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The effects of psychotherapy for adult depression on social 
support: A meta-analysis

Mijung Park1, Pim Cuijpers2, Annemieke van Straten2, and Charles F. Reynolds III1

1University of Pittsburgh, Pittsburgh, PA USA 2VU University Amsterdam and EMGO Institute 
Netherlands

Abstract

Social support is an important extra-therapeutic context of depression treatment, yet no overall 

estimate is available on how depression treatment affects social support or the size of such an 

effect. We conducted a meta-analysis of clinical trials of psychotherapy for depression that 

reported results for social support at post-treatment. A total of 1,579 adults with depression from 

11 trials comparing psychotherapy to care-as-usual or waiting list were included. The majority of 

these studies assessed the participants’ perceptions of social support. Specifically, three studies 

targeted women with postpartum depression, and four studies targeted individuals with chronic 

disease. In all these studies, psychotherapy had a small to moderate, yet consistent effect on social 

support compared to care-as-usual or waiting list at post-treatment (g = 0.38; 95% CI: 0.29~0.48) 

and at 3–6 month follow-up (g= 0.38; 95% CI: 0.14~0.63). Little evidence of heterogeneity was 

found across studies, and the results were consistent in several sensitivity analyses. No significant 

publication bias was detected (Egger’s test p > 0.1). The result of meta-regression showed that 

improvement in depression symptoms was associated with improvement in social support, but this 

was not statistically significant.

Introduction

Depression is a common (Kessler et al., 2010), disabling (Murray & Lopez, 2013), yet 

treatable disease (Cipriani et al., 2009; P. Cuijpers, Dekker, Hollon, & Andersson, 2009; P. 

Cuijpers, Smit, Bohlmeijer, Hollon, & Andersson, 2010). Psychological treatments for 

depression have shown comparable effect with—or, in some cases, better long-term effect 

than—pharmacological treatment (De Maat, Dekker, Schoevers, & De Jonghe, 2006; Imel, 

Malterer, McKay, & Wampold, 2008). Unfortunately, depression remains a chronic disease 

with high rates of recurrence. Mueller et al. (1999) concluded that up to 85% of individuals 

who recover from depression experience recurrence within 15 years. The likelihood of 
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recurrence and of treatment resistance increases as the number of episodes of depression 

increases; an additional episode increases the risk of recurrence by 18%. Thus, there is an 

urgent need to identify ways to prevent relapse after the successful treatment of depression.

Existing literature (DeRubeis & Crits-Christoph, 1998; DeRubeis et al., 2005; Dobson et al., 

2008; Gloaguen, Cottraux, Cucherat, & Blackburn, 1998; Kovacs, Rush, Beck, & Hollon, 

1981; Paykel et al., 2005; Simons, Murphy, Levine, & Wetzel, 1986) suggests that 

individuals who previously received psychotherapy had generally lower rates of relapse and 

recurrence than those treated with antidepressants alone or care-as-usual. However, the 

mechanism of such an enduring effect of psychotherapy has not yet been fully examined. In 

the context of depression relapse and recurrence prevention, identifying factors associated 

with the long-term effect of depression treatment is an important and worthwhile endeavor.

Social support is an important extra-therapeutic context of depression treatment. However, 

the relationship between social support and the course of depression is one marked by 

complexity. A compelling body of evidence has shown that social support decreases the 

risks for depression (Lee, Crittenden, & Yu, 1996; Martire & Schulz, 2007) and depression 

relapse (George, Blazer, Hughes, & Fowler, 1989), increases adherence to depression 

treatment (Smith, Francis, Gray, Denham, & Graffy, 2003; Voils, Steffens, Flint, & 

Bosworth, 2005), and improves treatment outcomes. Conversely, a lack of social support 

generally increases the risk for depression (Hinrichsen & Emery, 2005; National Alliance 

for Caregiving/AARP, 2004, 2009; J. G. Sandberg & Harper, 2000; Jonathan G. Sandberg & 

Harper, 1999; Jonathan G. Sandberg, Miller, & Harper, 2002; Seaburn, Lyness, Eberly, & 

King, 2005; Talley & Crews, 2007) and relapse (Denton et al., 2010; Keitner et al., 1995) 

and the likelihood of poor response to treatment. Moreover, depression can disturb an 

individual’s existing social support system, and such a disruption can, in turn, undermine the 

long-term effects of depression treatment and increase the risk for relapse. Therefore, 

treating depression may improve social support, and improvement of social support through 

treatment may be related to better long-term outcome of depression treatment.

Psychotherapy has a greater potential to modify a patient’s social support than care-as-usual 

or pharmacotherapy. A therapist may work with (1) a patient to improve the patient’s social 

skills and social functioning or to amend the patient’s perception about one’s social 

environment, (2) a patient’s friends or family to alter the patient’s social environment (e.g., 

psychoeducation to help family interacts with the patient more supportively), or (3) a 

patient-family dyad to modify maladaptive couple or family functioning (e.g., couples 

therapy).

Although several studies have examined the effects of psychotherapies for depression on 

social support, no meta-analysis has yet integrated this research; moreover, no overall 

estimate is available on whether or not these treatments affect social support or the size of 

such an effect. This promoted us to conduct a meta-analysis of randomized clinical trials of 

psychotherapies, which featured social support as an outcome.

The concept of social support is heterogeneous in its definition and operationalization. 

Generally, social support includes three broad categories: instrumental, emotional, and 
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informational. In addition, various instruments are available to assess the level of social 

support that include single-item assessment of social support availability, Likert scales for 

level of social support, and surveys to measure the frequency of supportive interactions with 

others. While the majority of these instruments assess perceived social support, other 

instruments assess more objective components of social support such as proximity of social 

support sources and size of social network (Landerman, George, Campbell, & Blazer, 1989). 

Still others assess both positive and negative sides of social interactions (Stansfeld & 

Marmot, 1992). Considering that this study is one of the first to examine the effects of 

psychotherapy on social support, we tried to include as many studies as possible. Therefore, 

we did not have inclusion or exclusion criteria regarding how social support is defined 

and/or assessed.

Our primary hypothesis was that psychotherapies for depression would have greater effects 

on social support than comparison conditions (i.e., care-as-usual, waiting lists, and 

pharmacotherapy). Considering the potential bi-directional relations between depression and 

social support, our secondary hypothesis was that the effects of psychotherapies on social 

support would be associated with the effects of psychotherapy on depressive symptoms.

Methods

Identification and Selection of Studies

We constructed a database of papers on the psychotherapy of depression. This database has 

not only been previously described in detail (P. Cuijpers, van Straten, Warmerdam, & 

Andersson, 2008), but also has been used in a series of earlier published meta-analyses (Pim 

Cuijpers et al., 2014). Additionally, this database has been continuously updated through 

comprehensive literature searches (from 1966 to January 2013). In these searches, we 

examined 14,164 abstracts from PubMed (3,638 abstracts), PsycInfo (2,824), Embase 

(4,682) and the Cochrane Central Register of Controlled Trials (3,020). These abstracts were 

located by combining terms indicative of psychological treatment and depression (i.e., both 

MeSH terms and text words). In constructing this database, we also checked the primary 

studies from 42 meta-analyses of psychotherapy for depression to ensure that no published 

studies were missed. From the 14,164 abstracts (10,474 after removal of duplicates), we 

retrieved 1,476 full-text papers for possible inclusion in the database.

We included randomized controlled trials in which (1) a psychological intervention was 

compared to a control condition (i.e., waiting list, care-as-usual, placebo, and other) in 

depressed people and (2) outcomes were reported on social support. Depression could be 

either defined according to diagnostic interview or based on a cut-off score on a self-report 

measure. We excluded studies in which the effects of two or more psychotherapies were 

compared to each other and to studies of inpatients and adolescents (i.e., ≤ 18 years). 

Comorbid general medical or psychiatric disorders were not used as an exclusion criterion.

We also wanted to include not only studies in which psychotherapy was compared to 

pharmacotherapy, but also studies comparing combined treatment with either psychotherapy 

alone or pharmacotherapy alone. Although we identified 79 studies examining one or more 
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of these comparisons, none of them included social support as an outcome measure. 

Therefore, we did not include these studies in our meta-analysis.

Quality Assessment and Data Extraction

We assessed the validity of included studies in the meta-analysis using four criteria from the 

‘Risk of bias’ assessment tool developed by the Cochrane Collaboration. This tool assesses 

possible sources of bias in randomized trials including (1) the adequate generation of 

allocation sequence, (2) the concealment of allocation to conditions, (3) the prevention of 

knowledge of the allocated intervention (i.e., masking of assessors), and (4) the treatment of 

incomplete outcome data, which was assessed as positive when intention-to-treat analyses 

were conducted (i.e., all randomized patients were included in the analyses).

We also coded additional aspects of the studies, which included (a) participant 

characteristics (i.e., recruitment method [e.g., community, clinical samples, or other] and 

definition of depression [e.g., diagnosed depressive disorder or scoring above a cut-off on a 

self-rating depression scale]), (b) intervention characteristics (i.e., format [e.g., individual, 

group, or guided self-help], number of sessions, and type of psychotherapy), and (c) study 

characteristics (i.e., type of control group [e.g., care-as-usual or other]).

Meta-Analyses

All measures of social support were pooled into one effect size (Hedges’s g), which 

indicates the difference in social support between a group receiving a particular 

psychotherapy protocol and a control group at post-test and at follow-up (1–3 months and 6–

12 months). Hedges’s g was calculated by subtracting the average score of the 

psychotherapy group from the average score of the control group and dividing the result by 

the pooled standard deviation.

We also calculated the Hedges’s g for the effects of the treatments on depression. In these 

calculations, we used only those instruments that explicitly measured symptoms of 

depression such as the Beck Depression Inventory (Beck, Steer, & Carbin, 1988) or the 

Hamilton Rating Scale for Depression (HAM-D). If dichotomous outcomes were reported 

without means and standard deviations, we used the following procedures (Comprehensive 

Meta-Analysis software version 2.2.021) to calculate the standardized mean difference. 

Binary results were first converted to log odds ratios and then to standardized mean 

differences (Cohen’s d). This Cohen’s d was then converted into bias-corrected standardized 

mean differences (Hedges’s g). Because we expected considerable heterogeneity among the 

studies, we employed a random effects pooling model.

As a test of homogeneity of effect sizes, we calculated the I2 statistic as an indicator of 

heterogeneity in percentages. A value of 0% indicates no observed heterogeneity, and larger 

values indicate increasing heterogeneity, with 25% as low, 50% as moderate, and 75% as 

high heterogeneity. We calculated 95% confidence intervals (CI) around I2 (Higgins & 

Thompson, 2002), using the non-central chi-squared-based approach within the heterogi 

module for Stata. We conducted several sensitivity analyses. Using leave-one out analyses 

(Wallace, Schmid, Lau, & Trikalinos, 2009), we examined the magnitude of influence of 
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each study on pooled effect size. Because several studies had relatively small sample sizes, 

we corrected Hedges’s g for small sample bias according to the procedures suggested by 

Hedges and Olkin (1985). If more than one measure of social support was reported in the 

study, we pooled the outcomes within the study before pooling the outcomes across studies.

Subgroup analyses were conducted according to the mixed effects model (Borenstein, 

Hedges, Higgins, & Rothstein, 2009) in which studies within subgroups are pooled with the 

random effects model, while tests for significant differences between subgroups are 

conducted with the fixed effects model. For continuous variables, we used meta-regression 

analyses according to the procedures described by Borenstein et al. (2009) to test whether or 

not there was a significant relation between the continuous variable and effect size.

Publication bias was tested by inspecting the funnel plot (Sterne & Egger, 2001) on primary 

outcome measures and by Duval and Tweedie’s (2000) trim and fill procedure, which yields 

an estimate of the effect size after the publication bias has been taken into account. We also 

conducted Egger’s test of the intercept to quantify the bias captured by the funnel plot and 

tested whether or not it was significant.

Results

Characteristics of Included Studies

Figure 1 presents the study selection process for our meta-analysis. Eleven studies met the 

inclusion criteria and were, therefore, included in our meta-analysis. Characteristics of these 

studies are presented in Table 1. Among the eleven studies, 1,579 patients participated (i.e., 

888 in the treatment groups and 691 in the control groups). One of these studies (Rahman, 

Malik, Sikander, Roberts, & Creed, 2008) included more participants (n = 818) than the rest 

of the trials combined (n = 761). This trial was also the only cluster-randomized trial, with 

communities randomized to either the intervention or control condition.

Four studies were specifically aimed at women with postpartum depression, four were aimed 

at patients with medical conditions (i.e., HIV, Parkinson’s disease, and cancer) and the 

remaining three studies were aimed at other populations (i.e., adults in general, women aged 

30–55, and students at risk for depression). In four of the studies, participants were required 

to meet diagnostic criteria for a depressive disorder; in four of the other studies, participants 

were included if they scored above a cut-off on a self-report measure; the remaining three 

studies targeted participants with subclinical depression (i.e., individuals who scored above 

a cut-off on a self-report measure and met the diagnostic criteria for a depressive disorder 

were excluded from the study). Care-as-usual control groups were used in nine of the 

studies; the other two studies featured a waiting-list control group.

In the eleven studies, a total of fifteen psychotherapies were assessed relative to a control 

group. Eight of these therapies were cognitive-behavioral, five were non-directive 

counseling, and two were interpersonal psychotherapy. In twelve of the therapies, a group 

format was used, and three of the therapies featured an individual treatment format. The 

number of therapy sessions ranged from four to twelve.

Park et al. Page 5

Cognit Ther Res. Author manuscript; available in PMC 2015 December 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Social Support Measures

Measures of social support used in the studies included in our meta-analysis are summarized 

in Table 1. Three of the studies (Evans & Connis, 1995; Kelly et al., 1993; Milgrom, Negri, 

Gemmill, McNeil, & Martin, 2005) used the original or an adapted version of the Social 

Provision Scale, a 24-item Likert scale that assesses six dimensions of perceived social 

support: social attachment, social integration, reassurance of worth, reliable alliance with 

others, guidance, and nurturance of others. Three of the studies (Chen, Tseng, Chou, & 

Wang, 2000; Forsyth, 2000; Mulcahy, Reay, Wilkinson, & Owen, 2010) featured the 

Interpersonal Support Evaluation List (ISEL), which measured four dimensions of social 

support: tangible aid, appraisal, self-esteem, and belonging. Allart et al. (2003) used two 

sub-scales of the Social Support List (SSL). The SSL–Perception subscale was used to 

measure perceived support in case of problems and perceived negative support; the SSL—

Interaction subscale was used to measure frequency of supportive interaction. Chesney et al. 

(2003) modified the Social Relationships Scale to assess emotional and material support, 

affirmation, and subjective and objective social integration. Cramer et al. (2011) used a 

shortened Medical Outcome Study (MOS) Social Support Survey. The full-length MOS 

Social Support Survey is a 19-item self-report assessing four domains of social support (i.e., 

emotional/informational support, instrumental support, positive social interaction, and 

affection), and the authors did not clarify how they modified the MOS social support survey 

for use in their study. Finally, Rahman et al. (2008) used the Multidimensional scale for 

perceived social support, which is a 12-item self-report assessment tool, and Dobkin et al. 

(2011) used the Social Feedback Questionnaire.

Quality of the Studies Included in the Current Meta-Analyses

The quality of the included studies varied. Five studies reported an adequate sequence 

generation. Four studies reported allocation to conditions by an independent (third) party. 

Ten studies reported blinding of outcome assessors and in four studies intention-to-treat 

analyses were conducted. Three studies met all four quality criteria, two met two or three 

criteria, and the remaining six studies had a lower quality (i.e., none or only one of the four 

criteria were met).

Effects on Social Support

The overall effect size (i.e., Hedges’s g) indicating the difference between the treatment and 

control groups on social support outcomes was 0.38 (95% CI: 0.29~0.48)(Table 2). 

Heterogeneity was zero, but the 95% CI was broad (0~54%). The forest plot of effect sizes 

is provided in Figure 2.

In three of the studies, more than one psychological intervention was compared to the same 

control group. Because these effect sizes are not independent of each other, they may 

artificially reduce heterogeneity and influence the effect size. Therefore, we conducted a 

sensitivity analysis in which we included only one effect size (i.e., the largest effect size) per 

study. We then conducted another analysis in which we included only the smallest effect 

size. As can be seen from Table 2, this procedure did not influence the overall mean effect 

size or levels of heterogeneity.
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Because we included one very large study (Rahman et al., 2008), we also conducted another 

sensitivity analysis in which we removed this study (Table 2). Although the overall effect 

size was somewhat smaller than the overall effect size, the difference was small, and the 

effect size still differed significantly from zero.

We conducted 15 separate leave-one-out analyses, in which each of studies is left out once 

(Table 3). When Dobkin et al. (2011)’s study was left out; the pooled effect size was 

increased to 0.40. When Rahman et al (2008)’s study was left out; the pooled effect size was 

decreased to 0.31. These are the two studies with the highest impact on the overall result.

Because certain measures of social support might have been more sensitive to the changes in 

this social support over time than others, we conducted sensitivity analysis comparing the 

effect size of studies using the Social Provision Scale (Evans & Connis, 1995; Kelly et al., 

1993; Milgrom et al., 2005) with those using ISEL (Chen et al., 2000; Forsyth, 2000; 

Mulcahy et al., 2010). The former studies appear to have smaller effect size compared to the 

latter (g = 0.33; 95% CI: 0.11~0.54 vs. g = 0.56; 95% CI: 0.25~0.86).

In six of the studies (Chesney et al., 2003; Cramer et al., 2011; Forsyth, 2000; Kelly et al., 

1993; Mulcahy et al., 2010; Rahman et al., 2008), outcomes on social support at 1- to 3-

month follow-up were reported (Table 2). The effect on social support (i.e., Hedges’s g) was 

0.38 (95% CI: 0.14~0.63; p < 0.05), with low heterogeneity. The five studies (Chesney et 

al., 2003; Cramer et al., 2011; Evans & Connis, 1995; Kelly et al., 1993; Rahman et al., 

2008) reporting outcomes at 6 to 12 month follow-up resulted in an effect size on social 

support of 0.32 (95% CI: -0.00~0.64). This was not significant (p = 0.51). Heterogeneity 

was moderate to high.

Subgroup Analyses

Although the number of studies was limited, we nonetheless conducted a small number of 

moderator analyses to examine whether or not the effect sizes differed in specific subsets of 

studies. We found no indication that target group, depression diagnosis, type of 

psychotherapy, treatment format, type of control group, or study quality was significantly 

associated with the effect size (Table 2). However, this may have been caused by the limited 

statistical power to find significant differences between subgroups.

Effects on Depression

We also calculated the effects of the interventions on depression (Table 2). The overall 

effect size (i.e., Hedges’s g) was 0.68 (95% CI: 0.50~0.86) with moderate heterogeneity (I2 

= 54; 95% CI: 14~75). We did conduct the same sensitivity analyses as we did with the 

outcomes on social support, but we did not find that the inclusion of multiple comparisons 

from one study or the exclusion of the large study significantly affected the overall 

outcomes.

We also conducted a meta-regression analysis with the effects on social support as the 

dependent variable and the effects on depression as the predictor, but we did not find that 

depression was a significant predictor of social support (slope = 0.13; 95% CI: −0.21~0.48; 

p = 0.44; Figure 3).
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Publication Bias

Figure 4 illustrates the results of the funnel plot using Duval and Tweedie’s (2000) 

procedure. First, upon visual inspection, we did not observe notable asymmetry in the shape 

of forest plot. Duval & Tweedie’s (2000) trim and fill analysis further suggested that zero 

studies were missing. Additionally, the result of Egger's regression intercept approach was 

not significant (p > 0.1).

Discussion

The central finding of this study is that psychotherapies had a small to moderate yet 

consistent effect on social support compared to care-as-usual or waiting list at post-treatment 

and 1 to 3 month follow-up. Similar magnitudes of effect were observed at 6 to 12 month 

follow-up, although this was not statistically significant. Little evidence for heterogeneity 

was found across studies, and the results were consistent in several sensitivity tests, which 

included the leave-one-out analyses. Our findings, however, suggest that the 

conceptualization and measurement of social support may have affected the effect size of 

social support. Our results were also consistent when examining the following potential 

moderators: target group, measures of depression, type of psychotherapy, format, types of 

control group, and study quality. We found no evidence for publication bias. As mentioned 

earlier, due to the lack of trials that met the inclusion criteria, we could not compare the 

effects of psychotherapies and of pharmacotherapies on social support.

We hypothesized that improvements in social support would be associated with 

improvement in depressive symptoms through psychological treatment. This hypothesis was 

not supported from the results of our analysis: we did not find statistically significant 

associations between support and symptom improvements. This counterintuitive result could 

have stemmed from relations between the severity of depressive symptom and the social 

support being mediated by social functioning. Additionally, the number of studies included 

in our meta-analysis may have been too small to allow sufficient statistical power to test 

such relations. Renner et al.’s (2014) recent meta-analysis of 31 clinical trials demonstrated 

that psychotherapy for depression was associated with improved social functioning. 

Furthermore, depressive symptoms and social support may be confounded by demographic 

characteristics such as gender and ethnicity, and these gender and ethnic variations are 

difficult to examine with study-level meta-analyses.

Depressed individuals tend to perceive their social support more negatively and/or 

underestimate the level of existing support. Improvement in mood may improve the 

perceived level of social support. Some researchers have suggested that the perceived level 

of social support maybe more important to an individual’s mental health than the objective 

level of social support. However, in our meta-analysis, we cannot make a conclusion about 

whether or not the form of psychotherapy is the only impact on perceived level of social 

support because the majority of studies measured perceived social support. Only Allart-van 

Dam et al. (2003) measured both subjective and objective dimensions of social 

support.Allart-van Dam et al. (2003) concluded that, compared to the control group, the 

CBT group showed a significant improvement in the frequency of supportive interaction 

(SSL-I) but no significant changes in perceive social support scores (SSL-P). Further 
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research is needed to examine the underlying mechanisms of how psychotherapy affects 

different dimensions of social support.

In the studies featured in our meta-analysis, different psychological treatments were 

developed based on diverse theoretical frameworks. Additionally, relationship-oriented 

treatment modalities, such as IPT or couples therapy, may have greater effects on social 

support compared to individual-oriented CBTs. Unfortunately, no studies on couples 

therapies were identified in our meta-analysis. Only 2 of the 11 studies included in our meta-

analysis had specific social support components in their intervention: Dokin et al. (2011) 

included separate caregiver education sessions for patients with Parkinson’s disease, and 

Milgrom et al. (2005) included sessions for partners. However, the specifics of these 

sessions were not described. Two studies (Allart-van Dam et al., 2003; Milgrom et al., 2005) 

used a modified version of Coping with Depression (Lewinsohn, Antonuccio, Steinmetz, & 

Teri, 1984). Two studies (Cramer et al., 2011; Evans & Connis, 1995) used CBT with a 

specific focus on problem solving approaches. The remaining studies included sessions on 

adjusting to motherhood for new mothers (Chen et al., 2000; Milgrom et al., 2005; Mulcahy 

et al., 2010) or managing disease for individuals with chronic conditions (Chesney et al., 

2003; Dobkin et al., 2011; Evans & Connis, 1995; Kelly et al., 1993).

In the sub-group analysis of our study, the effect sizes for counseling and IPT were greater 

compared to CBT (.50, .47, and .37, respectively). However, these differences were not 

statistically significant, and the 95% CI range was quite wide. The effect size of the 12 

group therapy studies was similar to the one of the three individual therapy studies (g = 0.38 

vs. 0.38; p = 1.00). The lack of statistical significance and the unstable point estimates for 

these subgroups may be due to the small sample sizes. Future studies with larger sample 

sizes may generate different results.

Our study has several limitations. First, despite our best efforts to capture all relevant 

publications, we may have overlooked studies that (1) are published in journals that are not 

indexed in the databases we used to conduct searches, (2) are published in non-journal 

venues, or (3) have been recently published. However, as mentioned earlier, we found no 

indication of publication bias. Second, we pooled the treatment outcomes assessed using 

different measurement tools that may have different sensitivities and specificities. There 

were, however, insufficient descriptions in the studies about modified and/or shortened 

social support measures. Moreover, the conceptualizations of social support were not 

uniform among the studies, and effect sizes were estimated using different covariates. 

Collectively, these limitations may have increased the risk for heterogeneity. Nonetheless, 

the lack of heterogeneity and of variation in the sensitivity tests suggests that these 

differences in controlling for potential confounders across studies are unlikely to have 

weakened our findings. Third, the studies included in our analysis are those of special 

circumstances; therefore, our findings may have limited applicability to the general 

population. Four of the studies targeted women with or at high risk for postpartum 

depression, and another four included individuals living with chronic disease (i.e., HIV, 

Parkinson’s disease, and cancer). Nonetheless, our findings still hold clinical and scientific 

significance because individuals in these special circumstances experience increased risks 

for developing depression (Bennett, Einarson, Taddio, Koren, & Einarson, 2004; Ciesla & 
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Roberts, 2001; Massie, 2004), greater cumulative burden of depression (Arun, Bharath, Pal, 

& Singh, 2011; Do et al., 2014), and can benefit from receiving social support.

Despite its limitations, our study contributes significantly to the literature on social support 

and depression. First, this is the first meta-analysis to estimate the effect of psychotherapy 

on social support. We found not only that psychological depression treatment has positive 

effects on social support, but also that such effects were not significantly associated with 

improvements of depressive symptoms. Second, this study revealed paucities of data in 

several important areas of depression care. Despite the robust evidence in the literature for 

the positive impact of social support on treatment adherence and on treatment outcomes, we 

found that surprisingly few studies have examined how depression treatments affected 

dimensions of the patients’ social support systems. Among the 1,476 studies screened for 

possible inclusion in our meta-analysis, only eleven studies met the inclusion criteria 

regarding outcomes being reported on social support. This sort of information deficit limits 

our ability to elucidate the underlying mechanisms of how and why psychotherapies have 

better long-term depression treatment outcomes. Moreover, there was insufficient 

information to establish the comparative efficacy on social support among the various 

depression treatment modalities. For example, due to the lack of data, we could not compare 

the effects on social support between psychotherapies and pharmacotherapies or between 

individual-psychotherapies and family/couples therapies. One advantage of psychotherapy 

over pharmacotherapy is its flexibility regarding the target of treatment (i.e., patient, 

patient’s family, and patient-family dyad). Moreover, working with the patient-family dyad 

to modify maladaptive functioning could be an ideal strategy to improve social support and 

prolong the effect of the depression treatment. (Barbato & D'Avanzo, 2008) meta-analysis 

concluded that although marital therapy had equal effects on treating depression compared 

to individual-psychotherapy or pharmacotherapy, it had better effect on improving 

relationship of distressed couple. However, Barbato and D'Avanzo (2008) did not examine 

whether or not marital therapy had better long-term effect on depression compared to 

individual-psychotherapy or pharmacotherapy. This absence of data on the comparative 

efficacy of diverse therapeutic modalities for depression limits our ability to identify the best 

strategies for depression treatment and relapse prevention that are tailored for given patient 

characteristics—a clinically and theoretically important question. Therefore, future studies 

should include secondary outcomes associated with social support and social functioning. 

Finally, as mentioned earlier, although social support comprises several components, the 

majority of studies included in this meta-analysis exclusively targeted perceived social 

support. Although we were unable to compare how different measures of social support 

impacted the overall effect sizes of psychotherapy on social support, the effect size of ISEL 

was greater compared to studies using SPS. In addition, multi-component approaches to 

measuring social support may also significantly enhance our understanding of underlying 

mechanisms of how psychotherapies improve social support

Conclusion

The results of this meta-analysis provide evidence that psychotherapy has small to moderate

—yet consistent—effect on social support compared to care-as-usual or waiting list. 

Moreover, despite robust evidence in the existing literature to support the importance of 
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social support on an individual’s mental health, few studies have measured the impact of 

psychosocial treatment on social support. Further studies are needed to examine the 

underlying mechanism of how and why psychotherapies improve social support and supply 

long-term effects.
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Figure 1. 
Flowchart of inclusion of studies
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Figure 2. 
Effects of psychological treatment of adult depression on social support: Hedges’ g
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Figure 3. 
Regression of effect on depression on effect on social support
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Figure 4. 
Funnel Plot
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