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A B S T R A C T   

Background: Depressive symptoms erode both physical and mental aspects of health-related quality of life 
(HRQoL). Social support (SS) may improve HRQoL through its direct effects or buffering effects. The association 
among depressive symptoms, SS, and HRQoL has been studied in specific groups, but research in the general 
adult population remains limited. This study examined the association among depressive symptoms, SS, and 
HRQoL, including exploring whether SS (including its three dimensions: subjective SS, objective SS and support 
utilization) mediated or moderated the relationship between depressive symptoms and HRQoL among 
community-based adults. 
Methods: We conducted a cross-sectional survey in six communities in Shanghai, China, and 1642 adult partic-
ipants with complete information on depressive symptoms and/or SS, and HRQoL were included. Linear 
regression analysis was used to investigate the association among depressive symptoms, SS, and HRQoL. In 
addition, we explored the mediating and moderating role of SS in the relationship between depressive symptoms 
and HRQoL. 
Results: More depressive symptoms were associated with lower physical HRQoL (B = − 0.64, p < .001) and lower 
mental HRQoL (B = − 0.83, p < .001). SS (B = 0.07, p = .02), specifically subjective SS (B = 0.09, p = .03), was 
positively related to mental HRQoL. After adjusting for covariates, we found no evidence for a mediating role of 
SS in the relationship between depressive symptoms and HRQoL, while SS (subjective SS and objective SS) 
moderated the association between depressive symptoms and mental HRQoL. 
Limitations: Due to the low voluntary participation rate of employees, participants represented approximately 
50% of the individuals approached, thus limiting the generalizability of our findings. Data collected through self- 
report scales could lead to information bias. 
Conclusions: SS does not appear to underlie the relationship between depressive symptoms and HRQoL. However, 
interventions to increase SS (in particular, subjective SS and objective SS) should be studied to determine 
whether they may be beneficial in alleviating the adverse impact of depressive symptoms on mental HRQoL.   

1. Introduction 

Depression is a leading cause of suboptimal health and a major 
contributor to global disease burden [1], affecting approximately 280 
million people of all ages worldwide [2]. In China, as assessed by the 
Center for Epidemiologic Studies Depression (CES–D) scale, 37.9% of 

adults (i.e., ≥18 years old) experience depressive symptoms, and 4.1% 
suffer from severe depression [3]. Although depressive symptoms are 
distributed across all age groups of adults, the prevalence of depression 
gradually increases with age [4]. Therefore, it is essential to not only 
focus on depressive symptoms/depression in specific groups but also to 
design tailored interventions for depressive symptoms/depression for all 
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adults. 
Social support (SS) is an element of social relationships that pro-

motes health and well-being at various levels [5]. SS can be classified 
into different dimensions, specifically subjective SS, objective SS, and 
support utilization. Subjective SS refers to the experiential or emotional 
SS, namely that, the individual feels understood and respected. Objec-
tive SS refers to actual or visible SS, including direct material assistance 
and the network of social relationships. Support utilization refers to the 
conscious or unconscious use of a SS system to cope with challenges or 
stress [6]. The relationship between depression and SS can differ across 
these SS dimensions. For example, a prospective study in Finland sug-
gests that depression is more often associated with subjective SS than 
objective SS [7], which is also supported by findings from Chinese col-
lege students [8]. 

The association among depressive symptoms, SS, and health-related 
quality of life (HRQoL) has been studied in many specific groups, 
including childbearing women [9,10], adolescents with heart disease 
[11], veterans [12], and HIV populations [13,14]. However, only a few 
studies have been carried out in the general adult population [15,16]. 
HRQoL is a multidimensional concept that encompasses physical, 
emotional, and social components associated with illness or treatment 
[17]. Therefore, the dimensions of social relationships and functioning 
as well as the emotional and mental functioning in HRQoL, could be 
associated with SS and depressive symptoms. HRQoL is commonly 
described as the health aspects of quality of life, generally considered to 
reflect the impact of disease and treatment on disability and daily 
functioning. It has also been described as the impact of perceived health 
on an individual’s ability to live a fulfilling life [18]. Traditionally, 
biomedical outcomes have been the principal endpoints in medical and 
health research. However, more recently, HRQoL has been proposed as a 
meaningful indicator of health status and has become a vital endpoint, 
which is complementary to the traditional biomedical approaches of 
health research [19,20]. An individual’s perception of decreased HRQoL 
can be a predictor of later poor health outcomes for that individual, such 
as hospitalization or mortality [21]. 

Depression erodes both the physical and mental aspects of HRQoL 
among various specific groups [14,22]. Two main mechanisms underlie 
the effects of SS on HRQoL: the direct effects model, and the buffering 
model. According to the direct effect model, the more SS an individual 
gains, the better their HRQoL is. In other words, lack of SS is directly 
related to a low level of HRQoL [23]. In contrast, the buffering model 
suggests that positive SS buffers the deleterious effects of psychosocial 
adversity (e.g., depression). In other words, SS exerts an indirect impact 
on HRQoL [24]. 

Given the inconsistent findings from previous studies, the relation-
ship among depressive symptoms, SS, and HRQoL is complex. For 
example, although most existing studies deem insufficient SS to be a 
cause of depression, a longitudinal study using structural equation 
modeling suggests that depression causes SS erosion rather than vice 
versa [25]. Therefore, SS may be an underlying pathway between 
depressive symptoms and HRQoL. In addition, the various dimensions/ 
subtypes of SS may function differently. For instance, greater perceived 
SS predicted improved HRQoL, but received SS did not appear to have 
the same benefit [26]. It has been found that emotional SS exerts posi-
tive effects on the physical aspects of HRQoL in rural Malaysia elderly 
adults [22], as well as having both direct and indirect favorable effects 
(through its buffering effect on depression) on the HRQoL of HIV pop-
ulations in China [14]. Yet, informational SS was negatively related to 
HRQoL and had no moderating effect on depression in Chinese adults 
with HIV [14]. Therefore, more studies are needed to develop a 
comprehensive understanding of the interactions among depressive 
symptoms, SS, and HRQoL, which is essential to well-designed tailored 
health policies and interventions to achieve public health benefits. 

Sampling from a community-based general population, we aimed to 
investigate the association among depressive symptoms, SS, and HRQoL 
and explore whether the different dimensions of SS (i.e., subjective SS, 

objective SS, and support utilization) mediated or moderated the asso-
ciation between depressive symptoms and HRQoL. Our hypotheses were 
as follows: 

H1. Depressive symptoms were inversely associated with HRQoL. 

H2. Social support was positively related to HRQoL. 

H3. Social support mediated the association between depressive 
symptoms and HRQoL. 

H4. Social support moderated the association between depressive 
symptoms and HRQoL. 

2. Methods 

2.1. Study design and participants 

From May to July 2016, a questionnaire-based survey was conducted 
in six communities in the Longhua residential district, Shanghai, China. 
Participants were voluntary adult residents (i.e., ≥18 years old) with 
adequate literacy skills. All eligible residents were informed about the 
study objectives and were assured of confidentiality by written notice. 
Signed informed consent was obtained from each participant. Commu-
nity general practitioners enrolled the participants and made appoint-
ments to complete the survey. Face-to-face surveys were conducted at 
specific times at either community health care centers or neighborhood 
committees. Participants were instructed to complete the written ques-
tionnaire on-site, after which the questionnaire was reviewed by in-
vestigators for quality control; those of insufficient quality were 
excluded from the study. Of the total of 2000 collected questionnaires, 
1642 participants with complete information on depressive symptoms 
and/or SS and HRQOL were included in the final study population. All 
study documents were approved by the Fudan University School of 
Public Health Institutional Review Board (IRB#: 2015-12-0574). 

2.2. Instruments 

The following instruments were included in the questionnaire: the 
Patient Health Questionnaire (PHQ-9), the Chinese Social Support Rat-
ing Scale (CSSRS), and the 12-item Short-Form Health Survey (SF-12). 

The PHQ-9 is a brief self-report screening instrument designed to 
identify depression or depressive symptoms. It is widely used in both 
clinical and research settings [27]. The validity of the PHQ-9 has been 
validated in various populations, including Chinese community resi-
dents [28–30]. Participants rated the degree to which they experienced 
each of the nine symptoms of depression over the last 2 weeks from 
0 (not at all) to 3 (nearly every day). The sum score method totals the 
scores of all the symptoms, and a cutoff score is used to describe 
depression. The summed scores of the PHQ-9 range from 0 to 27, with 
higher scores representing more depressive symptoms: 0–4 suggests a 
minimal level of depression; 5–9 (mild); 10–14 (moderate); 15–20 
(moderately severe); and > 20 (severe) [27]. We used a cutoff score of 7 
to define depression, based on previous validation in a Chinese popu-
lation [28]. The Cronbach’s α of the Chinese version of the PHQ-9 was 
0.86 in our study. 

We used the 10-item Chinese Social Support Rating Scale (CSSRS) to 
measure the three dimensions of SS: objective SS (3 items), subjective SS 
(4 items), and support utilization (3 items). A higher CSSRS scores in-
dicates greater SS [6]. The following is an example of an item measuring 
objective SS: ‘In the past, when you encountered an emergency situa-
tion, the sources of financial support or help to solve practical problems: 
(1) No source (2) The following sources (multiple choice): Couples/ 
lovers; other family members; friends; relatives; colleagues; official or 
quasi-government organizations such as work units or unions; unofficial 
organizations, such as religion and social groups.’ The item score is 
equal to the number of sources a participant selects. The reliability and 
validity of the CSSRS have been validated among general populations in 
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China [31,32]. In our sample, the Cronbach’s α for the CSSRS was 0.74; 
the Pearson correlation coefficients of the three SS dimensions ranged 
from 0.32 to 0.40. 

As one of the most widely used instruments to assess self-reported 
HRQoL, the 12-item Short-Form Health Survey (SF-12) was used to 
measure two domains of HRQoL: (1) the physical component summary 
(PCS), an index of physical HRQoL; and (2) the mental component 
summary (MCS), an index of mental HRQoL [33]. We used the 

standardized algorithm to construct the PCS and the MCS, each ranging 
from 0 to 100 with higher scores reflecting greater HRQoL, and the mean 
score was 50 (SD = 10) for the American general population [34]. The 
SF-12 has good reliability among diverse sociodemographic and clinical 
samples [35,36], and has concurrent validity with other measures of 
quality of life [37]. The SF-12 has also been documented to be valid, 
reliable and sensitive in Chinese populations [38,39]. The Cronbach’s α 
for the SF-12 was 0.87 in our sample. 

2.3. Covariates 

As in previous studies [3,24,40], we collected the following de-
mographic information to use as potential confounding variables: age, 
sex, education, marital status, employment status, economic status, and 
chronic disease conditions. Marital status was dichotomized as ‘married’ 
and ‘not in marriage’ (including unmarried, divorced, and widow); 
employment status was dichotomized as ‘employed’ and ‘unemployed’; 
education was categorized as ‘primary school or below’, ‘junior high 
school’, ‘high school’, and ‘college or above’; and self-rated economic 
status was obtained using a five-point Likert scale (1 ‘very bad’ to 5 ‘very 
good’). Chronic disease conditions were collected by self-report of a 
clinical diagnosis of any of the following conditions: diabetes, hyper-
tension, hyperlipidemia, coronary heart disease/myocardial infarction, 
stroke, chronic bronchitis/asthma/emphysema, osteoporosis or osteo-
arthritis, tumor/cancer, and others. The number of these chronic con-
ditions was totaled for each participant. 

2.4. Statistical analysis 

For descriptive purposes, continuous data are presented as the mean 
and SD, and categorical data are presented as numbers and percentages. 
Linear regression was used to evaluate the association among depressive 
symptoms, SS, and HRQoL. We introduced depressive symptoms to the 
regression model as both a continuous variable and a dichotomized 
variable (i.e., ‘depression-free’ vs. ‘depression’). In the initial model 
(Model 1), we presented results without adjusting for any covariates, 
and in a second model (Model 2) we presented results with adjustment 
for all covariates. 

Next, we examined the mediating effect of SS on the association 
between depressive symptoms and HRQoL. Contemporary mediation 
literature do not recommend Baron and Kenny’s causal steps approach 
for mediation analysis due to several limitations [41–43]. Furthermore, 
a significant causal relationship between the independent variable (i.e., 
depressive symptoms) and the dependent variable (i.e., HRQoL) is not a 
premise for mediation analysis [44,45]. Therefore, we utilized a state-of- 
the-art method by testing for an indirect effect of SS on the relationship 
between depressive symptoms and HRQoL using the ‘mediation’ R 
package [46]. A significant indirect effect suggests the presence of 

Table 1 
Descriptive statistics of participants (N = 1642).  

Characteristics  

Age, mean (SD), years 63.0 (15.0) 
Age group, N (%)  
≤ 35 135 (8.2) 
35 to 55 229 (13.9) 
55 to 75 972 (59.2) 
> 75 306 (18.6) 

Sex (male), N (%) 695 (42.3) 
Education, N (%)  

Primary or below 151 (9.2) 
Junior high school 571 (34.8) 
High school 470 (28.6) 
College or above 450 (27.4) 

Marital status (married), N (%) 1393 (84.8) 
Employment status (employed), N (%) 347 (21.1) 
Self-perceived economic status, N (%)  

Very bad 4 (0.2) 
Bad 54 (3.3) 
Average 1075 (65.5) 
Good 455 (27.7) 
Very good 54 (3.3) 

Chronic conditionsa, mean (SD), kinds 1.2 (1.3) 
Depressive symptoms, mean (SD) (N = 1592) 2.4 (3.4) 

Minimal depressionb, N (%) 1243 (78.0) 
Mild depression, N (%) 299 (18.8) 
Moderate depression, N (%) 32 (2) 
Moderately severe depression, N (%) 15 (0.9) 
Severe depression, N (%) 4 (0.3) 

Social support, mean (SD) (N = 1471) 31.7 (7.4) 
Objective social support 8.0 (2.8) 
Subjective social support 16.9 (4.7) 
Support utilization 6.8 (2.0) 

Health-related quality of life (SF-12) scores, mean (SD)  
Physical component summary (PCS) 49.5 (7.8) 
Mental component summary (MCS) 53.2 (7.2) 

Imputed data are reported. 
a Included diabetes mellitus, hypertension, hyperlipidemia, coronary heart 

disease/ myocardial infarction, stroke, chronic trachea/lung diseases, bone or 
joint diseases, and cancer/tumor. 

b Summed scores of PHQ-9 range from 0 to 27, with higher scores representing 
more depressive symptoms: 0–4 represent a minimal level of depression; 5–9 
(mild); 10–14 (moderate); 15–20 (moderately severe); and > 20 (severe). 

Table 2 
Depressive symptoms and health-related quality of life.a,e  

Depressive symptoms (PHQ-9) PCS-12 MCS-12 

B 95% CI β SE p-value B 95% CI β SE p-value 

Continuous           
Model 1b − 0.83 − 0.94, − 0.73 − 0.36 0.02 <0.001 − 0.88 − 0.97, − 0.79 − 0.42 0.02 <0.001 
Model 2c − 0.64 − 0.74, − 0.54 − 0.27 0.02 <0.001 − 0.83 − 0.93, − 0.73 − 0.40 0.02 <0.001 

Dichotomizedd           

Model 1 − 7.43 − 8.61, − 6.26 − 0.30 0.02 <0.001 − 8.51 − 9.55, − 7.47 − 0.37 0.02 <0.001 
Model 2 − 5.94 − 7.03, − 4.85 − 0.24 0.02 <0.001 − 7.83 − 8.90, − 6.77 − 0.35 0.02 <0.001  

a Linear regression was used to examine the relation between depressive symptoms and health-related quality of life, where depressive symptoms was the inde-
pendent variable, and the two components of health-related quality of life (i.e., PCS-12 and MCS-12) were the dependent variables. B denotes unstandardized co-
efficient; β denotes standardized coefficient; SE stands for standard error of the standardized coefficient. The sample size for analysis was 1593. 

b Model 1 was adjusted for no covariates. 
c Model 2 was adjusted for age, sex, education, marital status, employment status, self-perceived economic status, and chronic conditions. 
d A cutoff value of 7 was used to define depression. Depression-free subjects (N = 1419) served as the reference group. 
e Abbreviations: PHQ, Patient Health Questionnaire; PCS, physical component summary; MCS, mental component summary. 
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mediating effects [47,48]. A 95% confidence interval (CI) of the indirect 
effect was calculated using a bootstrap resampling method with 5000 
simulations. 

For the moderation analyses, we dichotomized SS scores into a ‘high 
SS group’ and a ‘low SS group’ using the median values and compared 
the association of depressive symptoms with HRQoL in two groups. By 

inspecting the covariate-adjusted regression plots of the association 
between depressive symptoms and HRQoL, a moderating effect was 
determined if there was a significant difference in the HRQoL between 
the two groups with the same level of depressive symptoms (i.e., the 
95% CI of the predicted values did not overlap). Since the PCS-12 and 
MCS-12 scores were weighted and normalized and very few subjects had 
extremely high scores, interaction effects were unlikely to be affected by 
floor or ceiling effects of the scoring due to scaling artifacts [49]. 

On average, 1.0% of covariate data were missing and were deter-
mined to be missing at random indicated by Little’s test. These missing 
data were accounted for by using multiple imputation by chained 
equations (MICE) to minimize the bias of complete case analysis [50]. 
Ten imputed datasets were generated with a fully conditional specified 
model, and we reported only the pooled estimates. Statistical signifi-
cance was set as α < 0.05 (2-sided). All analyses were performed using R 
statistical software (v 3.5.1). 

3. Results 

3.1. Descriptive statistics 

Table 1 presents participant characteristics and target variables. 
Participants were an average of 63 years old with more females than 
males (57.7% vs. 42.3%). The prevalence of depressive symptoms (PHQ- 
9 total score ≥ 5) was 22%, and 10.9% of the participants were identi-
fied as having depression using the cutoff value of 7. 

3.2. Depressive symptoms and HRQoL 

Table 2 shows the association between depressive symptoms and 
HRQoL. More depressive symptoms were significantly associated with 
both lower PCS (B = − 0.64, p < .001) and lower MCS (B = − 0.83, p <
.001) after adjusting for covariates. Using 7 as the cutoff value, the 
depression group scored significantly lower on both components of 
HRQoL than the depression-free group (B = − 5.94, p < .001 for PCS; B 
= − 7.83, p < .001 for MCS). 

3.3. SS and HRQoL 

As shown in Table 3, after adjusting for covariates, total SS (B = 0.07, 
p = .02) and subjective SS (B = 0.09, p = .03) were significantly asso-
ciated with MCS, but not with PCS. Neither objective SS nor support 
utilization was associated with either component of HRQoL. 

Table 3 
Social support and health-related quality of life.a,d  

Social support PCS-12 MCS-12 

B 95% CI β SE p-value B 95% CI β SE p-value 

Total           
Model 1b 0.14 0.09, 0.19 0.13 0.03 <0.001 0.07 0.02, 0.12 0.07 0.03 0.004 
Model 2c − 0.01 − 0.06, 0.04 − 0.01 0.03 0.64 0.07 0.01, 0.12 0.06 0.03 0.02 

Objective           
Model 1 0.28 0.14, 0.41 0.10 0.02 <0.001 0.12 − 0.00, 0.25 0.05 0.02 0.05 
Model 2 0.03 − 0.10, 0.15 0.01 0.02 0.70 0.10 − 0.03, 0.23 0.04 0.03 0.15 

Subjective           
Model 1 0.18 0.10, 0.26 0.11 0.03 <0.001 0.10 0.03, 0.18 0.07 0.03 0.007 
Model 2 − 0.07 − 0.15, 0.01 − 0.04 0.02 0.09 0.09 0.01, 0.17 0.05 0.03 0.03 

Utilization           
Model 1 0.40 0.20, 0.59 0.10 0.02 <0.001 0.18 0.003, 0.36 0.05 0.02 0.05 
Model 2 0.16 − 0.02, 0.34 0.04 0.02 0.08 0.14 − 0.04, 0.32 0.04 0.03 0.12  

a Linear regression was used to examine the relation between social support and health-related quality of life, where social support was the independent variable, and 
the two components of health-related quality of life (i.e., PCS-12 and MCS-12) were the dependent variables. The sample sizes for the analysis of social support total 
score, objective social support, subjective social support, and support utilization were 1471, 1590, 1524, and 1592, respectively. B denotes unstandardized coefficient, 
β denotes standardized coefficient, and SE stands for standard error of the standardized coefficient. 

b Model 1 was adjusted for no covariates. 
c Model 2 was adjusted for age, sex, education, marital status, employment status, self-perceived economic status, and chronic conditions. 
d Abbreviations: PCS, physical component summary; MCS, mental component summary. 

Fig. 1. Mediation analysis of social support on the association between 
depressive symptoms and health-related qualify of life.a,b 

a Only participants with complete information on depressive symptoms, social 
support (total score), and health-related qualify of life were included in the 
mediation analysis (n = 1422). Covariates included age, sex, education, marital 
status, employment status, self-perceived economic status, and chronic condi-
tions. The results of MCS-12 were not shown because the indirect effect was not 
significant in either model. 
b Abbreviations: PCS, physical component summary; MCS, mental component 
summary; PHQ, Patient Health Questionnaire. 
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3.4. Mediating effect of SS on the association between depressive 
symptoms and HRQoL 

As displayed in Fig. 1, without adjusting for covariates, the associ-
ation between depressive symptoms and PCS was partially mediated by 
SS as indicated by the significant indirect effect (B = − 0.02, 95% CI 
-0.04 to − 0.01, p < .001). However, there was no evidence for a 
mediating role of SS in the association between depressive symptoms 
and HRQoL after adjusting for covariates. We found no significant in-
direct effects of SS between depressive symptoms and MCS, regardless 
adjustment for covariates (results not shown). 

3.5. Moderating effect of SS on the association between depressive 
symptoms and HRQoL 

Fig. 2 shows that SS significantly moderated the association between 
depressive symptoms and the MCS component of HRQoL. Furthermore, 
as illustrated in Fig. 3, both subjective SS and objective SS had moder-
ating effects on the association between depressive symptoms and MCS. 
It also demonstrated that as the PHQ-9 score increased, the difference in 
the MCS score between the ‘low-SS’ group and the ‘high-SS’ group 
became larger. The overlapping 95% confidence intervals of the 
regression-based predicted MCS values did not suggest a significant 
moderating effect of support utilization. Interestingly, for PCS, the co-
efficients of the interaction term were all negative, suggesting that with 
the same level of depressive symptoms, participants with more SS ten-
ded to have lower PCS scores. However, the overlapping 95% confi-
dence intervals of the predicted PCS values did not reach significance. 

4. Discussion 

This study investigated the association between depressive 

symptoms, SS, and HRQoL in the general population using a community 
sample in Shanghai, China. We performed mediation and moderation 
analyses to explore the role of SS in the relationship between depressive 
symptoms and HRQoL. Several findings are noteworthy. 

In our study, using standardized questionnaires, 22% of the partici-
pants reported at least mild depressive symptoms, and 10.9% had 
depression. Depressive symptoms and depression were inversely asso-
ciated with both the physical and mental aspects of HRQoL, which is 
consistent with most existing evidence [12,14,22]. Hence, effective 
intervention to reduce depressive symptoms and depression could be a 
viable approach to enhance HRQoL among Chinese community-based 
individuals. 

The current study also showed that SS, particularly subjective SS, 
was positively associated with mental HRQoL, indicating that the more 
SS (and subjective SS) individuals perceive, the better mental HRQoL 
they experience. In contrast, other prior studies reported that SS 
(including the three dimensions) was positively related to both physical 
and mental HRQoL in certain groups, such as older adults with chronic 
disease [40,51] and pregnant women with HIV [52]. However, Painter 
et al. found that for veterans, SS was positively associated with mental 
HRQoL but not physical HRQoL [12], which is in line with our findings. 
We speculate from the mixed findings that interventions designed to 
increase SS, particularly subjective SS, could also benefit mental HRQoL. 
In other words, it may be important for interventions consider an in-
dividual’s subjective feelings and needs in addition to the actual SS 
provided in community populations. Although the effectiveness of in-
terventions for SS remains unclear due to the large variety of existing 
treatment protocols and areas of application [53], there have been a few 
studies focusing on those for subjective SS. For example, a Danish 
research demonstrated favorable effects of an intervention program 
designed to increase subjective SS in female victims of intimate partner 
violence [54]. In another study, an intervention to elevate the subjective 

Fig. 2. Moderating effect of social support on the association between depressive symptoms and health-related qualify of life.a,b 

a Only participants with complete information on depressive symptoms, social support total score, and health-related qualify of life were included in the analysis. A 
cutoff value of 31 was used for social support total score (low 659 vs. high 763). All analyses were adjusted for covariates, including age, sex, education, marital 
status, employment status, self-perceived economic status, and chronic conditions. 
b Abbreviations: PCS, physical component summary; MCS, mental component summary. 
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SS of American female adolescents also demonstrated effectiveness [55]. 
Despite the heterogeneous study populations, these studies shed light on 
the benefits of developing customized interventions applicable to gen-
eral populations. In a community context, intervention design should 
include not only family members who bear the primary responsibilities 
and are the first to offer mental comfort and support [56] but also so-
ciety, social workers, neighbors, friends, and specialized organizations 
and institutes, which may vary across different age groups [57]. 

Some previous studies suggested that SS mediated the association 
between depressive symptoms and HRQoL [40,58]. However, we did 
not observe any mediating effect of SS when adjusting for all covariates, 
which is similar to the findings from several studies of specific groups, 
such as prostate cancer survivors [59] and patients with heart failure 
[60]. Differences in study populations and covariate adjustment may 
underlie the inconsistent findings. Interestingly, the moderation ana-
lyses suggest a buffering effect of SS (including both subjective SS and 
objective SS) on mental HRQoL through its moderating effect. Princi-
pally, SS weakens the deleterious effect of depressive symptoms on 
mental HRQoL. This finding is consistent with prior research showing 
that SS buffers the negative impact of depression on HRQoL in Malay-
sian men with HIV and opioid dependence [13]. For intervention 
studies, a mediating variable is often about ‘how does the intervention 
work’, whereas a moderating variable provides more hints on ‘for which 
groups does the intervention work’ [61]. Therefore, our findings suggest 
that interventions to increase SS can help alleviate the adverse impact of 
depressive symptoms on mental HRQoL, especially when the target 
population develops notable levels of depressive symptoms. 

The average age of our study population was 63 years. The preva-
lence of depression gradually increases with age [4], which can be 
attributed to the largely reduced social networks for aged people [40]. It 
is important to identify community residents with depressive symptoms 

and implement timely SS intervention. In China, the rate of help-seeking 
behavior (such as seeking help from mental health professionals and 
general physicians) for depressive symptoms is low [62]. Concerted ef-
forts are needed to ensure an individual’s social connectedness with 
family members, friends, and local communities to closely monitor their 
mental HRQoL and to establish an effective SS system (e.g., a neigh-
borhood committee). In addition, assistance through either a hotline or 
the Internet has become a substantial source for help-seeking people 
with depressive symptoms, second only to informal help [62]. Thus, 
various offline and online interventions can be implemented to 
encourage community residents to communicate with other people 
when encountering trouble, spend more time with family and friends, 
seek help, and actively participate in daily social activities [40]. 

Several limitations of this study should be acknowledged. First and 
foremost, the participants represented approximately 50% of the in-
dividuals approached, mainly due to the low participation rate of em-
ployees. Additionally, the participation rate for the elderly living in the 
community exceeded 80%. Therefore, older residents who did not work 
(or who had retired) were likely overrepresented in our study, which 
limits generalizing the findings to younger populations. In addition, this 
study was conducted in Shanghai, one of the most developed cities in 
China, thus the results might not apply to community residents in other 
cities. Second, self-report scales were used to collect data, potentially 
leading to information bias. Obtaining an assessment from multiple in-
formants (e.g., doctors or family members) may enhance the accuracy of 
the collected data. Finally, this study was an observational study using a 
cross-sectional design, thus no causal conclusions can be drawn. 

5. Conclusions 

This study extends our insight into the association among depressive 

Fig. 3. Moderating effect of objective and subjective social support on the association between depressive symptoms and health-related qualify of life (mental 
component summary score).a,b 

a Only participants with complete information on depressive symptoms, objective/subjective social support, and health-related quality of life were included in the 
analysis. A cutoff value of 8 was used for objective social support (low 541 vs. high 881), and a cutoff value of 17 was used for subjective social support (low 691 vs. 
high 731). All analyses were adjusted for covariates, including age, sex, education, marital status, employment status, self-perceived economic status, and chronic 
conditions. 
b Abbreviations: PHQ, Patient Health Questionnaire; MCS, mental component summary. 
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symptoms, SS, and HRQoL in Chinese community-based adults. Despite 
the findings that the alleviation of depressive symptoms and enhance-
ment of SS contribute to a better HRQoL, the complex role SS plays in the 
relationship between depression and HRQoL warrants further 
investigation. 
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[21] Clause-Verdreau AC, Audureau É, Leplège A, Coste J. Contrasted trends in health- 
related quality of life across gender, age categories and work status in France, 
1995-2016: repeated population-based cross-sectional surveys using the SF-36. 
J Epidemiol Community Health 2019;73:65–72. 

[22] Ibrahim N, Din NC, Ahmad M, Ghazali SE, Said Z, Shahar S, et al. Relationships 
between social support and depression, and quality of life of the elderly in a rural 
community in Malaysia. Asia Pac Psychiatry 2013;5(Suppl. 1):59–66. 

[23] Herzer M, Zeller MH, Rausch JR, Modi AC. Perceived social support and its 
association with obesity-specific health-related quality of life. J Dev Behav Pediatr 
2011;32:188–95. 

[24] Ahn S, Kim S, Zhang H. Changes in depressive symptoms among older adults with 
multiple chronic conditions: role of positive and negative social support. Int J 
Environ Res Public Health 2016;14. 

[25] Ren P, Qin X, Zhang Y, Zhang R. Is social support a cause or consequence of 
depression? A longitudinal study of adolescents. Front Psychol 2018;9. 

[26] Bennett SJ, Perkins SM, Lane KA, Deer M, Brater DC, Murray MD. Social support 
and health-related quality of life in chronic heart failure patients. Qual Life Res 
2001;10:671–82. 

[27] Kroenke K, Spitzer RL, Williams JB. The PHQ-9: validity of a brief depression 
severity measure. J Gen Intern Med 2001;16:606–13. 

[28] Wang W, Bian Q, Zhao Y, Li X, Wang W, Du J, et al. Reliability and validity of the 
Chinese version of the patient health questionnaire (PHQ-9) in the general 
population. Gen Hosp Psychiatry 2014;36:539–44. 

[29] Adewuya AO, Ola BA, Afolabi OO. Validity of the patient health questionnaire 
(PHQ-9) as a screening tool for depression amongst Nigerian university students. 
J Affect Disord 2006;96:89–93. 

[30] Reich H, Rief W, Brähler E, Mewes R. Cross-cultural validation of the German and 
Turkish versions of the PHQ-9: an IRT approach. BMC Psychol 2018;6:26. 

[31] Peng L, Zhang J, Li M, Li P, Zhang Y, Zuo X, et al. Negative life events and mental 
health of Chinese medical students: the effect of resilience, personality and social 
support. Psychiatry Res 2012;196:138–41. 

[32] Zhang S, Tian Y, Sui Y, Zhang D, Shi J, Wang P, et al. Relationships between social 
support, loneliness, and internet addiction in Chinese postsecondary students: a 
longitudinal cross-lagged analysis. Front Psychol 2018;9. 

[33] Ware Jr J, Kosinski M, Keller SD. A 12-item short-form health survey: construction 
of scales and preliminary tests of reliability and validity. Med Care 1996;34: 
220–33. 

[34] Ware JE, Kosinski M, Keller SD. SF-12: How to score the SF-12 physical and mental 
health summary scales. 2nd ed. Boston, Massachusetts: The Health Institute, New 
England Medical Center; 1995. 

[35] Lodise TP, Colman S, Alexander E, Stein DS, Fitts D, Goldberg L, et al. Health- 
related quality of life as measured by the 12-item short-form survey among adults 
with community-acquired bacterial pneumonia who received either Lefamulin or 
moxifloxacin in 2 phase III randomized, double-blind, double-dummy clinical 
trials. open forum. Infect Dis 2020;7. 

[36] Burdine JN, Felix MR, Abel AL, Wiltraut CJ, Musselman YJ. The SF-12 as a 
population health measure: an exploratory examination of potential for 
application. Health Serv Res 2000;35:885–904. 

[37] Wee CC, Davis RB, Hamel MB. Comparing the SF-12 and SF-36 health status 
questionnaires in patients with and without obesity. In: Health and quality of life 
outcomes. 6; 2008. p. 11. 

[38] Shou J, Ren L, Wang H, Yan F, Cao X, Wang H, et al. Reliability and validity of 12- 
item Short-Form health survey (SF-12) for the health status of Chinese community 
elderly population in Xujiahui district of Shanghai. Aging Clin Exp Res 2016;28: 
339–46. 

[39] Lam ET, Lam CL, Fong DY, Huang WW. Is the SF-12 version 2 health survey a valid 
and equivalent substitute for the SF-36 version 2 health survey for the Chinese? 
J Eval Clin Pract 2013;19:200–8. 

[40] Kong LN, Hu P, Yao Y, Zhao QH. Social support as a mediator between depression 
and quality of life in Chinese community-dwelling older adults with chronic 
disease. Geriatr Nurs 2019;40:252–6. 

[41] Hayes AF. Beyond Baron and Kenny: statistical mediation analysis in the new 
millennium. Commun Monograph 2009;76:408–20. 

[42] Rucker DD, Preacher KJ, Tormala ZL, Petty RE. Mediation analysis in social 
psychology: current practices and new recommendations. Soc Personal Psychol 
Comp 2011;5:359–71. 

[43] Zhao X, Lynch J, Xa G, Chen Q, John Deighton served as e, et al. Reconsidering 
baron and Kenny: myths and truths about mediation analysis. J Consum Res 2010; 
37:197–206. 

[44] Preacher KJ, Hayes AF. SPSS and SAS procedures for estimating indirect effects in 
simple mediation models. Behav Res Methods Instrum Comput 2004;36:717–31. 

[45] Shrout PE, Bolger N. Mediation in experimental and nonexperimental studies: new 
procedures and recommendations. Psychol Methods 2002;7:422–45. 

[46] Tingley D, Teppei H, Mit Y, Keele L, State P, Imai K. Mediation: R package for 
causal mediation analysis. J Stat Softw 2014;59. 

J. Wang et al.                                                                                                                                                                                                                                    

http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0005
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0005
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0010
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0010
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0015
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0015
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0015
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0020
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0020
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0020
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0025
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0025
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0025
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0030
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0030
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0035
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0035
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0035
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0040
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0040
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0045
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0045
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0045
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0050
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0050
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0050
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0050
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0055
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0055
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0055
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0055
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0060
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0060
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0060
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0060
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0065
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0065
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0065
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0065
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0070
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0070
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0075
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0075
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0075
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0075
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0080
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0080
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0080
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0080
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0085
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0085
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0085
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0090
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0090
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0095
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0095
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0100
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0100
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0100
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0105
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0105
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0105
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0105
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0110
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0110
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0110
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0115
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0115
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0115
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0120
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0120
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0120
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0125
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0125
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0130
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0130
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0130
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0135
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0135
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0140
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0140
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0140
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0145
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0145
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0145
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0150
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0150
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0155
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0155
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0155
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0160
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0160
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0160
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0165
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0165
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0165
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0170
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0170
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0170
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0175
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0175
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0175
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0175
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0175
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0180
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0180
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0180
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0185
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0185
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0185
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0190
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0190
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0190
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0190
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0195
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0195
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0195
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0200
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0200
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0200
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0205
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0205
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0210
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0210
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0210
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0215
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0215
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0215
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0220
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0220
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0225
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0225
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0230
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0230


Comprehensive Psychiatry 113 (2022) 152292

8

[47] Hayes AF, Rockwood NJ. Regression-based statistical mediation and moderation 
analysis in clinical research: observations, recommendations, and implementation. 
Behav Res Ther 2017;98:39–57. 

[48] Imai K, Keele LJ, Yamamoto T. Identification, inference and sensitivity analysis for 
causal mediation effects. Stat Sci 2010;25:51–71. 

[49] Loftus GR. On interpretation of interactions. Mem Cognit 1978;6:312–9. 
[50] van Buuren S, Groothuis-Oudshoorn K. Mice: multivariate imputation by chained 

equations in R. J Stat Softw 2011;45:1–67. 
[51] Årestedt K, Saveman BI, Johansson P, Blomqvist K. Social support and its 

association with health-related quality of life among older patients with chronic 
heart failure. Eur J Cardiovasc Nurs 2013;12:69–77. 

[52] Xiaowen W, Guangping G, Ling Z, Jiarui Z, Xiumin L, Zhaoqin L, et al. Depression 
and anxiety mediate perceived social support to predict health-related quality of 
life in pregnant women living with HIV. AIDS Care 2018;30:1147–55. 

[53] Hogan BE, Linden W, Najarian B. Social support interventions: do they work? Clin 
Psychol Rev 2002;22:381–440. 

[54] Hansen NB, Eriksen SB, Elklit A. Effects of an intervention program for female 
victims of intimate partner violence on psychological symptoms and perceived 
social support. Eur J Psychotraumatol 2014;5:24797. 

[55] Steese S, Dollette M, Phillips W, Hossfeld E, Matthews G, Taormina G. 
Understanding girls’ circle as an intervention on perceived social support, body 
image, self-efficacy, locus of control, and self-esteem. Adolescence. 2006;41:55–74. 

[56] Wang J, Zhao X. Family functioning and social support for older patients with 
depression in an urban area of Shanghai, China. Arch Gerontol Geriatr 2012;55: 
574–9. 

[57] Li F, Luo S, Mu W, Li Y, Ye L, Zheng X, et al. Effects of sources of social support and 
resilience on the mental health of different age groups during the COVID-19 
pandemic. BMC Psychiatry 2021;21:16. 

[58] Khalil AA, Abed MA. Perceived social support is a partial mediator of the 
relationship between depressive symptoms and quality of life in patients receiving 
hemodialysis. Arch Psychiatr Nurs 2014;28:114–8. 

[59] Paterson C, Robertson A, Nabi G. Exploring prostate cancer survivors’ self- 
management behaviours and examining the mechanism effect that links coping 
and social support to health-related quality of life, anxiety and depression: a 
prospective longitudinal study. Eur J Oncol Nurs 2015;19:120–8. 

[60] Chung ML, Moser DK, Lennie TA, Frazier SK. Perceived social support predicted 
quality of life in patients with heart failure, but the effect is mediated by depressive 
symptoms. Qual Life Res 2013;22:1555–63. 

[61] Mackinnon DP. Integrating mediators and moderators in research design. Res Soc 
Work Pract 2011;21:675–81. 

[62] Fang S, Wang XQ, Yang BX, Liu XJ, Morris DL, Yu SH. Survey of Chinese persons 
managing depressive symptoms: help-seeking behaviours and their influencing 
factors. Compr Psychiatry 2019;95:152127. 

J. Wang et al.                                                                                                                                                                                                                                    

http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0235
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0235
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0235
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0240
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0240
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0245
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0250
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0250
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0255
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0255
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0255
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0260
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0260
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0260
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0265
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0265
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0270
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0270
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0270
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0275
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0275
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0275
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0280
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0280
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0280
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0285
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0285
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0285
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0290
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0290
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0290
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0295
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0295
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0295
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0295
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0300
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0300
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0300
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0305
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0305
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0310
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0310
http://refhub.elsevier.com/S0010-440X(21)00070-5/rf0310

	Depressive symptoms, social support, and health-related quality of life: A community-based study in Shanghai, China
	1 Introduction
	2 Methods
	2.1 Study design and participants
	2.2 Instruments
	2.3 Covariates
	2.4 Statistical analysis

	3 Results
	3.1 Descriptive statistics
	3.2 Depressive symptoms and HRQoL
	3.3 SS and HRQoL
	3.4 Mediating effect of SS on the association between depressive symptoms and HRQoL
	3.5 Moderating effect of SS on the association between depressive symptoms and HRQoL

	4 Discussion
	5 Conclusions
	Funding
	Acknowledgements
	References


