Social Psychiatry and Psychiatric Epidemiology (2024) 59:1413-1424
https://doi.org/10.1007/500127-023-02569-y

RESEARCH q

Check for
updates

Perceived social support and longitudinal trajectories of depression
and anxiety in World Trade Center responders

Lisa J. Pijnenburg’ - Tjasa Velikonja* - Robert H. Pietrzak>®’ - Jonathan DePierro®® . Lieuwe de Haan' -
Andrew C.Todd? - Christopher R. Dasaro® - Adriana Feder® - Eva Velthorst*'°

Received: 20 September 2022 / Accepted: 28 September 2023 / Published online: 24 October 2023
© The Author(s) 2023

Abstract

Purpose While severely distressing events are known to affect mental health adversely, some survivors develop only short-
lived or no psychiatric symptoms in the aftermath of a disaster. In the WTC Health Program General Responder Cohort
(WTCHP GRC) we examined whether social support was protective against the development of depression or anxiety
symptoms after the 9/11 WTC attacks and explored in a subsample whether trait resilience moderated this relationship.
Methods We analyzed data from 14,033 traditional and 13,478 non-traditional responders who attended at least three periodic
health monitoring visits between 2002 and 2019. Linear mixed-effects models were used to examine depression (Patient
Health Questionnaire-9; PHQ-9) and anxiety (Generalized Anxiety Disorder screener; GAD-7) scores. In a subsample of
812 participants, we also assessed if the association between social support and symptoms was moderated by an individual’s
trait resilience level (Connor-Davidson Resilience Scale, CD-RISC).

Results For both traditional and non-traditional responders, perceived social support around 9/11 was associated with lower
levels of depressive (B=— 0.24, S.E.=0.017, z=—- 14.29, p<0.001) and anxiety symptoms (p=— 0.17, S. E.=0.016,
z=—10.48, p<0.001). Trait resilience scores were higher in responders with at least one source of social support during
the aftermath of 9/11 compared to those without (mean 71.56, SD 21.58 vs mean 76.64, SD 17.06; f = 5.08, S.E. = 0.36,
p < 0.001). Trait resilience moderated the association between social support and depressive (p <0.001) and anxiety trajec-
tories (p < 0.001) for traditional responders.

Conclusion Our findings suggest that perceived social support around a severely distressing event may have long-term pro-
tective effects on symptoms of depression and anxiety.
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Introduction

Epidemiological and clinical studies indicate that around
70% of the general population worldwide is exposed to
at least one potentially traumatic lifetime event [1, 2]. A
study including nearly 70,000 individuals across the world
showed that traumatic events include war-related trauma
(13.1%), natural disasters (7.4%) and man-made disasters
(4.0%) [2]. Importantly, while severely distressing events
are known to affect mental health adversely [3], some sur-
vivors develop only short-lived or no psychiatric symp-
toms in the aftermath of the event [2, 3].

Arguably, among the most significant of man-made
disasters of modern times in the Western world are the
September 1 1™ attacks on the World Trade Center (WTC).
The attacks posed enormous challenges for tens of thou-
sands of professional rescue workers (e.g., policemen) and
civilians (e.g., construction workers) involved in rescue,
recovery and clean-up efforts (“WTC responders”) [4—6].
While a substantial proportion of WTC responders devel-
oped lasting mental health symptoms, including post-trau-
matic stress symptoms [4, 5, 7-9], depression and anxiety
[6, 8, 10], others did not report significant symptoms and
maintained their pre-disaster level of functioning, during
the first six months [4, 11] and up to at least six years to
12 years after the attacks [5, 6, 9].

Studies have demonstrated that a strong social support
network protects against the development of mental health
problems [11-17] by mitigating the impact of stress on an
individual [18-22]. The beneficial effect of social support
is not limited to mitigating the risk for PTSD, but it can
also buffer against the development of other mental health
symptoms or disorders [11, 17, 23-25]. For example,
higher levels of social support were found to be associated
with lower rates of depression and anxiety after a large
earthquake in Wenchuan, China [26, 27], fewer symptoms
of PTSD and depression after the flood in Kashmir in 2014
[28] and fewer symptoms of PTSD, depression and anxi-
ety in a group of rehabilitation and reconstruction workers
following the 2005 earthquake in Northern Pakistan [29].

Social support has also been widely shown to be associ-
ated with a greater level of trait resilience across trauma-
exposed populations, which may partly explain why social
contact has been consistently identified as one of the key
factors associated with more favorable PTSD symptom tra-
jectories after 9/11 in first-responders [5, 6, 30], as well as
in the general population [31]. It has yet to be investigated
whether trait resilience may be an important moderator in an
association between social support and symptoms of depres-
sion and anxiety symptoms in first responders as well.

Connor and Davidson [32] describe trait resilience as
a set of personal qualities (e.g., being able to adapt to
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change) that enables a person to “bounce back” after fac-
ing some form of adversity. Importantly, while the role
of perceived social support in mitigating PTSD symptom
development after the 9/11 attacks has been investigated
[6], its role in the development and long-term trajecto-
ries of depression and/or anxiety symptoms after the 9/11
attacks has remained largely unaddressed.

The present study will be the first to examine whether a
social support network may also be associated with more
favorable depressive or anxiety trajectories after the 9/11
WTC attacks. WTC responders participated in the WTC
Health Program General Responder Cohort (WTCHP GRC)
where they completed assessments during periodic health
monitoring visits for almost two decades, providing a unique
opportunity to explore the potentially protective effects of a
social support network on longitudinal trajectories of depres-
sive symptoms and anxiety.

Our first aim was to examine the association between
perceived social support and longitudinal trajectories of
depressive symptoms and anxiety in WTC responders. In
secondary analyses, we explored whether an association
between social support and favorable longitudinal trajecto-
ries of depressive and anxiety symptoms was moderated by
a higher level of trait resilience.

Methods
Participants

For the present study, we analyzed data from 27,511 mem-
bers of the WTCHP GRC, who attended at least three peri-
odic health monitoring visits between 2002 and 2019. The
WTCHP is a regional, clinical consortium that provides
medical and mental health monitoring and treatment for cer-
tified conditions to WTC responders. Funded by the Centers
for Disease Control and Prevention (CDC) and the National
Institute for Occupational Safety and Health (NIOSH),
the WTCHP recruits participants via outreach efforts that
include union meetings, mailings, media articles, and some
50,000 phone calls in multiple languages [, 6].

Eligibility for the WTC-HP requires having worked or
volunteered as part of the rescue, recovery, restoration or
clean-up efforts in (1) Manhattan south of Canal Street,
(2) the barge-loading piers in Manhattan, or (3) the Staten
Island landfill, for at least 24 h between 11 and 30 Septem-
ber 2001, OR for more than 80 h between 11 September
and 31 December 2001 [5, 6, 33]. New participants were
still joining the WTCHP at the time of this study, result-
ing in a wide range of dates for the first health monitor-
ing visit (2002-2019). Eighteen months after the first visit,
participants were eligible to return for a second visit, with
subsequent visits initially scheduled every 18 months, and
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in recent years as frequently as every 12 months [33]. Dur-
ing each visit, a wealth of information was collected on
physical and mental health prior to and after 9/11, employ-
ment, functioning, personality characteristics and the social
environment.

Participants included WTC rescue and recovery work-
ers. Police responders were considered ‘traditional respond-
ers’, whereas other responders (e.g. construction workers,
cleaners, volunteers) were considered ‘non-traditional’
responders. Most firefighters attended a different CDC/
NIOSH health monitoring program at the New York City
Fire Department (FDNY) and are thus part of a separate
cohort. See also Pietrzak et al. [6, 33]) and Feder et al. [5])
for more detailed descriptions of the study sample.

Assessments
Depressive and anxiety symptoms

Depressive symptoms were assessed via the Patient Health
Questionnaire-9 (PHQ-9) [34, 35], a self-reported measure
of depression that consists of nine items corresponding with
the Diagnostic and Statistical Manual of Mental Disorders,
Fourth Edition (DSM-1V) [36] criteria for major depressive
disorder. In this questionnaire, respondents are asked to rate
each item (for example ‘Little interest or pleasure in doing
things’) on a scale from O to 3 based on how much a symp-
tom has bothered them over the last two weeks (0=not at all,
1 =several days, 2=more than half the days, 3 =nearly every
day). The sum-score of the PHQ-9 ranges from O to 27 and is
validated for use as a measure of the severity of depressive
symptoms in the general population [35]. PHQ-9 scores of
5, 10, 15, and 20 represented mild, moderate, moderately
severe and severe depression, respectively [34]. Cronbach’s
o was 0.88 for traditional responders and 0.92 for non-tradi-
tional responders in our study.

The Generalized Anxiety Disorder Screener (GAD-7)
[37] was used to measure anxiety symptoms. This self-
reported questionnaire has been validated as a screening
measure for generalized anxiety disorder as well as for
other anxiety disorders in the general population [37]. The
GAD-7 items correspond to the most prominent diagnostic
features of the DSM-IV criteria for generalized anxiety dis-
order (GAD) [36]. Respondents are asked how often during
the last two weeks they have been bothered by each of the
seven core symptoms of GAD (e.g., feeling anxious, hav-
ing trouble relaxing). Response options are O =not at all,
1 =several days, 2=more than half the days and 3 =nearly
every day. The GAD-7 total score ranges from 0-21, with
scores of >5,> 10 and > 15 representing mild, moderate and
severe anxiety symptom levels [37]. Cronbach’s & on GAD-7
items was 0.71 and 0.69 for traditional and non-traditional
responders, respectively.

Lifetime history of depression, anxiety disorder or PTSD
was measured by asking the participant if they had ever been
diagnosed by a healthcare professional with either of these
disorders (and, if yes, during which year). Only diagnoses
predating 2001 were considered a ‘prior diagnosis’.

Perceived social support

During their first health monitoring visit to the WTC-HP,
participants were asked to list all important sources of
support while working on the WTC rescue and recovery
effort. Important sources of support in participants’ close
and immediate social network included their spouse, part-
ner, child(ren), parent(s), other family, friend(s), coworkers
and boss. For study purposes, perceived social support was
dichotomized into ‘none’ (26% of the participants) versus ‘at
least one source of social support’ (74% of the participants).

Trait resilience

A subsample of the study population (n=_812, all recruited
during the first wave (2002-2006)) completed the Connor-
Davidson Resilience Scale (CD-RISC) [32] during the third
health monitoring visit, a scale shown to be a valid meas-
ure of trait resilience in the general population [32]. In this
self-reported scale, respondents are asked to indicate how
much they agree with each of 25 statements as they apply to
them over the last month, on a five-point Likert scale (0 =not
true at all, 1 =rarely true, 2 =sometimes true, 3 = often true,
and 4 =true nearly all of the time). Examples of statements
include: ‘I am not easily discouraged by failure’ and ‘I can
deal with whatever comes my way.” The CD-RISC (continu-
ous) total score ranges from 0 to 100, with higher scores
reflecting greater perceived resilience [32]. The Cronbach’s
a for this scale was 0.96 for traditional and 0.97 for non-
traditional responders within this subsample.

WTC-related trauma exposure

To measure the level of exposure to potentially traumatic
WTC-related events, we used the composite WTC Expo-
sure Index, as described by Pietrzak et al. [6]. WTC-related
exposures included in this index were (1) early arrival (i.e.
beginning work for the WTC effort between 11 and 13 Sep-
tember 2001); (2) being caught in the dust cloud; (3) work-
ing primarily/adjacent to the collapse site, known as the ‘pit’
or ‘pile’ during September 2001; (4) working more than the
median number of hours on the WTC effort; (5) exposure to
human remains (i.e. any exposure to human remains between
11 September 2001 and 30 June 2002); (6) involvement in
search and rescue efforts during September to October 2001;
(7) slept on site; (8) traumatic death of a colleague, family
member or friend on 9/11; (9) being treated for an injury
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or illness while working on the WTC recovery effort; and
(10) knowing someone who suffered an injury on 9/11. The
WTC Exposure Index is the number of listed exposures and
ranges from O to 10.

Statistical analysis
Sample characteristics

Similar to prior reports on the WTCHP cohort [5, 6], sepa-
rate analyses were performed for traditional and non-tradi-
tional responders, since non-traditional responders had no
prior training in disaster response in contrast to traditional
responders. For the current study, we created three differ-
ent ‘visit cohorts’, according to the year of the first health
monitoring visit (2002-2006; 2007-2013; 2014-2019), to
minimize any systemic differences between responders that
entered the study shortly or longer after the WTC attacks.
Group differences in sample characteristics were examined
using X2 and t-tests. Sum scores on the PHQ-9 and GAD-7
questionnaires were z transformed so that § values through-
out represent standardized effect sizes (ES), with values 0.2,
0.5 and 0.8 indicating small, medium and large ESs, respec-
tively [38, 39]. These z scores were used in all statistical
analyses. (See Supplemental Table S1 for the correlation
matrix.)

The association between perceived social support,
depression or anxiety

Linear mixed-effect models were used to examine differ-
ences in (i.e. changes in the slope of) PHQ-9 and GAD-7
z-scores over time between individuals who did and did not
endorse social support (“group”) while working on the WTC
effort. Effects of interest were group (with or without social
support) main effects and the interactions between group and
responder type. A statistically significant group main effect
would indicate a difference in levels of depressive or anxiety
symptoms between individuals with or without social sup-
port. A statistically significant interaction effect would mean
a different effect of social support on mental health for tra-
ditional and non-traditional responders. Visit cohort for first
visit, age at 9/11/2001, sex, race/ethnicity, WTC Exposure
Index, and diagnosis of depression, anxiety and/or PTSD
prior to 9/11/2001 were entered as covariates in all models.

To explore whether the effect of social support would dif-
fer for different sources of social contact, we performed sep-
arate linear mixed effect models for work-related sources of
social support (co-worker and/or boss) and private (‘close’)
sources of social support (spouse, partner, children, parents,
other family, friends) separately.

@ Springer

The role of trait resilience in the association between social
support, depression and anxiety

Within the subsample of participants that completed
the CD-RISC, we applied linear mixed models includ-
ing a CD-RISC-social support interaction to assess to
what extent the association between social support and
depressive symptoms and anxiety was moderated by an
individual’s trait resilience level. Due to responder type
differences, separate models for traditional and non-tradi-
tional responders were employed. Analyses were adjusted
for age at 9/11/2001, sex, race/ethnicity, WTC Exposure
Index and diagnosis of depression, anxiety and/or PTSD
prior to 9/11/2001.

All analyses were conducted using Stata/MP 14.2
[40]. An adjusted p-value threshold of 0.008 (0.05/6, for
2 dependent variables (depression, anxiety symptoms) X 3
statistical models (main effects, responder type interaction
effects, and trait resilience interaction effects)) was used in
all models to account for multiple comparisons.

Results

A combined total of 27,511 responders (14,033 traditional
responders and 13,478 non-traditional responders) with a
minimum of three visits, and with available data on social
support and at an assessment of anxiety or depressive symp-
toms for at least one of these visits was included in the analy-
sis. The number of visits per participant in our study ranged
from 3 to 14 (mean 6.61, SD 2.85). (See Table 1 for baseline
characteristics by responder type.)

The percentage of female participants was higher in the
group of traditional responders (15.0% vs. 13.3%). Tradi-
tional responders more often continued education after
high school (85.0% vs. 57.2%) and were more frequently
married (76.0% vs 67.9%) compared to non-traditional
responders. In addition, traditional responders were more
often of White, non-Hispanic ethnicity (61.0% vs. 57.9%)
than non-traditional responders, and their reported yearly
income was more frequently higher than average for the
cohort in the year of the first health monitoring visit
(56.9% vs. 36.3%) than non-traditional responders. Fur-
thermore, the WTC-related exposure severity was higher
among traditional responders (4.9 vs. 3.5) and traditional
responders were less likely to report a history of a diag-
nosed depression (0.5% vs 2.5%) or anxiety diagnosis
(0.5% vs. 1.8%) before 2001 than non-traditional respond-
ers. Unsurprisingly, given that reporting a mental illness
could affect a police officer’s fitness for duty, non-tradi-
tional responders more often reported a history of PTSD
than traditional responders (6.2% vs. 3.7%). Traditional
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Table 1 Baseline characteristics of the sample by responder type

Non-traditional responders (n=13,478) Traditional responders (n=14,033) Statistics
N or mean % or SD N or mean % or SD
Age at visit 1 (years) 46.4 10.2 43.0 7.6 t=—31.13,
p<0.001,
$=0.184
Visit cohort
2002-2006 8,110 60.2% 5,624 40.1% X2 =1.1e+03,
2007-2013 4,201 31.2% 6,729 48.0% p<0.001
2014-2019 1,167 8.6% 1,680 11.9%
Number of visits 6.8 29 6.5 2.7 t=—10.04,
p<0.001,
B=-0.060
Age on 9/11/2001 (years) 41.3 9.5 36.3 6.8 t=—51.10,
p<0.001,
B=-0.294
Sex
Female 1,797 13.3% 2,107 15.0% x*=15.97,
Male 11,681 86.7% 11,926 85.0% p<0.001
Education
High School or less 5,500 42.8% 2,048 15.0% X2=2.Se+03,
More than High School 7,347 57.2% 11,644 85.0% p<0.001
Marital status®
Married or partnered 9,143 67.9% 10,666 76.0% X2 =238.61,
Widowed, separated or divorced 2,786 20.7% 2,034 14.5% p<0.001
Single 1,542 11.4% 1,331 9.5%
Race/ethnicity
White, non-Hispanic 7,806 57.9% 8,566 61.0% X2 =179.98,
Black, non-Hispanic 1,454 10.8% 1,424 10.2% p<0.001
Hispanic 3,192 23.7% 2,555 18.2%
Other 1,026 7.6% 1,488 10.6%
Income
<Median income 8,579 63.7% 6,050 43.1% X2 =1.2e+03,
>Median income 4,899 36.3% 7,983 56.9% p<0.001
WTC Exposure Index (range 0-10) 35 1.9 4.9 2.0 t=61.21, p<0.001,
$=0.346
Diagnosed with depression before 9/11 341 2.5% 70 0.5% X2 =192.75,
p<0.001
Diagnosed with Generalized Anxiety 238 1.8% 66 0.5% X2 =105.59,
Disorder before 9/11/2001 p<0.001
Diagnosed with PTSD before 9/11° 668 6.2% 365 3.7% x>=69.02,
p<0.001
Sources of social support while working on the WTC effort
None 4,449 33.0% 2,729 19.4% x>=655.76,
At least one source of support 9,029 67.0% 11,304 80.6% p<0.001
Resilience score (n=812) 80.0 15.3 72.8 19.5 t=23.37, p<0.0001

*Missing: n=9
®Missing: n=6891

responders more frequently indicated having had at least
one source of social support or more while working on
the WTC effort compared with non-traditional responders

(80.6% vs. 67.0%).

Social support is associated with lower depressive

or anxiety symptom levels over time

Overall, traditional responders reported fewer symptoms of
depression (=0.72, S.E.=0.024, z=—- 2991, p<0.001)
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and anxiety (=—0.58, S.E.=0.023, z=—25.13, p<0.001)
compared with non-traditional responders. For both tradi-
tional and non-traditional responders, reporting at least
one source of social support during the period around
9/11 was associated over time with significantly lower lev-
els of depressive (overall effect: p=— 0.24, S.E.=0.017,
z=—14.29, p<0.001) and anxiety symptoms (overall effect:
Bp=-0.17,S. E.=0.016, z=— 10.48, p<0.001) over time
(see Table 2).

For both depressive and anxiety symptoms, we detected a
significant interaction between responder type and perceived
social support, suggesting that the association between per-
ceived social support and depressive symptoms (f = 0.146,
S.E.=0.027, z=5.48, p < 0.001) and between social support
and anxiety (B = 0.101, S.E. = 0.026, z = 3.95, p < 0.001)
was stronger in non-traditional compared with traditional
responders (see Figs. 1 and 2).

Secondary analyses showed that results were comparable
for work- related and close sources of social support (see
supplemental figure S1 and S2 and table S3).

Trait resilience as moderator in the association
between social support and depressive and anxiety
symptoms

A subsample of 812 individuals completed the (trait) resil-
ience scale (CD-RISC) [32] at monitoring visit 3 (mean year
2007, SD 0.44). (See Supplemental Table S2 for baseline
characteristics of this subsample.)

Trait resilience scores were higher in responders with at
least one source of social support during the aftermath of
9/11 compared to those without (mean 71.56, SD 21.58 vs
mean 76.64, SD 17.06; p = 5.08, S.E. = 0.36, p < 0.001).
In regression models adding CD-RISC and social support
as separate independent variables, both factors had an inde-
pendent effect on symptom scores in traditional and non-
traditional responders (see Table 3) with lower levels of trait
resilience and lack of social support being associated with
higher symptom levels.

Interestingly, for traditional responders there was an
interaction effect between social support and trait resilience
in the prediction of symptom levels (see Table 3), suggest-
ing that the protecting effect of social support on symptom
severity is stronger for responders with higher levels of trait
resilience. No significant interaction effect was apparent for
non-traditional responders.

Discussion
In this large cohort of traditional and non-traditional 9/11

responders longitudinally followed for up to 20 years after
the WTC attacks, we found that the availability of at least
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one important source of social support during participa-
tion in the WTC recovery effort was associated with fewer
depression and anxiety symptoms in the years following the
attacks; Interestingly, the association was most prominent for
non-traditional responders. Police officers, although more
heavily exposed to potential traumatic events during and in
the aftermath of the disaster, reported fewer symptoms of
depression and anxiety. However, even within this group,
social support was associated with more favorable symptom
trajectories over time. Notably, associations between social
support and symptom severity was comparable for close and
work-related contacts. Results from analyses in a subsample
with available resilience scores suggest that trait resilience
may moderate the association between social support and
symptom severity in the non-traditional responder group.

Results of this study support earlier work from our group
and others on the association between social support and
psychiatric trajectories in traditional and non-traditional
responders after the WTC attacks [5, 6, 9] and victims of
other disasters [26, 27].

Overall, our findings add to the literature in several
important ways:

First, building on work described in a review by Gariépy
[12], which showed negative associations between social
support and depression in the general population, results
of our study suggest that the potential protective effect of
perceived social support in rescue and recovery workers
is not only long lasting, but it applies to both depressive
and anxiety symptoms. Our findings are also largely in line
with Adams et al. who conducted a study in WTC tower
survivors. In their study, an association was found between
low social support and long-term depression in WTC tower
survivors, however, in their study low social support was
not associated with PTSD and comorbid depression [41].
Additionally, the results of our study show that low social
support is also associated with anxiety symptoms. These
findings combined, suggest that social support mostly has a
positive effect on ‘buffering’ chronic stress and less on acute
stress during a traumatic event.

The most prominent theory explaining the positive effect
of social support on the development of mental health symp-
toms is the ‘buffering hypothesis’ [18]. Social support is
believed to mitigate the effects of stress on a person, thereby
lowering the chance of developing mental health symptoms,
such as depression or anxiety [18]. Our data supports the
buffering hypothesis, since social support at the time of a
disaster was associated with long-lasting positive symptom
trajectories.

Notably, it is plausible that the effect of social support
on mental health is bi-directional. While we adjusted for
depression and anxiety diagnoses prior to 9/11, we cannot
rule out any pre-existing mental health vulnerabilities. It
may be that responders with robust mental health were able
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Table 3 Association between trait resilience, social support and depression and anxiety symptoms

Effect of trait resilience

Effect of social support

Trait resilience-by-social support

interaction
B (95%CI) p B (95%CI) )4 B (95%CI) p
Traditional responder
Depression (PHQ-9) —0.014 (- 0.018, <0.001* 1.02 (0.645, 1.395) <0.001 - 0.011 (- 0.015, <0.001*
- 0.010) —0.006)
Anxiety (GAD-7) —0.013 (- 0.018, <0.001* 0.890 (0.490, 1.289) <0.001 - 0.009 (- 0.014, <0.001*
- 0.009) —0.004)
Non-traditional
responder
Depression (PHQ-9) —0.019 (- 0.021, <0.001* 0.128 (- 0.125, — 0.381) <0.001 — 0.004 (- 0.008, 0.014
- 0.016) —0.009)
Anxiety (GAD-7) —0.018 (- 0.020, <0.001* —0.117 (- 0.189, 0.002 — 0.002 (- 0.005, 0.002)  0.283
—-0.017) —0.044)

Adjusted for age at 9/11, type of responder, sex, WTC exposure index and previous diagnosis of anxiety or depression

*p <0.008 indicates significance
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to make and maintain more social connections after the
attacks, and were less likely to be affected by the traumatic
events. Social contacts, in turn, may have prevented symp-
toms to develop in the years following.

Second, our study shows a positive association between
social support and level of trait resilience, particularly in the
non-traditional group that was vulnerable to develop depres-
sion and anxiety symptoms after 9/11. While social support
and resilience were measured simultaneously in our study,
and firm conclusions regarding directionality can therefore
not be drawn, it is possible that social support may have
enhanced the resilience of the non-traditional responder
group. The idea that social support may mitigate the effect of
stress after trauma through enhancing resilience is supported
by a study among police officers after Hurricane Katrina,
where resilience was also found to mediate the relationship
between social support and symptoms of depression [42].

Third, our findings align with those of previous studies
by our group and others, showing fewer PTSD symptoms in
traditional 9/11 responders [5—7, 43], illustrating the differ-
ential impact that trauma may have on different parts of the
labor force / population. Despite higher levels of WTC expo-
sure among traditional responders, this group also reported
fewer depression and anxiety symptoms over time compared
with non-traditional responders.

There are several, non-exclusive factors that might con-
tribute to this finding: self-selection of more resilient indi-
viduals in the police force [6, 7]; underreporting of feelings
of depression or anxiety in traditional responders, similar to
PTSD symptoms [7, 44]; fear of negative job consequences
[9, 45-47]; or a higher level of preparedness in responding
to major disasters [6, 48].

Last, our findings may have important clinical impli-
cations, particularly relating to social interventions in the
aftermath of a disaster. The existing literature shows incon-
sistent effects of different interventions directed at increas-
ing social support for the individual or within the broader
community. Reviews focusing on interventions directed at
increasing (perceived) social support in other stressful con-
texts show positive effects of social support interventions on
the well-being of caregivers of people with dementia [49],
post-stroke depression [50] and loneliness [51]. Hobfoll
et al. [52] describe social connectedness as one of the five
essential elements for immediate, post-disaster intervention,
albeit with insufficient empirical literature to recommend
specific intervention models. Our findings add to this body
of work by suggesting that assistance in maintaining or cre-
ating social support from at least one person, for rescue and
recovery workers exposed to the aftermath of mass trauma
could also have great value in preventing long-lasting symp-
toms of depression and anxiety. Facilitating opportunities for
social support in the aftermath of a traumatic event may be
of particular value in high-risk work forces. Further research

is needed to evaluate which interventions would be most
suitable and effective for this population.

Some limitations on the findings from our study need to
be considered. Since the WTCHP GRC is a medical moni-
toring and treatment program, data acquired is not specifi-
cally tailored to research and therefore limited in the level
of details that is being questioned. We were able to examine
only one self-reported indicator of presence or absence of
perceived social support and researchers are encouraged to
implement more detailed measures in future study designs.
Another challenging feature of this study was the ongoing
enrollment of study participants, the variation in number of
health monitoring visits and the time intervals between these
visits. By using ‘visit cohorts’ to cluster participants in three
groups according to their first health monitoring visit, then
examining the whole cohort over time, we tried to correct for
the time factor as much as possible. Moreover, a recall bias
may be present for participants who enrolled in the WTCHP
during later years, as they might not remember their precise
sources of social support around 9/11, or, in hindsight, they
do not perceive social interactions as social support. This
bias could be even more pronounced in those with higher
levels of depressive symptoms or anxiety as these symptoms
have been shown to both affect cognitive functions such as
long-term memory [53], as well as someone’s social support
network [54]. In contrast, the feeling of having been able to
help and be appreciated by members of the community could
have led to an increase in perceived social support during
the time after 9/11 [55].

Lastly, we did not analyze the impact of additional factors
over time after the attacks. It is unclear whether these factors
resulted in accumulating trauma with long-lasting effects, or
instead, made individuals more resilient against the effect of
new-onset, significant life events [56].

Despite these limitations, results of our study emphasize
the positive association between social support and depres-
sion and anxiety symptoms in first responders after a disas-
ter. Our findings suggest that, to mitigate the negative long-
term mental health effects stemming from exposure to mass
trauma, it may be crucial to focus on the immediate social
environment. Further research is needed to develop specific
interventions aimed at enhancing perceived social support
and screening for depression and anxiety symptoms in these
populations, with different strategies of support developed
for traditional and non-traditional responders.

Supplementary Information The online version contains supplemen-
tary material available at https://doi.org/10.1007/s00127-023-02569-y.

Acknowledgements Data were provided by the WTC Health Program
General Responder Data Center at Mount Sinai (CDC/NIOSH contract
200-2017-93325).

Author contributions Eva Velthorst and Lisa Pijnenburg wrote the

main manuscript text. Adriana Feder, Tjasa Velikonja, Eva Velthorst

@ Springer


https://doi.org/10.1007/s00127-023-02569-y

1422

Social Psychiatry and Psychiatric Epidemiology (2024) 59:1413-1424

and Lisa Pijnenburg collaborated on the statistical analyses. All
authors reviewed and commented on the paper.

Funding The Centers for Disease Control and Prevention (CDC) and
the National Institute for Occupational Safety and Health (NIOSH)
have funded the WTC Health Program General Responder Cohort,
which provided data for this study (CDC/NIOSH contract 200-2017-
93325). The authors received no funding for conducting this study
and the authors have no relevant financial or non-financial interests
to disclose.

Data availability The data that support the findings of this study are
available from the WTC Health Program General Responder Data
Center (GRDC) at Mount Sinai. Restrictions apply to the availability
of these data, which were used under a Data Transfer and Use Agree-
ment for this study. Data are available via similar arrangements with
the GRDC (Contact: christopher.dasaro@mssm.edu).

Declarations

Conflict of interest Dr. Feder is named co-inventor on an issued patent
in the United States and several issued patents outside of the United
States, filed by the Icahn School of Medicine at Mount Sinai for the
use of ketamine as therapy for posttraumatic stress disorder; this intel-
lectual property has not been licensed.

Ethics approval The investigation was carried out in accordance with
the latest version of the Declaration of Helsinki, the study design was
reviewed and approved by the Mount Sinai Institutional Review Board.

Open Access This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long
as you give appropriate credit to the original author(s) and the source,
provide a link to the Creative Commons licence, and indicate if changes
were made. The images or other third party material in this article are
included in the article’s Creative Commons licence, unless indicated
otherwise in a credit line to the material. If material is not included in
the article’s Creative Commons licence and your intended use is not
permitted by statutory regulation or exceeds the permitted use, you will
need to obtain permission directly from the copyright holder. To view a
copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.

References

1. Benjet C, Bromet E, Karam EG, Kessler RC, McLaughlin KA,
Ruscio AM, Shahly V, Stein DJ, Petukhova M, Hill E, Koenen
KC (2016) The epidemiology of traumatic event exposure world-
wide: results from the World Mental Health Survey Consortium.
Psychol Med 46(2):327-343. https://doi.org/10.1017/S003329171
5001981

2. Kessler RC, Aguilar-Gaxiola S, Alonso J, Benjet C, Bromet EJ,
Cardoso G, Degenhardt L, de Girolamo G, Dinolova RV, Ferry F,
Koenen KC (2017) Trauma and PTSD in the WHO World Mental
Health Surveys. Eur J Psychotraumatol. https://doi.org/10.1080/
20008198.2017.1353383

3. Lee J-Y, Kim S-W, Kim J-M (2020) The impact of community
disaster trauma: a focus on emerging research of PTSD and other
mental health outcomes. Chonnam Med J 56(2):99. https://doi.
org/10.4068/cmj.2020.56.2.99

4. Bonanno GA, Galea S, Bucciarelli A, Vlahov D (2006) Psy-
chological resilience after disaster. Psychol Sci 17(3):181-186.
https://doi.org/10.1111/j.1467-9280.2006.01682.x

@ Springer

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

Feder A, Mota N, Salim R, Rodriguez J, Singh R, Schaffer J,
Schechter CB, Cancelmo LM, Bromet EJ, Katz CL, Pietrzak RH
(2016) Risk, coping and PTSD symptom trajectories in World
Trade Center responders. J Psychiatr Res 82:68—79. https://doi.
org/10.1016/j.jpsychires.2016.07.003

Pietrzak RH, Feder A, Singh R, Schechter CB, Bromet EJ, Katz
CL, Reissman DB, Ozbay F, Sharma V, Crane M, Southwick SM
(2014) Trajectories of PTSD risk and resilience in World Trade
Center responders: an 8-year prospective cohort study. Psychol
Med 44(1):205-219. https://doi.org/10.1017/S00332917130005
97

Perrin MA, DiGande L, Wheeler K, Thorpe L, Farfel M, Brack-
bill R (2007) Differences in PTSD prevalence and associated risk
factors among World Trade Center disaster rescue and recovery
workers. Am J Psychiatry 164(9):1385-1394. https://doi.org/10.
1176/appi.ajp.2007.06101645

Neria Y, DiGrande L, Adams B (2011) Postraumatic stress dis-
order following the September 11, 2001, terrorist attacks. Am
Psychol 66(6):429—446. https://doi.org/10.1109/TM1.2012.21967
07.Separate

Bowler RM, Harris M, Li J, Gocheva V, Stellman SD, Wilson K,
Alper H, Schwarzer R, Cone JE (2012) Longitudinal mental health
impact among police responders to the 9/11 terrorist attack. Am
J Ind Med 55(4):297-312. https://doi.org/10.1002/ajim.22000
Ghafoori B, Neria Y, Gameroff MJ, Olfson M, Lantigua R, Shea S,
Weissman MM (2009) Screening for generalized anxiety disorder
symptoms in the wake of terrorist attacks: a study in primary care.
J Trauma Stress 22(3):218-226. https://doi.org/10.1002/jts
Bonanno GA, Galea S, Bucciarelli A, Vlahov D (2007) What
predicts psychological resilience after disaster? The role of
demographics, resources, and life stress. J Consult Clin Psychol
75(5):671-682. https://doi.org/10.1037/0022-006X.75.5.671
Gariépy G, Honkaniemi H, Quesnel-Vallée A (2016) Social sup-
port and protection from depression: systematic review of current
findings in western countries. Br J Psychiatry 209(4):284-293.
https://doi.org/10.1192/bjp.bp.115.169094

Werner EE (1989) High-risk children in young adulthood: a
longitudinal study from birth to 32 years. Am J Orthopsychiatry
59(1):72-81

Collishaw S, Pickles A, Messer J, Rutter M, Shearer C, Maughan
B (2007) Resilience to adult psychopathology following childhood
maltreatment: evidence from a community sample. Child Abuse
Negl 31(3):211-229. https://doi.org/10.1016/j.chiabu.2007.02.004
Cederblad M, Dahlin L, Hagnell O, Hansson K (1994) Salutogenic
childhood factors reported by middle-aged individuals. Follow-
up of the children from the Lundby study grown up in families
experiencing three or more childhood psychiatric risk factors. Eur
Arch Psychiatry Clin Neurosci 244(1):1-11

Cicchetti D, Rogosch FA (1997) The role of self-organization in
the promotion of resilience in maltreated children. Dev Psycho-
pathol 9:797-815. https://doi.org/10.1017/S0954579497001442
Guilaran J, de Terte I, Kaniasty K, Stephens C (2018) Psycho-
logical outcomes in disaster responders: a systematic review and
meta-analysis on the effect of social support. Int J Disaster Risk
Sci 9(3):344-358. https://doi.org/10.1007/s13753-018-0184-7
Cohen S, Wills TA (1985) Stress, social support, and the buffering
hypothesis. Psychol Bull 98(2):310-357. https://doi.org/10.1037/
0033-2909.98.2.310

Olstad R, Sexton H, Sggaard AJ (2001) The Finnmark study.
A prospective population study of the social support buffer
hypothesis, specific stressors and mental distress. Soc Psychiatry
Psychiatr Epidemiol 36(12):582-589. https://doi.org/10.1007/
$127-001-8197-0

Seeman TE, McEwen BS (1996) Social environment charac-
teristics and neuroendocrine functions: the impact of social ties


http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1017/S0033291715001981
https://doi.org/10.1017/S0033291715001981
https://doi.org/10.1080/20008198.2017.1353383
https://doi.org/10.1080/20008198.2017.1353383
https://doi.org/10.4068/cmj.2020.56.2.99
https://doi.org/10.4068/cmj.2020.56.2.99
https://doi.org/10.1111/j.1467-9280.2006.01682.x
https://doi.org/10.1016/j.jpsychires.2016.07.003
https://doi.org/10.1016/j.jpsychires.2016.07.003
https://doi.org/10.1017/S0033291713000597
https://doi.org/10.1017/S0033291713000597
https://doi.org/10.1176/appi.ajp.2007.06101645
https://doi.org/10.1176/appi.ajp.2007.06101645
https://doi.org/10.1109/TMI.2012.2196707.Separate
https://doi.org/10.1109/TMI.2012.2196707.Separate
https://doi.org/10.1002/ajim.22000
https://doi.org/10.1002/jts
https://doi.org/10.1037/0022-006X.75.5.671
https://doi.org/10.1192/bjp.bp.115.169094
https://doi.org/10.1016/j.chiabu.2007.02.004
https://doi.org/10.1017/S0954579497001442
https://doi.org/10.1007/s13753-018-0184-7
https://doi.org/10.1037/0033-2909.98.2.310
https://doi.org/10.1037/0033-2909.98.2.310
https://doi.org/10.1007/s127-001-8197-0
https://doi.org/10.1007/s127-001-8197-0

Social Psychiatry and Psychiatric Epidemiology (2024) 59:1413-1424

1423

21.

22.

23.

24.

25.

26.

217.

28.

29.

30.

31.

32.

33.

34.

35.

and support on neuroendocrine regulation. Psychosom Med
58:459-471

Taylor SE, Stanton AL (2007) Coping resources, coping pro-
cesses, and mental health. Annu Rev Clin Psychol 3(1):377-401.
https://doi.org/10.1146/annurev.clinpsy.3.022806.091520

Zorn JV, Schiir RR, Boks MP, Kahn RS, Joéls M, Vinkers CH
(2017) Cortisol stress reactivity across psychiatric disorders: a
systematic review and meta-analysis. Psychoneuroendocrinology
77:25-36. https://doi.org/10.1016/j.psyneuen.2016.11.036
Arnberg FK, Hultman CM, Per-Olof M, Lundin T (2012) Social
support moderates posttraumatic stress and general distress after
disaster. J Trauma Stress 25:721-727. https://doi.org/10.1002/jts
Cherry KE, Sampson L, Nezat PF, Cacamo A, Marks LD, Galea
S (2015) Long-term psychological outcomes in older adults
after disaster: relationships to religiosity and social support.
Aging Ment Health 19(5):430-443. https://doi.org/10.1080/
13607863.2014.941325

Chan CS, Lowe SR, Weber E, Rhodes JE (2015) The contribu-
tion of pre- and postdisaster social support to short- and long-
term mental health after Hurricanes Katrina: a longitudinal
study of low-income survivors. Soc Sci Med 138:38-43. https://
doi.org/10.1016/j.socscimed.2015.05.037

Xu J, Wei Y (2013) Social support as a moderator of the rela-
tionship between anxiety and depression: an empirical study
with adult survivors of Wenchuan earthquake. PLoS ONE
8(10):1-7. https://doi.org/10.1371/journal.pone.0079045

Guo S, Tian D, Wang X, Xiao Y, He H, Qu Z, Zhang X (2015)
Protective effects of social support content and support source
on depression and its prevalence 6 months after Wenchuan
earthquake. Stress Health 31(5):382-392. https://doi.org/10.
1002/smi.2563

Dar KA, Igbal N, Prakash A, Paul MA (2018) PTSD and depres-
sion in adult survivors of flood fury in Kashmir: the payoffs
of social support. Psychiatry Research 261(March):449-455.
https://doi.org/10.1016/j.psychres.2018.01.023

Ehring T, Razik S, Emmelkamp PMG (2011) Prevalence and
predictors of posttraumatic stress disorder, anxiety, depression,
and burnout in Pakistani earthquake recovery workers. Psychia-
try Res 185(1-2):161-166. https://doi.org/10.1016/j.psychres.
2009.10.018

Schwarzer R, Bowler RM, Cone JE (2014) Social integration
buffers stress in New York police after the 9/11 terrorist attack.
Anxiety Stress Coping 27(1):18-26. https://doi.org/10.1080/
10615806.2013.806652

Adams RE, Boscarino JA (2006) Predictors of PTSD and
delayed PTSD after disaster: the impact of exposure and psy-
chosocial resources. J Nerv Ment Dis 194(7):485-493. https://
doi.org/10.1097/01.0md.0000228503.95503.e9

Connor KM, Davidson JRT (2003) Development of a new Resil-
ience scale: the Connor-Davidson Resilience scale (CD-RISC).
Depress Anxiety 18(2):76-82. https://doi.org/10.1002/da.10113
Pietrzak RH, Feder A, Schechter CB, Singh R, Cancelmo L,
Bromet EJ, Katz CL, Reissman DB, Ozbay F, Sharma V, South-
wick SM (2014) Dimensional structure and course of post-trau-
matic stress symptomatology in World Trade Center responders.
Psychol Med 44(10):2085-2098. https://doi.org/10.1017/S0033
291713002924

Kroenke K, Spitzer RL, Williams J (2001) The PHQ-9 validity
of a brief depression severity measure. JGIM. https://doi.org/
10.1046/j.1525-1497.2001.016009606.x

Moriarty AS, Gilbody S, McMillan D, Manea L (2015) Screen-
ing and case finding for major depressive disorder using the
Patient Health Questionnaire (PHQ-9): a meta-analysis. Gen
Hosp Psychiatry 37(6):567-576. https://doi.org/10.1016/j.genho
sppsych.2015.06.012

36.

37.

38.
39.

40.

41.

42.

43.

44,

45.

46.

47.

48.

49.

50.

51.

52.

American Psychiatric Association (APA) (2000) DSM-IV. Diag-
nostic and statistical manual of mental disorders, 4th ed., text
rev.

Lowe B, Decker O, Miiller S, Brihler E, Schellberg D, Herzog
W, Herzberg PY (2008) Validation and standardization of the
generalized anxiety disorder screener (GAD-7) in the general
population. Med Care 46(3):266-274. https://doi.org/10.1097/
MLR.0b013e318160d093

Cohen J (1992) A power primer. Psychol Bull 112:1155-1159
Cohen J (1992) Statistical power analysis. Curr Dir Psychol Sci
1(3):98-101. https://doi.org/10.4324/9781315773155
StataCorp (2015) Stata Statistical Software: Release 14. Stata-
Corp LP, College Station, TX

Adams SW, Bowler RM, Russell K, Brackbill RM, Li J, Cone
JE (2019) PTSD and comorbid depression: social support and
self-efficacy in World Trade Center tower survivors 14—15 years
after 9/11. Psychol Trauma Theory Res Pract Policy 11(2):156—
164. https://doi.org/10.1037/tra0000404

McCanlies EC, Gu JK, Andrew ME, Violanti JM (2018) The
effect of social support, gratitude, resilience and satisfaction
with life on depressive symptoms among police officers follow-
ing Hurricane Katrina. Int J Soc Psychiatry 64(1):63-72. https://
doi.org/10.1177/0020764017746197

Zvolensky MJ, Kotov R, Schechter CB, Gonzalez A, Vujanovic
A, Pietrzak RH, Crane M, Kaplan J, Moline J, Southwick SM,
Luft BJ (2015) Post-disaster stressful life events and WTC-
related posttraumatic stress, depressive symptoms, and overall
functioning among responders to the World Trade Center disas-
ter. J Psychiatr Res 61:97-105. https://doi.org/10.1016/].jpsyc
hires.2014.11.010

Detrick P, Chibnall JT (2014) Underreporting on the MMPI-
2-RF in a high-demand police officer selection context: an
illustration. Psychol Assess 26(3):1044—-1049. https://doi.org/
10.1037/pas0000013

Dowling FG, Moynihan G, Genet B, Lewis J (2006) A peer-
based assistance program for officers with the New York City
Police Department: report of the effects of Sept. 11, 2001. Am
J Psychiatry 163(1):151-153. https://doi.org/10.1176/appi.ajp.
163.1.151

Bowler RM, Kornblith ES, Li J, Adams SW, Gocheva VYV,
Schwarzer R, Cone JE (2016) Police officers who responded
to 9/11: comorbidity of PTSD, depression, and anxiety 10-11
years later. Am J Ind Med 59(6):425-436. https://doi.org/10.
1002/ajim.22588

DePierro J, Lowe SM, Haugen PT, Cancelmo L, Schaffer J,
Schechter CB, Dasaro CR, Todd AC, Crane M, Luft BJ, Pietrzak
RH (2021) Mental health stigma and barriers to care in World
Trade Center responders: results from a large, population-based
health monitoring cohort. Am J Ind Med 64(3):208-216. https://
doi.org/10.1002/ajim.23204

Alexander DA (1993) Stress among police body handlers. A
long-term follow-up. Br J Psychiatry 163(December):806-808.
https://doi.org/10.1192/bjp.163.6.806

Dam AEH, De Vugt ME, Klinkenberg IPM, Verhey FRJ, Van
Boxtel MPJ (2016) A systematic review of social support inter-
ventions for caregivers of people with dementia: Are they doing
what they promise? Maturitas 85:117-130. https://doi.org/10.
1016/j.maturitas.2015.12.008

Salter K, Foley N, Teasell R (2010) Social support interven-
tions and mood status post stroke: a review. Int J Nurs Stud
47(5):616-625. https://doi.org/10.1016/j.ijnurstu.2009.12.002
Masi CM, Chen HY, Hawkley LC, Cacioppo JT (2011) A meta-
analysis of interventions to reduce loneliness. Pers Soc Psychol
Rev 15(3):219-266. https://doi.org/10.1177/1088868310377394
Hobfoll SE, Watson P, Bell CC, Bryant RA, Brymer MJ, Fried-
man MJ, Friedman M, Gersons BP, De Jong JT, Layne CM,

@ Springer


https://doi.org/10.1146/annurev.clinpsy.3.022806.091520
https://doi.org/10.1016/j.psyneuen.2016.11.036
https://doi.org/10.1002/jts
https://doi.org/10.1080/13607863.2014.941325
https://doi.org/10.1080/13607863.2014.941325
https://doi.org/10.1016/j.socscimed.2015.05.037
https://doi.org/10.1016/j.socscimed.2015.05.037
https://doi.org/10.1371/journal.pone.0079045
https://doi.org/10.1002/smi.2563
https://doi.org/10.1002/smi.2563
https://doi.org/10.1016/j.psychres.2018.01.023
https://doi.org/10.1016/j.psychres.2009.10.018
https://doi.org/10.1016/j.psychres.2009.10.018
https://doi.org/10.1080/10615806.2013.806652
https://doi.org/10.1080/10615806.2013.806652
https://doi.org/10.1097/01.nmd.0000228503.95503.e9
https://doi.org/10.1097/01.nmd.0000228503.95503.e9
https://doi.org/10.1002/da.10113
https://doi.org/10.1017/S0033291713002924
https://doi.org/10.1017/S0033291713002924
https://doi.org/10.1046/j.1525-1497.2001.016009606.x
https://doi.org/10.1046/j.1525-1497.2001.016009606.x
https://doi.org/10.1016/j.genhosppsych.2015.06.012
https://doi.org/10.1016/j.genhosppsych.2015.06.012
https://doi.org/10.1097/MLR.0b013e318160d093
https://doi.org/10.1097/MLR.0b013e318160d093
https://doi.org/10.4324/9781315773155
https://doi.org/10.1037/tra0000404
https://doi.org/10.1177/0020764017746197
https://doi.org/10.1177/0020764017746197
https://doi.org/10.1016/j.jpsychires.2014.11.010
https://doi.org/10.1016/j.jpsychires.2014.11.010
https://doi.org/10.1037/pas0000013
https://doi.org/10.1037/pas0000013
https://doi.org/10.1176/appi.ajp.163.1.151
https://doi.org/10.1176/appi.ajp.163.1.151
https://doi.org/10.1002/ajim.22588
https://doi.org/10.1002/ajim.22588
https://doi.org/10.1002/ajim.23204
https://doi.org/10.1002/ajim.23204
https://doi.org/10.1192/bjp.163.6.806
https://doi.org/10.1016/j.maturitas.2015.12.008
https://doi.org/10.1016/j.maturitas.2015.12.008
https://doi.org/10.1016/j.ijnurstu.2009.12.002
https://doi.org/10.1177/1088868310377394

1424

Social Psychiatry and Psychiatric Epidemiology (2024) 59:1413-1424

53.

54.

Ursano RJ (2007) Five essential elements of immediate and
mid-term mass trauma intervention: empirical evidence. Psy-
chiatry 70(4):283-315. https://doi.org/10.1521/psyc.2007.70.4.
283

de Sousa GM, Vargas HDQ, Barbosa FF, Galvao-Coelho NL
(2021) Stress, memory, and implications for major depression.
Behav Brain Res. https://doi.org/10.1016/j.bbr.2021.113410
Saris IMJ, Aghajani M, van der Werff SJA, van der Wee
NJA, Penninx BWJH (2017) Social functioning in patients
with depressive and anxiety disorders. Acta Psychiatr Scand
136(4):352-361. https://doi.org/10.1111/acps.12774

@ Springer

55.

56.

Johnson SB, Langlieb AM, Teret SP, Gross R, Schwab M, Massa
J, Ashwell L, Geyh AS (2005) Rethinking first response: effects
of the clean up and recovery effort on workers at the World
Trade Center disaster site. ] Occup Environ Med 47(4):386—
391. https://doi.org/10.1097/01.jom.0000158722.57980.4a
Sheerin CM, Lind MJ, Brown EA, Gardner CO, Kendler KS,
Amstadter AB (2018) The impact of resilience and subse-
quent stressful life events on MDD and GAD. Depress Anxiety
35(2):140-147. https://doi.org/10.1002/da.22700


https://doi.org/10.1521/psyc.2007.70.4.283
https://doi.org/10.1521/psyc.2007.70.4.283
https://doi.org/10.1016/j.bbr.2021.113410
https://doi.org/10.1111/acps.12774
https://doi.org/10.1097/01.jom.0000158722.57980.4a
https://doi.org/10.1002/da.22700

	Perceived social support and longitudinal trajectories of depression and anxiety in World Trade Center responders
	Abstract
	Purpose 
	Methods 
	Results 
	Conclusion 

	Introduction
	Methods
	Participants
	Assessments
	Depressive and anxiety symptoms
	Perceived social support
	Trait resilience
	WTC-related trauma exposure

	Statistical analysis
	Sample characteristics
	The association between perceived social support, depression or anxiety
	The role of trait resilience in the association between social support, depression and anxiety


	Results
	Social support is associated with lower depressive or anxiety symptom levels over time
	Trait resilience as moderator in the association between social support and depressive and anxiety symptoms

	Discussion
	Acknowledgements 
	References




