included five paths: from PTSD1 to supportive social relations, to
detrimental social relations, and to PTSD2, and from supportive
social relations and detrimental social relations to PTSD2. The six
error covariances were the same as the traditional social support
model.

Data Analysis

All 705 participants reported that the earthquake was their most
traumatic lifetime experience. Based on the participants’ first year
results on the diagnostic evaluation of PTSD, 55 adolescents met
the criterion for DSM-IV full PTSD diagnosis likely, and 111 ado-
lescents met the criterion for partial PTSD diagnosis likely (10 met
criteria B+C; 92 met criteria B+D; 9 met criteria C+D). These
students were then selected to form the subclinical group (» =
166, 51.2% were female). Five hundred thirty-nine adolescents,
who did not meet diagnostic criteria, were randomly assigned into
two groups, the Nonclinical Group 1 (n = 272, 44.5% were fe-
male) and Nonclinical Group 2 (n = 267, 45.3% were female),

Journal of Traumatic Stress DOI 10.1002/jts. Published on behalf of the International Society for Traumatic Stress Studies.



Models of Social Relations and PTSD 5

Table 1. Demographic Variables, Posttraumatic Stress Disorder (PTSD) Symptoms and Social Relations Scores

in Three Groups
Group
Nonclinical 1 Nonclinical 2 Subclinical
(n=272) (n =267) (n = 166)
M SD M SD M SD
Age (M, SD) 13.32 0.83 13.36 0.82 13.27 0.82
PTSD Symptoms
Reexperience 1st year 4.76 3.37 4.74 3.17 11.46 4.17
Avoidance 1st year 5.97 3.93 5.71 4.26 12.89 5.31
Increased arousal 1st year 6.38 3.01 6.22 3.13 12.33 3.07
Reexperience 2nd year 3.69 3.56 3.43 3.17 5.89 4.69
Avoidance 2nd year 4.87 4.80 4.62 422 7.75 5.78
Increased arousal 2nd year 5.69 3.65 5.59 3.68 8.15 4.33
Social relations
Parents: Supportive 19.50 5.09 19.67 5.19 19.38 5.30
Parents: Detrimental 15.59 4.57 15.17 4.55 16.38 5.15
Teachers: Supportive 13.23 3.23 13.24 3.38 13.46 3.48
Teachers: Detrimental 9.45 3.41 9.29 3.28 10.14 3.60
Peers: Supportive 14.55 3.09 14.78 3.13 15.10 3.13
Peers: Detrimental 8.61 2.47 8.43 2.51 8.68 2.68

for model evaluation and cross-validation, respectively. There were
no significant differences on demographic characteristics among
the three groups (Table 1).

The scores of all measured variables of the three groups are
listed in Table 1. Prior to evaluating the models, examination of all
measured variables showed no significant differences between the
two nonclinical groups, indicating that these two samples could
be used as equivalent samples. The skewness and kurtosis of all
measured variables of the three groups were checked, indicating
that the normal distribution hypothesis for SEM was not violated.

The SEM method was used to evaluate and compare the tradi-
tional social support model and supportive and detrimental social
relations model. The LISREL (8.7; Joreskog & Sorbom, 2004)
was used to perform SEM. A covariance matrix was used as the
data set, and the maximum likelihood method was used for model
estimation. With regard to model evaluation, as suggested by Kline
(2005), the following indices were used in the study: the model
chi-square, root mean square error of approximation (RMSEA),
Bentler comparative fitindex (CFI), standardized root mean square
residual (SRMR), goodness-of-fit index (GFI), and Akaike infor-
mation criterion (AIC). It is suggested that SRMR < .10 and GFI
> .90 (Kline, 2005), as well as RMSEA < .06 and CFI > .95 (Hu
& Bentler, 1999) indicate good overall fit of the model. The AIC
index was used in nonnested model comparisons. A smaller AIC
index indicates a better model (Kline, 2005). Cross-validation,

using a parallel sample, was performed to validate the results. The
7’ statistics (MacKinnon, Lockwood, Hoffman, West, & Sheets,
2002) were used to test the mediation effect. Changes of the chi-
square value (A x?) were used in further examination of the nested
models. The traditional social support model and the supportive
and detrimental social relations model were then evaluated for the
subclinical sample to investigate acceptability of the two proposed
models. Moreover, a multigroup method of SEM was used to eval-
uate the subclinical sample and nonclinical sample simultaneously
to clarify if there were any differences on structural paths between
the two samples.

RESULTS

Evaluation and Comparison of the Traditional Social
Support and Supporfive and Defrimental Social
Relations Models

The data for Nonclinical Group 1 were used in model evalua-
tion. As shown in Table 2, the traditional social support model
did not fit the data. The GFI and CFI indices were too small;
the RMSEA and SRMR indices were too large. The supportive
and detrimental social relations model was acceptable, with all

model fit indices indicating good overall fit. Additionally, the AIC
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Table 2. Model Fit Indices of TSS and SDSR Models in Three Groups

Sample Model X2 df GFI CFI RMSEA SRMR AIC
Nonclinical Group 1 TSS 186.24** 45 .89 .89 11 .13 263.73
SDSR 78.01** 43 .96 .97 .05 .06 142.04
Nonclinical Group 2 TSS 170.43* 45 .89 .88 11 12 254.37
SDSR 67.73* 43 .96 .98 .05 .05 137.17
Subclinical Group TSS 100.13** 45 .90 91 .10 11 178.23
SDSR 47.83 43 .95 .99 .03 .06 120.18

Note. TSS = Traditional social support model; SDSR = supportive and detrimental social relations model; GFI = goodness-of-fit index; CFI = Bentler comparative fit
index; RMSEA = root mean square error of approximation; SRMR = standardized root mean square residual; AIC = Akaike information criterion.
*p <.01.p < .001.

index of the supportive and detrimental social relations model The results of parameter estimations and standardized parame-
was smaller than that of the traditional social support model. All ter solutions for the supportive and detrimental social relations
results suggest acceptance of the supportive and detrimental social model are presented in Figure 3. PTSDI has positive effects
relations model. on detrimental social relations and PTSD2. Detrimental social
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Figure 3. The supportive and detrimental social relations model with standardized parameter estimations for the Nonclinical Group 1.
Note: *t > 1.96; *nonstandardized parameter fixed as 1 to fix the scale. ReExp = Reexperience; Avo = avoidance; [Aro = increased
arousal; SPA = parents: supportive; DPA = parents: detrimental; STE = teachers: supportive; DTE = teachers: detrimental; SPE = peers:
supportive; DPE = peers: detrimental.
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Table 3. Results of Examinations on the Three Nested Models of the SDSR Model

Model examined Constraint X2 df Ax?

Original SDSR model No constraints 78.01 43

Total mediation PTSD1 — PTSD2 =0 86.46 44 8.45*

Social causation PTSD1 — SSR and DSR =0 96.85 45 18.84**
PTSD1 — SSR=0 78.21 44 <1
PTSD1 — DSR =0 96.80 44 18.79**

Social selection SSR and DSR — PTSD2 =0 101.61 45 23.60**
SSR— PTSD2 =0 78.03 44 <1
DSR — PTSD2 =0 101.60 44 23.59**

Note. Ax? = x? (each constrained condition) — x2 (original SDSR model). SDSR = Supportive and detrimental social relations model; PTSD1 = posttraumatic stress

disorder symptoms 1st year, PTSD2 = PTSD symptoms 2nd year; SSR = supportive social relations; DSR = detrimental social relations.

*p <.01.%p < .001.

relations also has positive effects on PTSD2. The paths from
PTSD1 to supportive social relations and from supportive social
relations to PTSD2 are not significant. The percentage of variance
explained (R?) for PTSD2, supportive social relations, and detri-
mental social relations are .34, .00, and .15, respectively. Taken
together, the supportive and detrimental social relations model is
accepted, suggesting that detrimental and supportive social rela-
tions have their own specific roles. Specifically, detrimental social
relations serves as a partial mediator of PTSD symptoms (2 =
2.91, p < .001), whereas supportive social relations does not have
any significant influence in the model (z' = 0.12, s).

The data for the Nonclinical Group 2 were used for cross-
validation. The results consistently showed that the traditional
social support model was rejected and that the supportive and
detrimental social relations model was acceptable (see Table 2),
again confirming acceptance of the supportive and detrimental
social relations model.

Examinafion of fhe Nested Models of the Supportive
and Defrimental Social Relations Model

Because the supportive and detrimental social relations model was
accepted through model evaluation and cross-validation, further
examination of the nested model was conducted. As shown in
Table 3, the result of testing the total mediation model (Fig-
ure 2a) yielded a significant increase on chi-square value, indi-
cating that the link from PTSD1 to PTSD2 was significantly
greater than zero. Similarly, the results of testing the social causa-
tion mechanism (Figure 2b) and social selection mechanism (Fig-
ure 2¢) both yielded a significant increase of chi-square value.
Further examination indicated that the link from PTSDI to
detrimental social relations as well as the link from detrimental
social relations to PTSD2, respectively, was significantly greater
than zero.

Examinafion of the Subclinical Group

Similar to the findings for the nonclinical group, the analyses using
the subclinical group indicated that the supportive and detrimental
social relations model was an acceptable model to interpret the
subclinical phenomena, and the traditional social support model
was still rejected (see Table 2).

By using the multigroup method of SEM to simultaneously
evaluate two groups, the equality of the structural paths between
Nonclinical Group 1 and the subclinical group were examined (see
Table 4). While constraining all five structural paths to be equal
between the two groups, the results yielded a significant increase of
chi-square value as compared with the condition of no constraints,
indicating that at least one of the five paths was not equal. Further
examination by testing one path at a time showed that it was
the link from detrimental social relations to PTSD2 that differed

Table 4. Examinations of Paths’ Equality in the SDSR
Model Between Subclinical Group and Nonclinical Group 1

Equality constraints x? df Ax?

No constraints 125.84 86

All five paths equal 138.85 91 13.01*
Set PTSD1 — PTSD2 Free 137.56 90 1.29°
Set PTSD1 — DSR Free 136.55 90 2.30°
Set PTSD1 — SSR Free 138.03 90 <1b
Set DSR — PTSD2 Free 133.08 90 5.77*

Set SSR — PTSD2 Free 137.92 90 <1b

Note. SDSR = Supportive and detrimental social relations model; PTSD1 =
posttraumatic stress disorder symptoms st year; PTSD2 = PTSD symptoms 2nd
year; SSR = supportive social relations; DSR = detrimental social relations.
*Ax? = x? (all 5 paths equal) — x? (no constraints). A2 =42 @5 paths
equal) — x? (each constrained condition).

*p < .05.
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significantly between the two groups. More specifically, the path
value of detrimental social relations to PTSD2 was significantly
greater for the subclinical group (1.85) as compared with the
Nonclinical Group 1 (0.79).

DISCUSSION

The results of the current study support rejection of the tradi-
tional social support model and acceptance of the supportive and
detrimental social relations model. Specifically, detrimental social
relations served as a partial mediator of the changes in PTSD
symptoms over time. Supportive social relations did not play a
significant role.

Regarding the influence of PTSD symptoms on social support,
Kaniasty and Norris (2008) found that the severity and persis-
tence of PTSD might be related to the deterioration of social
support. However, the current study found that PTSD symptoms
contributed even more to adolescents’ negative relations with oth-
ers, rather than just lowering one’s perceived social support. More
specifically, it may be that some symptoms of PTSD, such as
irritability and outbursts of anger, markedly diminished interest
or participation in significant activities, feelings of detachment
or estrangement from others, and restricted range of affect, are
causally related to social rejection and social neglect among chil-
dren and adolescents. Several studies have found that adolescents
who showed more aggressive behaviors had a higher probability of
rejection by their peers (e.g., Kupersmidt & Coie, 1990). Other
studies have also found that distress and lack of interactions with
others may cause social rejection and/or social neglect (see Schnei-
der, 2000, for a review). Thus, it is likely that PTSD symptoms
increase the chance of having negative social interactions with
others.

The results showed that negative social relations have a signifi-
cant adverse impact on PTSD symptoms, suggesting that negative
social relations may be construed as a type of secondary stress or
adversity (Pynoos, et al., 1995). If we consider negative social re-
lations as a secondary stress, the results of the current study can be
conceptualized in terms of PTSD symptoms being exacerbated by
an important source of secondary stress. Moreover, negative social
relations may make it more difficult for adolescents to benefit from
available social resources. Thus, a possible dual role of negative so-
cial relations might help to explain why it has a stronger impact
on PTSD symptoms than positive social relations.

The results of the comparisons of the nonclinical and subclin-
ical groups may be seen to further the consideration of negative
social relation as a type of secondary stress. Quite interestingly,
the only significant difference between the two groups was found
on the path from detrimental social relations to PTSD2, which
was greater in the subclinical group than in the nonclinical group.
The paths directly from PTSD1 to PTSD2 and to detrimental
social relations were not significantly different between the two
groups. This means that detrimental social relations is more likely

to predict the PTSD symptoms in the following year for those ado-
lescents with likely or partially diagnosed PTSD in the first year,
as compared with nonclinical participants. It may further suggest
that the subclinical participants cope poorly with negative social
relations. As Rook (2003) proposed, several factors such as lower
self-esteem and less satisfying friendships and family relationships
may influence reactivity to negative social exchange. Thus, a ques-
tion may arise as to whether having subclinical PTSD may induce
poorer reactions to detrimental social relations and thus extend
PTSD symptoms afterwards. Further studies are needed to clarify
this issue.

Moreover, there might be cultural reasons supporting the sig-
nificance of negative social relations. In Yang’s (1981) review, the
author notes that Taiwanese culture is highly socially oriented.
Attempting to achieve harmony and social acceptance, and avoid-
ing social conflict, rejection, and embarrassment are extremely
important. Thus, we may speculate that Taiwanese adolescents ap-
praise negative social relations as a serious stress, especially when
these negative relations are with someone they care about. This
idea could be supported by a recent Taiwanese study (Yeh & Lay,
2008), in that Taiwanese fourth and sixth graders showed more
vulnerability in response to negative verbal provocations delivered
by liked as opposed to disliked peers. This finding suggests that
if the source of negative social interactions is someone important,
the adolescents will feel more vulnerable and stressful. The cur-
rent study measured relations with parents, teachers, and peers, all
of whom are important to adolescents. The fact that Taiwanese
adolescents appraise negative social relations as a serious source
of stress may be one contributing factor to explain why negative
social relations were found to be significant in the current study.
However, more studies are needed to clarify this speculation, and
to investigate the extent to which the findings are generalizable to
other cultures.

There are some additional limitations to the present study.
First, as the study focused on adolescents, we do not know if the
current findings are applicable to adults or younger children. In-
deed, there may be differences in psychological strength and social
network complexity across different age groups. Second, to fo-
cus on exploring the roles of social relations, we did not include
earthquake-exposure variables in the models. One of our other
studies (Chen et al., 2002) had found dose-effect among earth-
quake exposure and PTSD symptoms in adolescents in the first
year after the Chi-Chi Earthquake. However, without earthquake-
related stresses in the models of current study, we cannot clarify
the effects of earthquake exposure. Another limitation is that some
people, though not a big portion, moved out of the earthquake-
affected area. Thus, the sample used in this study may not be
representative of all victims from the epicenter.

In conclusion, the current study suggests the importance of
taking detrimental social relations into consideration in dealing
with the issue of social support after trauma. When working
with trauma-exposed adolescents, especially those who are likely or
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partially diagnosed with PTSD, it is important to help them reduce
their exposure to detrimental social relations. For example, assist-
ing significant others in enhancing their supportive skills may be
quite advantageous for these adolescents. In this regard, it has been
found in clinical settings that having the child and their parents
join in therapy sessions enhances relief of childhood traumatic grief
(Cohen, Mannarino, & Knudsen, 2004). In addition, Scheeringa
and Zeanah (2001) have pointed out that a caregiver’s own trauma
or response to a child’s trauma may interfere with her or his ability
to provide appropriate care and support. They have also suggested
that helping a significant other to deal with their own trauma may
be critical to enhancing their ability to provide support to promote
the recovery of children and adolescents after trauma.
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