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Abstract

Despite ample evidence of the protective role of social support for mental and physical health, key gaps remain
in our understanding of the pathways and mediating processes explaining these relationships in specific vulnerable
populations. The author applies a theoretical framework developed by House et al. to qualitative data, collected with
24 caregivers of children living in HIV-endemic South African communities, to explore potential effects and processes
linking social support to health. The data used for this analysis were part of a sequential mixed-methods research
study with caregivers of children; previous survey findings (n = 2,477) showed significant associations between more
social support and better mental health and self-reported physical health. Results point to multiple pathways and
biopsychosocial mediating processes possibly explaining the support-health relationship. The author develops an
exploratory model to illustrate these findings, based on the House et al. framework, and discusses implications for

research, interventions, and theory.
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Background

There is no question that social support matters for mental
and physical health. A large body of evidence shows posi-
tive associations between this functional dimension of
social relations and better mental and physical health out-
comes, among both ill and healthy individuals. Social sup-
port has been found to have a direct (main effect)
relationship with mental health (Hill & Watkins, 2017;
Khalid & Dawood, 2020; Yeji et al., 2014) and to buffer the
negative effects of specific stressors, such as poverty or
illness, on mental health (Kawachi & Berkman, 2001;
Muzi et al., 2019; Tsai et al., 2016). Arguably the strongest
evidence of the relationship between social support and
physical well-being is provided by studies that assess mor-
tality risk. A 2010 meta-analysis, covering data from
308,849 individuals over an average of 7.5 years, found
participants with stronger relationships, including dimen-
sions of social support, to have a 50% increased likelihood
of survival after taking into account initial health status
(Holt-Lunstad et al., 2010). These findings are reinforced
by a more recent meta-analysis exposing social isolation as
a risk factor for higher mortality (Holt-Lunstad et al.,

2015), and empirical studies showing associations between
social support and self-reported physical health or clinical
indicators of disease progression (Bekele et al., 2013;
Duboz et al., 2017; Umar et al., 2019).

Yet the evidence illustrating Zow social support may
be positively linked to mental and physical health out-
comes is less conclusive, although essential to refine
theory and design effective interventions (Sarason &
Sarason, 2009; Thoits, 2011). The theoretical and empiri-
cal literature suggests that both main and stress-buffering
effects of social support may be direct or mediated by
biological, psychological, and behavioral processes
(House et al., 1988). To date, the evidence is more com-
pelling for mental health outcomes. Studies working with
adult populations, including adults living with HIV or
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other chronic illness, have identified psychological and
behavioral processes as significant mediators of the sup-
port—mental health relationship. These include psycho-
logical resilience indicators, as well as more adaptive and
less maladaptive coping processes (Folkman &
Moskowitz, 2004; Liu et al., 2013; Simoni et al., 2005;
Thoits, 2011; Yadav, 2010). The relationship between
social support, better physical health outcomes, and lower
mortality has been linked to positive health behaviors
such as healthier eating, exercising, treatment and medi-
cation adherence, and health care utilization (Chandran
et al., 2019; Greaney et al., 2018; Holt-Lunstad et al.,
2010; Uchino, 2006). Moreover, the connection between
social support and physical health invariably involves
physiological, as well as potential psychological and
behavioral, processes. The strongest evidence of physio-
logical explanatory factors is related to cardiovascular
function, neuroendocrine function, immune function, and
inflammation (Uchino, 2006; Uchino et al., 2018; Uchino
& Way, 2017).

Despite an increase in research conducted to investigate
these processes over the past three decades, important gaps
remain. These include gaps in our understanding of the
links between posited psychological mediators and physi-
ological processes, and the multiple pathways that may be
operating simultaneously in the same individuals or popu-
lation. Scholars have, in fact, proposed more openness to
interdisciplinary research refining hypothesized links and
models and identifying new mediating mechanisms
(Uchino et al., 2012). There is also a clear geographical
disparity in global research in this area, as to date most
empirical studies have been conducted in high-income
countries. In Southern Africa, for example, research on
social support and health is scarce, particularly studies
investigating pathways that explain observed associations
between social support and health outcomes. Yet this type
of investigation may be particularly valuable, considering
the high burden of HIV and other infectious disease and
the growing prevalence of noncommunicable disease in
the region (Coetzee et al., 2019; Gouda et al., 2017). Better
understanding how social support influences health among
specific vulnerable populations in low-resourced settings
assumes particular importance, given a greater urgency for
effective responses, and considering that mediating pro-
cesses may vary across diverse populations and contexts
(Kawachi & Berkman, 2001).

Primary caregivers of children in HIV-endemic
Southern African communities are a high-risk population
for mental and physical health conditions, as a result of
health risks related to HIV and caregiving responsibilities
in a context of multiple social stressors (Casale & Wild,
2013; Pinquart & Soérensen, 2007). Much has been writ-
ten describing the financial, physical, social, and emo-
tional burden of care associated with informal caregiving

in Southern Africa (Kalomo & Besthorn, 2018; Katana
et al.,, 2020; Mashegoane & Mohale, 2016; Ntsayagae
et al., 2019; Streid et al., 2014). Caregivers, mainly
women and often older adults, are caring for their own
children and orphaned or other nonbiological children, as
well as individuals with illness and disability. They are
doing so in a context of poverty, HIV, and other social
stressors (Huang et al., 2017; Kalomo & Besthorn, 2018).
Qualitative research conducted in Southern Africa high-
lights caregivers’ feelings of hopelessness, powerless-
ness, and distress, as they struggle to cope with financial
and emotional hardship (Mashegoane & Mohale, 2016;
Ntsayagae et al., 2019). Despite various levels of formal
or institutional support, several studies report inadequate
formal and informal social support as contributors to
caregiver burden (Maddocks et al., 2020; Mashegoane &
Mohale, 2016). Conversely, social support from friends,
family, and the community has been highlighted as a key
resource for coping and access to health care (Fried et al.,
2015; Kiggundu & Oldewage-Theron, 2009; Maddocks
etal., 2020; Streid et al., 2014). A few quantitative studies
also show positive associations between higher perceived
social support and better mental health outcomes among
caregivers of children in sub-Saharan Africa (Casale
etal.,2014,2015; Huang et al., 2017). Yet, these analyses
are scarce, and no known quantitative or qualitative study
comprehensively investigates the mediating mechanisms
potentially explaining positive effects of social support
on health in these populations.

The aim of this study is to contribute to the empirical
gaps and extension of theory (Hsich & Shannon, 2005) in
this areca. The author applies a theoretical framework
developed by House et al. (1988), described in greater
detail below, as the lens through which to analyze qualita-
tive data from 24 caregivers of children living in an HI'V-
endemic South African community. A previous linked
health survey, conducted in the same community, had
found associations between more social support and bet-
ter mental health and self-reported general health and
functioning (Casale et al., 2012, 2014, 2015). The objec-
tive of this qualitative study was to explore potential
effects and processes linking social support to health in
this population, which could be explaining these observed
associations. The author explored caregivers’ perspec-
tives of how the support they received affected their men-
tal and physical well-being.

Mediating Processes Linking Social
Support to Health: Constructs and
Theoretical Framework

Social support has been defined as the “functional nature

or quality” of social relationships (House et al., 1988, p.
302) in that it encompasses the functions performed for
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an individual by support providers (House et al., 1988;
Thoits, 2011). These functions, or “types” of support, are
most frequently categorized as emotional (e.g., love,
care, and encouragement), instrumental (e.g., providing
tangible items or practical assistance), and informational
assistance (House et al., 1985). The most commonly cited
support providers are significant others, family members
and friends (Taylor, 2011). These are, however, context
specific and can also include a wide range of other indi-
viduals and groups, such as support groups, faith groups
and community members.

A model developed by House et al. (1988), referred to
as “A framework for research on structures and processes
of social relationships in relation to health” (House et al.,
1988, p. 303), was used as the conceptual framework to
guide this study. It was chosen because of its broad and
comprehensive illustration of both the potential effects of
social support and the biopsychosocial processes explain-
ing these. This model, illustrated in Figure 1, shows how
social support is a key social process and aspect of the
functional content of social relationships. It can be linked
to health through main or stress-buffering effects, in turn
mediated by biological, psychological, or behavioral pro-
cesses (House et al., 1988). Psychological processes are
described as relationships or attachments that may lead
people to feel better psychologically or change their per-
ceptions of the world and of stressful situations; this
includes the appraisal of stressors and how to cope with
these (Lazarus et al., 1974). Behavioral changes, result-
ing from social relationships, could include health-pro-
moting behaviors or behaviors that are protective of
health in threatening situations. Lastly, the impact of
social variables on physical, and to some extent mental,
health involves biological mechanisms at some point, for
example, through cardiovascular effects or other forms of
physiological reactivity (House et al., 1988).

Method
Overall Study Design

The qualitative research presented in this article is part of
an explanatory sequential mixed-methods research
design. The first component was a health survey con-
ducted in 2009 and 2010 with 2,477 caregivers of chil-
dren, including 1,198 caregivers from the urban site
where the qualitative study was conducted.! Survey
results showed a direct relationship between more social
support and a lower likelihood of experiencing symptom-
atic anxiety (Casale et al., 2014) as well as overall better
self-reported general health and functioning (Casale
et al., 2012) for the whole sample of caregivers. Social
support was also found to moderate the relationship
between chronic illness and depression among female
caregivers (Casale et al., 2015).

The data presented in this article derive from a subse-
quent qualitative component of the mixed-methods
research. It was conducted to provide further insight on
the biopsychosocial mediating processes (House et al.,
1988) possibly explaining the associations found between
more social support and better health outcomes in the
health survey. Moreover, given the particular interest in
the role of social support for HIV-positive caregivers, and
evidence of greater protective effects of social support for
women (Kendler et al., 2005), this qualitative work also
aimed to highlight differences in the perspectives of male
versus female, and HIV-positive versus HIV-negative,
caregivers.

Sampling and Field Research

In-depth semi-structured interviews were conducted in
2011 and 2012 with 24 primary caregivers of children
aged 10 to 17 years, living in an urban township approxi-
mately 15 km from the city of Durban. The study site had
been chosen for the previous health survey based on its
high HIV prevalence rate (=30% HIV prevalence among
antenatal clinic attendees; South African Department of
Health, 2010), its place among the 20% most socially
challenged wards within the selected urban municipality
(as per the provincial health deprivation indices; Noble
et al., 2006), and its urban nature.

A sample size of 24 individuals was decided based on
available funding and resources for this project.
Participants were purposively selected, using sociodemo-
graphic and health information from the urban health sur-
vey database. The key selection criteria were HIV status
and gender; both were based on self-report data from the
survey. Since women represented the large majority of
caregivers in this community (89% of community survey
participants were female), they were also more strongly
represented in the qualitative sample. The final sample
consisted of 12 HIV-positive and 12 HIV-negative care-
givers: eight HIV-positive females and four HIV-positive
males, and eight HIV-negative females and four HIV-
negative males. All participants were Black African and
Zulu was their mother language. Their ages ranged from
31 to 74 years, and nine reported living with a spouse or
partner. Only four of the 24 participants had completed
high school, only eight were employed at the time, and 12
reported members of their household experiencing hunger
at least occasionally. The number of children in the home
ranged from one to six, and 15 caregivers were living in
households where orphaned children were present.

Guided by the theoretical framework (House et al.,
1988), the interview topic guide included broad questions on
participants’ experiences of anxiety and depression and how
they perceived social support to be influencing their mental
and physical health. To provide contextual background and
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put participants at ease, interviewers initiated with general
questions, including how long the caregiver had lived in the
area and how many children they were caring for. They then
defined social support as “support from family, friends, sup-
port groups or anyone else. This can include companionship,
help with material things such as food or money, advice,
information, affection or anything else.” Interviewers asked
participants whether they thought support was important in
their lives, and who were the most important people in their
lives who provided support when it was needed. Interviewers
then asked more specifically about the perceived relation-
ship between social support received and caregivers’ mental
and physical health. Initial questions were open ended and
standardized across interviews. The following is an example
of a set of initial questions for perceived effects of social
support on anxiety: Do you ever feel anxious (e.g., worrying
a lot, nervous)? What are some of the things that make you
feel anxious? Do you think that the type of support you have
been telling me about, or any support you receive, can have
an effect on this anxiety? If not, why? If yes, how, that is,
what is it about this support that has the effects you are tell-
ing me about? For physical well-being, participants were
asked the following open-ended questions: Do you think
this support affects your physical health? If not, why? If yes,
how? Responses were then probed and explored further
through follow-up questions, to achieve a better understand-
ing of their meaning and obtain greater depth and detail.
Interviews were between 1 and 2 hours in duration and
were carried out in the local language (Zulu). The author
conducted all interviews with one of two bilingual field
research assistants (one male, one female) who had been
trained to use open, nonleading questioning techniques.
Interviews were recorded, transcribed, and translated into
English, and subsequently quality controlled by a second
translator. Ethics approval to conduct this research was
received from both the University of KwaZulu-Natal and
the University of Cape Town. Informed consent was
obtained from all study participants, and approval was
granted from the relevant municipal and community repre-
sentatives. Interviewers were trained and experienced in
both research ethics and working with HIV-affected fami-
lies. A referral system was set up in collaboration with the
appropriate local social services and child welfare offices
for participants who required more extensive support (such
as seeing a counselor or attending a clinic). However, no
referrals were required during this qualitative study.

Analytic Approach

A directed content analysis was conducted (Hsieh &
Shannon, 2005), incorporating aspects of deductive and
inductive approaches (Neuman, 2006; Ritchie & Lewis,
2006). A directed approach can be used to test or concep-
tually extend a theoretical framework; the theory typically
helps focus the research questions and determines an

initial coding scheme or relationships between codes
(Hsieh & Shannon, 2005). Although the House et al.
(1988) model provided a theoretical framework to guide
this analysis, the intention was to apply a part exploratory,
inductive approach to refine and potentially extend the
broad categories provided by the model.

The data analysis was conducted by the author, in con-
sultation with the bilingual interviewers and with
researchers from various disciplines. The first part of the
analysis was conducted manually. In consultation with
the interviewers, the author read through printed tran-
scripts of the interviews multiple times to identify text
relevant to the relationships between social support and
(physical or mental) health and potential mechanisms
explaining these. An initial broad coding framework was
then developed based on the main pathways indicated in
the House et al. (1988) framework. The transcripts were
imported into NVivo software, and the data were coded
using these major themes. Where text identified as rele-
vant did not fit well into these predetermined themes,
new themes were created.

The themes were then organized into subthemes,
drawing from the House et al. (1988) paper and the
broader theoretical and empirical literature in the field of
social relations and health. The author refined the analyti-
cal framework multiple times, through a further, more
focused review of the relevant health psychology and
sociology literature, and in consultation with various aca-
demics. These were individuals working in disciplines
including psychology, public health sciences, and social
work and social policy, within and beyond the author’s
research institution. The author also sought to identify
dominant and less dominant themes in the data, based on
the frequency of their occurrence (Kuckartz, 2014;
Ritchie & Lewis, 2006), as well as differences in perspec-
tives between subgroups of caregivers.

Results

The final structure of themes and subthemes are illus-
trated in Table 1 and described in detail below.

Contextual Background: Stressors for Mental
Health and Sources of Social Support

All caregivers reported feeling anxious (e.g., worrying a
lot, feeling nervous) or depressed (e.g., sad, upset, or
hopeless) at times. The most frequently reported sources
of stress were children’s bad behavior or delinquency; not
being able to meet the children’s needs; concerns regard-
ing what would happen to the children when the caregiver
passed away; stigma; financial difficulties, the caregiv-
er’s own illness; having experienced the illness or death
of loved ones. Participants reported receiving both emo-
tional and instrumental support not only from significant
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Table I. Final Thematic Framework.

Main Theme First-Level Subthemes

Second-Level Subthemes

Contextual background Caregiver mental health
Caregiver social support

Positive effects of Direct effect on mental health
social support on
mental health

mediating processes

Indirect effect on mental health by directly

addressing stressors
Positive effects of
social support on
physical health

mental health

Indirect positive effect through better

health behaviors

Indirect effect on mental health through

Indirect positive effect through better

e Caregiver experiences of anxiety and depression

e Key stressors causing anxiety and depression

e Sources of support

e Types of support considered important for health

e Talking about problems

e Advice, comfort, and reassurance

e Psychological resilience factors: hope, optimism, self-
esteem, self-efficacy

e Coping processes: distraction, rumination, and more

active problem solving

Instrumental support with food and money

Changes in perception of pain or ability to affront pain
Less fatigue

Better appetite

Blood pressure regulation

Healthier eating

Not smoking

Transport to health facilities

Support with access to medicine and medication
adherence

others and family members but also from friends and
neighbors, church members, and support groups. Both
forms of emotional support (care, comfort, love) and
instrumental support (e.g., food, money, health care) were
considered equally important and most effective if pro-
vided in conjunction.

Themes Explaining Positive Effects of Social
Support on Mental Health

All caregivers perceived social support to have a positive
effect on their mental health. Themes identified in the
data indicate three ways in which social support was per-
ceived to positively influence mental health: (a) a direct
effect on mental health; (b) an indirect effect on mental
health, through psychological resilience variables and
coping processes; (¢) an indirect effect on mental health,
as a result of social support reducing or eliminating the
stressors affecting mental health. These three themes are
described in more detail below.

Direct effect on mental health. One of the dominant themes
explaining the beneficial effects of social support on
mental health was the emotional “relief” or a sense of
emotional “unburdening” experienced after sharing prob-
lems with others, and subsequently receiving practical
advice, comfort, and reassurance. This theme was taken
up mainly by female caregivers. For example, an HIV-
negative female caregiver recounted that, when she was
depressed, “releasing” this sadness by talking about it and

receiving advice helped her feel less sad. She explained,
“I have to talk about it if I want it to pass.” Other caregiv-
ers spoke about being “calmer” and “free in the heart,”
suggesting a lack of emotional burden:

I feel relieved—even if it would’ve worried me a lot, and it
would have been a burden on my shoulders, but I feel
relieved after telling one of them [husband or sister] . . . It
won’t eat you up alone. (HIV-negative female caregiver)

Several participants also spoke of feeling calmer after
obtaining practical advice in relation to specific stressors.
This comfort could derive from the caregiver being reas-
sured that he or she was not alone in experiencing particu-
lar problems. For example, an HIV-positive female
caregiver explained how the practical advice and care
received from her sisters, when they visited, helped her
feel less anxious:

Because when I tell her [my sister] about the children’s
treatment towards me she will tell me “you know, children
are like that. What you should do is that you should get a
grown up child to accompany you to the clinic,” so that then
I can feel better. After she has given me such advice I feel
less anxious.

An HIV-negative male caregiver told how he some-
times felt depressed because of his children’s “bad behav-
ior” and his difficulty making ends meet. He explained
how encouragement from his wife helped him feel less
depressed during these trying times:
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It’s when we are able to talk and give each other ideas on
how to raise our children . . . And the comfort, she will
comfort me and tell me that everything will be ok. That I
must not lose hope, I will be fine.

Indirect effects on mental health through mediating pro-
cesses: Psychological resilience factors. Social support was
perceived to lead to greater hope and optimism for the
future, which in turn helped caregivers feel less anxious
or depressed. This was identified as a particularly impor-
tant theme for HIV-positive individuals. Both HIV-posi-
tive and HIV-negative caregivers argued that it was
crucial to provide HIV-positive individuals with the hope
of survival, of living a relatively “normal” life, of being
considered no different to HIV-negative individuals, and
of a better future:

I feel sad when I think about my illness, that is when they
[my sisters] console me by saying there are lot of people
who are sick but they are still alive. And I feel less worried
to know that I’'m not the only person who is sick . . . They
encourage and give me hope . . . they advise me not to give
up about life and I’m still going to live for a long time. (HIV-
positive female)

Another HIV-positive female caregiver told of how
attending an HIV support group helped her feel less anx-
ious, by providing her and the other group members with
hope and advising members on how to deal with HIV-
related stigma.

They give us hope, love and there is a lot that they provide
us with. What can [ say, it always feels good . . . The support
group is the platform where you let out all that makes you
sad.

A further, albeit less frequent, explanation given for the
positive effect of social support on mental health was that it
could boost self-confidence and courage. This theme sug-
gested a positive effect of support on traits associated with
resilience, such as self-esteem and self-efficacy (Thoits,
2011). For example, several caregivers spoke about feeling
more courageous or in control to confront illness or other
stressors, after receiving support. Others explained how
emotional support could change the way the caregiver saw
himself or herself in relation to others or, as expressed by a
male HIV-positive caregiver, “to be able to see yourself
exactly like other people who are HIV negative.”

Indirect effects on mental health through mediating pro-
cesses: Coping processes. A further perspective raised
repeatedly was that social support could improve mental
health by helping caregivers avoid constant negative
thoughts and fixating on their problems. This repetitive
negative thinking could be defined as “rumination,”

described as “repetitively thinking about the causes, con-
sequences and symptoms of one’s negative affect” and
considered a form of maladaptive emotion-focused cop-
ing (Nolen-Hoeksema, 1991; Smith & Alloy, 2009). This
theme was raised entirely by ill (and mainly HIV-posi-
tive) caregivers in relation to coping with their disease,
and predominantly by female caregivers. Caregivers sug-
gested that forms of emotional social support, such as
companionship, dialogue, and encouragement, could
help HIV-positive individuals avoid repetitively thinking
about illness and death:

By attending support groups, one gets to feel relieved, even
mentally avoiding thoughts of imminent death, that now I’'m
HIV positive and I’m going to die. (HIV-positive female
caregiver)

Like me, as I’'m HIV positive, I don’t have to spend most of
the time alone, because when you do that you may end up
thinking about dying from this disease. (HIV-positive female
caregiver)

A further related theme was that of caregivers “forget-
ting” their concerns as a result of personal interaction and
support. This suggested that social support could posi-
tively affect participants’ mental health through distrac-
tion, defined as “focusing attention away from the mood
and its causes onto pleasant or neutral stimuli that are
engaging enough to present the mind from wandering
back to the source of negative affect” (Rusting & Nolen-
Hocksema, 1998, p. 790). In this case, distraction may be
considered an adaptive emotion-focused coping strategy
that can reduce emotional distress (Rusting & Nolen-
Hocksema, 1998). In some cases, the theme of distraction
was linked to (less) rumination, suggesting that social
interaction and support may to some extent be providing
distraction from rumination. The theme of distraction was
raised entirely by HIV-positive caregivers, and mainly by
female caregivers:

It is better to have company where you can spend time
having a conversation instead of think about dying, and so
you end up forgetting about it. (HIV-positive female
caregiver)

Lastly, the data also suggest that positive effects of
support on resilience traits, such as boosting self-cfficacy
and self-esteem, could lead caregivers to adopt a more
active approach to coping with stressors. This could
involve, for example, problem solving and/or tackling
problems more proactively. More active coping could, in
turn, lead to better psychological health. This was not a
dominant theme, as only a few caregivers raised it. As
one HIV-positive female caregiver explained, referring to
support received from people in her social network,
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It makes me feel good about myself and to have more
confidence you know, not to run away from problems but to
solve them and continue with life.

It was also suggested that support could reduce anxi-
ety or depression by modifying the caregiver’s appraisal
of the stressor faced, that is, by making the problem
appear less daunting and more manageable:

Her [my wife’s] support makes me brave, and she would tell
me that this is what we need to do, so that we will conquer
that situation we are facing together . . . I feel relieved and
even the thing that was difficult would feel as if it were
weakened. (HIV-negative male caregiver)

Indirect effects on mental health by directly addressing stress-
ors. A less frequently raised perspective was that instru-
mental support could help reduce stress and anxiety
caused by the absence of specific items. Examples
included tangible support with money or food items that
helped to address household food insecurity or improve
the family’s dwelling. This theme appeared to reflect an
indirect positive effect of social support on mental health,
by reducing or eliminating stressor(s) contributing to
poor mental health. For example, when asked whether the
money and food received from others helped her feel less
anxious, one female caregiver responded,

It [support received] helps a lot, especially when I’m faced
with a particular problem, like worrying about what to eat
today, and so I will become happy if the children receive
something to eat. (HIV-negative female caregiver)

Themes Explaining Positive Effects of Social
Support on Physical Health

The large majority of participants (23) believed that the
support they received had a positive impact on their phys-
ical health. Most participants (20) first referred or alluded
to better psychological health resulting in better physical
well-being. However, caregivers provided additional
explanations for effects of support on physical health fol-
lowing further probing. The majority of participants (17)
spoke of the effects of social support on health-related
behaviors and better access to health-related items or
facilities. These themes are described in detail below.

Indirect effects on physical health through better mental
health. The data clearly illustrate the perception among
(both HIV-positive and HIV-negative) participants that
their mental and physical well-being were closely related.
Several caregivers associated terms commonly linked
with mental health to physical health, or vice versa, for
example, feeling “physically relieved.” Also, on various

occasions, participants answered questions about physi-
cal health status by directly referring to mental health sta-
tus, for example, support positively affecting physical
health by relieving one of a sense of burden (helping to
feel “emotionally free”), helping with depression, and
helping avoid negative thoughts.

Better mental health was also repeatedly linked to
physical health symptoms such as lower blood pressure,
less fatigue or headaches, experiencing less pain, and
(most frequently mentioned) more appetite and weight
gain. For example, an HIV-positive female caregiver
explained that the financial assistance she received from
her employer to improve her living conditions had helped
her regain her appetite:

In my body—I was losing weight, because I was not eating
well, but now I am gaining and I can see that I am getting
back to my normal weight . . . I feel better [on receiving
support] because I don’t eat when I'm depressed. But my
appetite comes back when they encourage and advise me.
(HIV-positive female caregiver)

An HIV-negative female caregiver suffering from high
blood pressure spoke of how the tangible help she received
from her daughter (e.g., assistance with food or chores)
led her to feel calmer and less worried and improved her
blood pressure. She spoke of her worry being “lifted up”
as if this support relieved her of a physical and emotional
burden weighing down on her body, and explained, . . .
when I’m frightened my BP goes high.”

Three participants also explained that they experi-
enced less physical fatigue when their emotional well-
being improved as a result of support received. For
example, an HIV-negative healthy male participant spoke
of how support positively affected his physical health by
preventing him from feeling depressed or anxious and
making him feel strong. Being worried or depressed was,
in turn, related to fatigue, as this excerpt illustrates:

It [support received] makes me very strong and I feel healthy
and [ don’t feel depressed, because there is nothing that
worries me emotionally . . . When I am worried, I feel tired
and I just need to rest, but after that [support] I feel much
better.

An elderly female HIV-negative caregiver suffering
from diabetes spoke of how emotional support, in the
form of dialogue, care, and advice from her sister, made
her feel physically stronger and experience less pain.
This, despite the fact that she did not receive practical
assistance from her family to treat the illness:

It happens that I feel physically better due to feeling better
emotionally [after receiving support], especially as someone
who is always alone not talking to anybody . . . When I'm
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feeling that way sometimes I forget that I’m sick, even though
I can’t walk or see but it feels good, like I’m not sick at all.

Similarly, an HIV-positive female caregiver also spoke
of how receiving advice and reassurance from members
of her church made her feel less stressed and physically
stronger, suggesting that she felt less pain or was able to
better deal with the pain.

No matter how stressed I was feeling, I feel better [after
receiving support from church members] . . . I feel better. I
don’t feel the pain.

When asked how she felt when she was stressed, the
same caregiver responded:

I feel sick and my body doesn’t feel okay. I feel tired and
suffer from headaches because of the way I think.

A male participant, with a kidney condition that
required regular dialysis, told how important the regular
support he received from his family and friends was to
him. Besides the instrumental help they provided (e.g.,
with transport to the clinic), he believed their emotional
support had been central in helping him remain physi-
cally strong, and not giving up on life:

It [support] helps me a lot, because I always have this hope
that one day I’ll be better, because I have people next to me
who are always pushing me, giving me support . . .
encouraging me all the time, and I think if I didn’t have
people encouraging me then maybe [ wouldn’t be here today.

Effects on physical health through more positive health behav-
iors. Caregivers also spoke of how support provided,
mainly by people close to them, led them to engage in
more positive and less negative health behaviors. This sup-
port mostly took the form of advice and encouragement.
However, in some cases, it included tangible assistance,
such as buying or cooking healthy foods or facilitating
access to health facilities and items. For example, several
male caregivers told how their wives’ emotional and instru-
mental support resulted in them leading a healthier life:

You know you get advice from there [your wife], that when
you eat you should not just eat greedily . . . that to be healthy,
I must not be emotionally upset all the time, and that I
shouldn’t eat a lot. (HIV-negative male caregiver)

Sometimes she [my wife] will bring things that I would not
have expected, things that I would be seeing for the first time
and they are also healthy things . . . different kinds of
vegetables and fruits . . . I definitely praise it, because it
makes me strong. As you can see me, it’s been a while since
I last visited a doctor because of sickness. I feel healthy.
(HIV-negative male caregiver)

Several male and female caregivers also talked about
the importance of support that facilitated access to health
care or health-related items. Types of instrumental support
included providing or fetching medication, assisting with
transport to health facilities, and providing food. For exam-
ple one HIV-negative male caregiver, who was also a pas-
tor, told how church members gave him money to buy pills
or protein tablets, so that his body could “feel healthier.”
An HIV-positive female caregiver spoke of how her neigh-
bor (her sole support provider) helped her with money for
transport, so that she could collect her antiretrovirals
(ARVS). Another HIV-positive female caregiver described
how her daughter helped her live a healthier life, by ensur-
ing that she was taking the necessary medication and by
collecting these medicines herself:

When it is my due date to fetch my medication she [my
daughter] asks when was the last time I went for my
medication, and when I have found my clinic card she will
wake up early in the morning to go pick up my medication.

The young male caregiver with kidney disease high-
lighted the importance of his friends’ and family’s sup-
port. They took turns to accompany him to the hospital
multiple times every week for kidney dialysis:

They are contributing [to my physical wellbeing] very much,
because I am dialyzing three times a week: Monday,
Wednesday and Friday . . . I can’t drive anymore now, it’s
been two months now that I don’t drive. They are always
coming three times a week to drive me to hospital and they
do this for free. With open hearts.

Discussion

As indicated above, there was overall consensus among
participants that—both instrumental and emotional—social
support had positive effects on their mental and physical
health. These positive health effects were perceived to
occur through various mechanisms, potentially represent-
ing coexisting pathways and mediating factors. The path-
ways and mechanisms identified in this study are represented
diagrammatically in the lower model in Figure 1. They will
be discussed below in relation to the theoretical framework
and broader literature on social support and health.

Diagrammatic Representation of Findings

Figure 1 contains a diagrammatic representation of the
pathways and mediating mechanisms identified in the
data connecting social support to mental and physical
health. It positions these findings within the House et al.
(1988) theoretical framework. The arrow connecting the
two models indicates how the multiple mediating pro-
cesses identified and illustrated in the lower (study)
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model may be seen as an elaboration of the microbiopsy-
chosocial mediating mechanisms box (D) in the House
et al. upper model.

The lower model in Figure 1 illustrates the pathways
indicated by findings of this study. These include the per-
ceived direct relationship between social support and
mental health (second arrow from the bottom), as well as
perceived indirect effects through reduced “psychosocial
stress” (bottom arrows) and the various psychological
and behavioral mediating processes described above, rep-
resented in the central box. This model also illustrates
how effects of social support on active coping are possi-
bly, in part, explained by psychological resilience vari-
ables, such as self-esteem and self-efficacy, whereas the
effects on rumination and distraction coping are likely a
direct result of support and social interaction. The dashed
arrows show potential stress-buffering or main effects of
social support on mental health, because it was not pos-
sible through this qualitative study to determine the extent
to which these processes may be mediating direct versus
stress-buffering effects.

The model also illustrates identified indirect pathways
linking social support to physical health, through its
effects on mental health or better health behaviors. The
bidirectional arrow linking mental health to physical
health represents both the positive effects of social sup-
port on physical health through mental health and the per-
ceived close relationship between mental and physical
well-being. A thinner arrow has been included in the dia-
gram to link psychosocial factors to positive health
behaviors, given some data supporting the link between
psychological resilience factors (e.g., hope or self-
esteem) and positive health behaviors. The two boxes in
the diagram indicating biological processes serve to illus-
trate that biological processes would have to occur in at
least two points (House et al., 1988; Uchino et al., 2012):
between positive health behaviors and physical health
outcomes, and between mental health and physical health
outcomes.

Discussion of Findings in Relation to the
Literature on Social Support and Health

It is noteworthy that many of the individual mediating
mechanisms and pathways identified in this study, and
illustrated in Figure 1, resonate with theoretical work or
findings of previous empirical quantitative studies con-
ducted with HIV-positive and broader adult populations.
Findings of this study point to both direct and mediated
pathways between social support and health outcomes,
consistent with seminal theoretical literature (Barrera,
1986; House et al., 1988) and numerous empirical studies
conducted over the past four decades. Findings pertaining
to positive effects on mental health and physical health,

respectively, are discussed below in relation to the broader
literature, as is the unique contribution of this study.

Positive effects of social support on mental health. The
direct pathway identified between social support and
mental health (through dialogue) recalls the psychologi-
cal literature documenting the mental health benefits of
talking or writing about experiences and concerns or
putting feelings into words (Lieberman et al., 2007;
Pennebaker, 1993). This is also supported by evidence
of neurocognitive pathways (Lieberman et al., 2007).
Instead, the finding that more social support may lead to
less distress by preventing stressful events from occur-
ring is not in itself an example of a biopsychosocial
mediating mechanism (and is not represented as such in
the lower model in Figure 1) but is consistent with what
has been defined as the stress prevention model (Bar-
rera, 1986).

Moreover, many of the individual mediating factors
emerging from the data to explain indirect effects of
social support on mental health have been found to be
statistically significant mediators in quantitative studies
conducted with caregivers, HIV-affected individuals, or
broader adult populations in other parts of the world. For
example, self-esteem has been found to mediate the rela-
tionship between social support and better mental health
among older adults (Kim & Thomas, 2019), and self-effi-
cacy has been identified as a mediator among people liv-
ing with HIV (Liu et al., 2013). Studies with HIV-positive
individuals (though not conducted in Africa) have identi-
fied psychological mediators such as hope, optimism, and
coping processes (Liu et al., 2013; Sabina et al., 2019;
Schmitz & Crystal, 2000; Yadav, 2010).

Findings of this study also point to processes or path-
ways that may be especially important for mental health
among specific population groups. For example, hope
emerged as a key factor for HIV-positive caregivers.
Coping processes such as rumination and distraction, as
well as the benefits of talking to others about one’s prob-
lems, appeared to be more important for female caregiv-
ers, and may be central to understanding potential gender
differences in protective effects of support on mental
health. Consistent with findings of this study, ruminative
thinking has been found to be more common among
women (Butler & Nolen-Hoeksema, 1994; Nolen-
Hoeksema et al., 1994), and social support has been found
to reduce the tendency to ruminate (Nolen-Hoeksema,
1991; Nolen-Hoeksema et al., 1994). It has been argued
that social isolation may increase rumination because of
the absence of people to provide distraction from rumina-
tion, challenge an individual’s ruminative thoughts, or
encourage engagement in active coping strategies (Nolen-
Hoeksema et al., 1994). Distracting external stimuli have,
however, been found to relieve depressed mood, reduce
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stress and anxiety, and increase pain tolerance (Nolen-
Hoeksema et al., 1994; Stone et al., 1995).

Other qualitative research with South African women
living with HIV has shown how ruminating thoughts can
worsen depression related to stigma, poverty, and other
stressful life events, whereas social support can be a key
coping strategy (Petersen et al., 2013). Authors of a South
African qualitative study with rural women living with
HIV/AIDS argue that avoidance of, escaping from, or
minimizing HIV/AIDS could be considered adaptive in a
context of limited resources and gender inequalities,
where active coping strategies may be limited (Dageid &
Duckert, 2008). Further understanding the dynamics
between support, rumination, distraction, and mental
health among HIV-positive and other ill adults in Southern
Africa should be one key focus for future psychological
research. It should also be noted that, although less com-
mon, rumination has been associated with positive psy-
chological responses to stressors in some cases,
suggesting that different subcomponents of rumination
(reflection vs. brooding, for example) may exert different
influences on psychological well-being (Smith & Alloy,
2009; Soo & Sherman, 2015). Although positive effects
of rumination were not identified in this study, future
work could usefully investigate both its potential positive
and negative dimensions.

Positive effects of social support on physical health. The
themes of mental and physical health being closely con-
nected and of social support positively influencing physi-
cal health through mental health are in line with a large
body of literature documenting the strong relationship
between mental and physical well-being (Ohrnbergera
et al., 2017; Prince et al., 2007). They also resonate with
studies showing measures of mental health to mediate the
relationship between social support and self-reported
health or health-related quality of life, including among
people living with HIV (Bekele et al., 2013; Xiaowen
et al., 2018). Findings of social support leading to health-
ier lifestyle choices, better medication adherence, and
greater health access are also in line with findings of stud-
ies conducted with HIV-positive and broader adult popu-
lations (Chandran et al., 2019; Gentz et al., 2017; Greaney
et al., 2018) and research showing health behaviors to
mediate effects of mental health on physical health
(Ohrnbergera et al., 2017). Although participants did not
explicitly discuss links between more positive health
behaviors and physical health outcomes, these are easily
supported by existing literature on risk and protective
behaviors for health (Critchley & Capewell, 2003; Holt-
Lunstad et al., 2010; Prince et al., 2007). Moreover, other
studies have found effects of social support on health
behaviors to be mediated by psychological factors associ-
ated with resilience. For example, self-efficacy has been

found to mediate the relationship between greater social
support and treatment adherence among HIV-positive
youth (MacDonell et al., 2016).

As indicated above, effects of social support on physi-
cal health will at some point involve biological processes.
There was some reference in the data to certain physiolog-
ical processes or symptoms (e.g., appetite, fatigue, blood
pressure), which could be, in part, explaining indirect
physical health effects of social support through better
mental health. Of course, it is difficult to obtain a precise
understanding of biological processes through this type of
investigation, although findings can point to pathways and
indicators to be assessed in future biomedical research. As
previously indicated, evidence of physiological explana-
tory factors linking social support to better physical health
outcomes points to cardiovascular function, neuroendo-
crine function, immune function, and inflammation
(Uchino, 2006; Uchino et al., 2018; Uchino & Way, 2017).
Also, the mental health benefits of communicating feel-
ings and problems have been linked to positive neurologi-
cal effects and other physical health benefits (Kaplan-Solms
& Solms, 2000; Pennebaker, 1993).

Nevertheless, there is clearly still much scope to fur-
ther investigate biological processes and the pathways
explaining effects of social support on physical health in
similar populations. This would likely be best achieved
through longitudinal, quantitative, or mixed-methods
studies that link psychological, behavioral, and biomedi-
cal data at multiple time points. Disaggregated analyses
by gender could also be of value. Better health behaviors
resulting from social support or a form of positive social
control appeared to be particularly important for male
caregivers in this study. Broader research indicates poten-
tial gender differences in risk behaviors for health and
their social and psychological determinants, although the
evidence is not clear-cut (Ohrnbergera et al.,, 2017;
Vlassoff, 2007; Wu et al., 2000).

Unique contribution of this study. Although many individ-
ual mediating mechanisms identified in this study reso-
nate with existing theoretical or empirical work, the
findings of this qualitative study add further depth to the
existing evidence on support-health mediating processes
for this population of caregivers of children in Africa
(Kawachi & Berkman, 2001; Li et al., 1997). Most quan-
titative studies indicated above investigate one pathway
connecting social support and health outcomes, and a few
selected mediators at most. The use of qualitative methods
for this research has, instead, allowed for rich data describ-
ing multiple channels through which social support may
be influencing health simultaneously. It has also generated
in-depth data that provide context, for example, by linking
mediating processes to specific experiences, stressors, and
support providers.
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Findings of this work suggest the possible coexistence
of several causal pathways involving multiple psycho-
logical and behavioral factors, represented by the box
labeled “biopsychosocial processes” in the House et al.
model (see Figure 1). These findings in fact reinforce the
importance of simultaneously measuring and exploring
multiple mediating variables in mixed-methods analyses
(House et al., 1988; Uchino et al., 2012). Further research
would be necessary both to test these pathways statisti-
cally and to determine whether similar combinations of
pathways and mediating processes exist in similar and
different populations. This would also allow for a greater
understanding of which mediating processes are explain-
ing main effects and stress-buffering effects for key
stressors in specific populations (Thoits, 2011).

Study Limitations and Reflexivity

There are several important limitations to this analysis.
Despite probing, participants may not have provided an
exhaustive list of perceived pathways or mediating factors
explaining the support-health relationship. Also, as speci-
fied above, this research does not allow us to determine
which pathways or mediating processes are explaining
stress-buffering or main effects or both, or to clearly
define biological processes. These objectives are best left
to quantitative mediation and moderation models, and
biomedical research. Also, although the focus of this study
was on effects of social support on health, it is of course
possible for physical and mental health to influence social
interaction (Ohrnbergera et al., 2017) or for these relation-
ships to be bidirectional. Although beyond the scope of
this study, future research could further explore this poten-
tial bidirectionality.

Moreover, it is recognized that the researchers’ charac-
teristics, knowledge, and views will influence the research
process to some extent. In this particular case, the author
played a key role in the instrument design, data collection,
and analysis. The author is a female South African of
European descent, born in KwaZulu-Natal into a middle-
income family, who had completed postgraduate studies
and was in her late thirties at the times of the interviews.
The author’s education level, socioeconomic status, and
race (Giliomee & Schlemmer, 1989) may have increased
the power differential between herself and most (male and
female) caregivers. However, the author’s age (below the
average age of caregivers interviewed at the time) and
gender may have reduced this power differential, and
allowed her to more closely relate to female caregivers.
Recognizing that this may have had the opposite effect for
male caregivers, the author conducted all male caregiver
interviews with a male bilingual interviewer. Moreover,
the author’s in-depth knowledge of the empirical and theo-
retical literature in this area could be seen as a strength, but

at the same time could have influenced the follow-up or
probing questions asked of participants.

Given the limited resources available to conduct this
qualitative study, the author was the only researcher
working on the study for its entirety and conducting the
data analysis. The author, therefore, sought to minimize
the risk of bias by discussing the interview content and
findings with the two Zulu bilingual interviewers, who
were able to clarify and provide further insight on mean-
ing and interpretation. She also obtained feedback on the
data interpretation and thematic framework from various
researchers across disciplines (as described above). It
should also be noted that the author had spent several
months working in the same community on a household
survey and engaging with community stakeholders prior
to conducting this qualitative research.

Conclusion

Findings of this study reinforce the value of social sup-
port as a resource for mental and physical health among
caregivers and HIV-affected individuals, in Southern
Africa and beyond. Moreover, these findings provide fur-
ther insight into the multiple intervening and potentially
coexisting pathways that may be explaining support—
health links in this population (House et al., 1988).

There is, however, considerable further scope for
future research in Southern Africa, where the knowledge
gap in this field is glaring. For example, there are no
known empirical studies quantitatively investigating
complete pathways between social support and health
with caregivers or HIV-positive individuals in Africa,
despite studies showing positive associations in these
populations (Casale et al., 2014; West et al., 2019). This
highlights the potential for future mixed-methods
research in this area and for this exploratory model to
contribute to informing this research. Several possible
foci for future research have already been discussed
above. These include the mediating role of specific psy-
chological resilience and coping mechanisms and the
physiological processes explaining changes in physical
health. But, more broadly, shedding further light on these
phenomena would best be achieved through a combina-
tion of (a) longitudinal quantitative studies applying
focused social support and health survey tools, and simul-
taneously testing multiple mediating mechanisms and
pathways with representative samples; and (b) linked
qualitative work providing further insight on the support
context and additional pathways to assess.

From a public health perspective, it would be useful to
focus on mediators of relevance for support interventions
aimed at addressing key social stressors or public health
priorities in the Southern African region. This could
include research on the types of support that encourage
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HIV treatment retention and how these would operate.
These questions may be particularly salient given high
loss to HIV treatment follow-up especially among young
adults (Casale et al., 2019) and evidence of positive asso-
ciations between social support, mental health, and treat-
ment adherence (Gentz et al., 2017; Umar et al., 2019;
West et al., 2019). Results of this study, for example, rein-
force the importance of strengthening resourcefulness
factors and coping responses that are more beneficial for
health, reducing social isolation, and improving access to
health resources, among individuals living with HIV or
other illness (Lazarus et al., 1974; Thoits, 2011; Yadav,
2010). Moreover, emotional support through support
groups, transport to health facilities, reminders to take
medication, and support with medicine collection were
some of the types of support that emerged from this study
as useful for medication adherence and health service
access.

Overall, attempts to translate evidence of positive
effects of (informal) social support into effective support
interventions have in some cases been successful and in
others less so (Casale & Wild, 2013; Holt-Lunstad, 2018).
This could be, in part, explained by the timing and dura-
tion of interventions and an inadequate focus on provid-
ers or relationship quality (Holt-Lunstad, 2018). Research
providing a more in-depth understanding of the support
context and what it is about social support that works
(Sarason & Sarason, 2009) can, however, contribute to
informing intervention development.

Lastly, part of the purpose of this study was to apply
the House et al. (1988) framework and potentially extend
the theory and thinking in this area. The model appeared
to work well as a guiding framework for this type of
research, focusing on individual-level social and psycho-
logical processes. It was sufficiently comprehensive to
encompass all identified pathways and mediating mecha-
nisms, and to allow for further extension and refinement
of the model through the identification of specific mediat-
ing mechanisms and their interaction in this population. It
should, however, be noted that this framework is likely to
be less suitable for a systems analysis at various levels,
without further development. For example, in a recent
review of the importance of social relationships for physi-
cal health, Holt-Lunstad (2018) suggests applying a social
ecological model to identify pathways at the family, com-
munity, and society—as well as individual—levels
(Bronfenbrenner, 1979; Holt-Lunstad, 2018) to increase
the public health relevance of this type of research. This
would indeed be an important extension of the current evi-
dence and approaches, but it would require further devel-
opment of existing conceptual frameworks and research
designs. The House et al. model could be deemed innova-
tive for its time, because it considers social support and
social relations not only as determinants of health but also

determined by macro-social structures and processes (e.g.,
population trends, social policy, and social inequality).
However, the framework does not go beyond recognizing
the potential influence of these phenomena and more
work would need to be done to adapt it for investigation
connecting these various levels. Nonetheless, a noted
strength of the ecological model is that it allows for a
broader perspective “without sacrificing the detail-ori-
ented precision of a levels approach” (Holt-Lunstad, 2018,
p. 441). Even within a broader systems approach, in-depth
research that better defines mechanisms linking individual
social relations to health in specific populations can make
a valuable contribution to the literature, by further illumi-
nating a piece of the bigger picture.
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