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Introduction

One in four people will be directly affected by a mental 
health disorder in her or his lifetime (Steel et al., 2014). 
Indirectly, each of us will potentially be affected by a 
mental health disorder through the experiences of a par-
ent, spouse, friend, or colleague who has been affected 
and is working toward recovery (Santé Canada, 2002). 
Given the extent of this issue, we explored the ways in 
which caregivers may influence recovery from a mental 
disorder.

Recovery has become a prominent concept in the  
scientific literature and policies on mental health (Slade 
et al., 2008, 2012). Personal recovery refers to a “deeply 
personal, unique process of changing one’s attitudes,  
values, feelings, goals, skills, and/or roles [. . .] a way of 
living a satisfying, hopeful, and contributing life even 
with limitations caused by illness” (Anthony, 1993,  
p. 527). Personal recovery is distinct from clinical recov-
ery, which aims for a reduction of psychiatric symptoms 
and functional improvement (Piat et al., 2011; Slade 
et al., 2008).

Several studies have identified factors that positively 
or negatively influence personal recovery by drawing 
directly from the narratives of persons in recovery (e.g., 
Llewellyn-Beardsley et al., 2019). However, authors 

highlighted how the interpersonal and social dimensions 
of recovery remain understudied (Mezzina et al., 2006; 
Schön et al., 2009; Wyder & Bland, 2014). Although 
often conceptualized as an individual or personal process, 
recovery is inherently a social process in which interper-
sonal relationships play a critical role (Mezzina et al., 
2006; Rose, 2014; Schön et al., 2009; Wyder & Bland, 
2014).

Interpersonal Relationships, Social Support 
and Recovery

The interpersonal aspect of recovery recurs throughout 
the scientific literature, with numerous studies identify-
ing a dimension corresponding to relationships with oth-
ers (e.g., Mancini et al., 2005; Mizock et al., 2014; 
Sullivan, 1994). In their literature review, Leamy and col-
leagues (2011) developed the CHIME model, which 
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describes five recovery processes contributing to per-
sonal recovery: connectedness, hope, identity, meaning in 
life and empowerment. Central to our subject, connected-
ness refers to interpersonal relationships and support 
from caregivers, peers, and professionals.

Abundant mental health research focused on the con-
cept of social support to document the influence of inter-
personal relationships (Caron & Guay, 2005; Chernomas 
et al., 2008). Social support is a multidimensional con-
cept whose operationalization underwent significant 
changes over time (Barrera, 2000; Haber et al., 2007). 
Early work tended to operationalize the influence of care-
givers through a structural dimension of social support, 
that is, the person’s network. Since then, the idea has 
grown in complexity to include different dimensions, 
including social support functions (see Table 1), the 
source of support (friend, parent, spouse, etc.), reciproc-
ity (direction of support: unidirectional or bidirectional), 
and the valence of support (positive or negative). More 
recently, there is a call to explore the influence of social 
support in a variety of areas, including mental health 
recovery (Chronister et al., 2015; Henderson, 2011).

Studies on the Influence of Social Support on 
Recovery

Social support is an important aspect of mental health 
recovery (e.g., Leamy et al., 2011; Mancini et al., 2005). 
The statistical link between social support and recovery is 
well established (e.g., Chou & Chronister, 2012; Corrigan 
& Phelan, 2004). However, the mechanisms underlying 
this link are not clearly established (Gleason & Iida, 
2015; Henderson, 2011; Thoits, 2011). Although the term 
“mechanism” is often used in the cited literature, none of 
these authors defined it. Using a critical realist paradigm, 
we define a mechanism as a middle-range theory that 
explains how processes have an effect on recovery in a 
given context (Astbury & Leeuw, 2010; Fernee et al., 

2019; Pawson & Tilley, 1997). Here, a mechanism is a 
model for relational processes that explain recovery in a 
given context and under given circumstances.

Furthermore, despite consensus around the important 
role they play, few studies specifically analyzed the influ-
ence that caregivers1 have on recovery. Even articles that 
did so were often part of a project that addressed the full 
range of factors contributing to recovery (e.g., Aldersey 
& Whitley, 2015), limiting the depth of the analyses con-
ducted. Three exceptions are presented below.

First, as part of an international study, Topor and col-
leagues (2006) interviewed 12 people with a mental 
health disorder regarding their recovery and the role that 
others (caregivers or professionals) played in that pro-
cess. Caregivers were recognized as “standing alongside” 
the person in recovery; they remained present and made 
sure he or she was not alone. Also, caregivers provided 
support, such as monitoring for symptoms or engaging in 
advocacy with the mental health care team. Finally, over 
the course of the recovery process, existing relationships 
became increasingly reciprocal while new relationships 
were formed with others.

Second, based on the perspectives of 15 people in 
recovery, Henderson (2011) described a three-step pro-
cess for recovery supported by both internal and external 
factors. The external factors corresponded with positive 
or negative social support. Positive support included 
acceptance, trust and commitment to a reciprocal rela-
tionship. Negative social support was non-reciprocal:  
a one-way relationship where caregivers adopted an  
“I know what is best for you” attitude (p. 6).

Third, based on six focus groups with persons that 
had serious mental illness, Chronister and colleagues 
(2015) identified six domains of support and a posteriori 
attributed social support functions to each of them: (a) 
supportive conditions (emotional), (b) day-to-day living 
(tangible), (c) illness management (instrumental), (d) 
resources and information (instrumental), (e) guidance 

Table 1. Descriptions of Classic Social Support Functions.

Function Definition

Companionship 
support

“the availability of persons with whom one can participate in social and leisure activities such as 
trips and parties, cultural activities (e.g., going to movies or museums), or recreational activities 
such as sporting events or hiking.” (Wills & Shinar, 2000, p. 88)

Emotional 
support

“the availability of one or more persons who can listen sympathetically when an individual is having 
problems and can provide indications of caring and acceptance.” (Wills & Shinar, 2000, p. 88)

Validation “based on the concept that social relationships can provide information about the appropriateness 
or normativeness of behavior.” (Wills & Shinar, 2000, p. 88)

Instrumental 
support

“practical help when necessary, such as assisting with transportation, helping with household 
chores and childcare and providing tangible aid such as bringing tools or lending money.” (Wills 
& Shinar, 2000, p. 88)

Informational 
support

“providing knowledge that is useful for solving problems, such as providing information about 
community resources and services or providing advice and guidance about alternative courses of 
action.” (Wills & Shinar, 2000, p. 88)
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and advice (informational), and (f) community participa-
tion support (instrumental).

Finally, some literature considers the role that families 
play in recovery. In their literature review on the role of 
families in recovery, Reupert and colleagues (2015) high-
lighted how familial relationships can contribute either 
positively or negatively to recovery. The authors synthe-
sized the roles that families occupy, including emotional 
support, practical support, and offering feedback. For 
their part, Aldersey and Whitley (2015) re-analyzed data 
from a larger project on recovery to determine the role 
that families play. According to interviews with 54 people 
in recovery, families facilitated recovery by offering 
moral support, practical support, and providing motiva-
tion. Families could also impede recovery by acting as a 
stressor, displaying stigma, lacking understanding, and 
forcing hospitalizations.

Limitations of Prior Research

Taken together, this literature review shows that caregiv-
ers can have both a positive or negative influence on 
recovery. Caregivers can take on many different roles, 
which are often named a posteriori based on social sup-
port functions. These studies present certain limitations. 
First, the use of an inductive and exploratory logic limits 
the accumulation and comparison of research findings. In 
contrast, drawing from existing research and theories 
from the outset allows for a systematic investigation of 
the mechanisms and dimensions of social support, which 
can then be further developed in the context of recovery. 
Second, the studies generally consider the perspective of 
only one group of stakeholders (people in recovery). 
Social support is fundamentally interactive in nature 
(Gottlieb & Bergen, 2010) and should be uncovered using 
multiple perspectives (Aldersey & Whitley, 2015; Jacob 
et al., 2017). Finally, research on recovery has focused on 
severe mental illness even though anxiety, depressive, 
and bipolar disorders are the most common disorders 
seen in mental health services, accounting for nearly 60% 
of clients (Benigeri, 2007).

Study Aim

To address these limitations, we aim to analyze the influ-
ence of social support and its different dimensions on the 
recovery of persons with depressive, anxiety or bipolar 
disorders. More specifically, we draw from previous 
research to identify the social support mechanisms spe-
cific to mental health recovery, while allowing for the 
emergence of new mechanisms. The “classic” social sup-
port functions (see Table 1) form the basis of our model-
ing of social support mechanisms. Other aspects of social 
support will also be addressed, including the source 

(parent, spouse, friend, etc.), the reciprocity and both its 
positive and negative aspects. In this study we used trian-
gulation, by considering the perspectives of both persons 
in recovery and their caregivers through individual inter-
views with members of each group. This study brings 
together two rich fields of scientific literature (social sup-
port and recovery), while also identifying concrete ways 
to improve the support offered to persons in recovery and 
their caregivers.

The research question for this article is: what mecha-
nisms explain the influence of caregiver support on the 
recovery of persons with depressive, anxiety or bipolar 
disorders? Its specific objectives are as follows:

(a) Describe how classic social support functions trans-
late as mechanisms in mental health recovery;

(b) Identify new mechanisms through which the rela-
tionship to a caregiver influences recovery;

(c) Describe how the social support mechanisms pos-
itively or negatively influence recovery.

Method

This article is part of a larger project aimed at describing 
and comparing the role of caregivers and professionals in 
the recovery of people with depressive, anxiety or bipolar 
disorders. To that end, semi-structured interviews were 
conducted with persons in recovery and their most sig-
nificant caregiver and professional. This article focuses 
on support from caregivers.

Paradigm

This qualitative project uses a critical realist paradigm 
(Emmel et al., 2018; Groff, 2010; Maxwell, 2012). 
Ontologically, critical realism claims that a “real world” 
exists. However, it also assumes that this appreciation of 
the “real” happens through a person’s sensory, cogni-
tive, emotional, language and cultural processes. 
Methodologically, this paradigm influenced the devel-
opment of the research question, interviews and the data 
analysis (Best et al., 2016; Maxwell, 2012; Patton, 
2014). For instance, the realist interview considers that 
the data are not just constructs, but also evidence of a 
real phenomenon. The formulation of questions is 
guided by theory. In addition, the relationship between 
the interviewer and the interviewee is more proximal, 
interactive, and aimed at learning and sense making 
(Manzano, 2016; Maxwell, 2012). Situating the research 
in the real world, the realist approach emphasizes the 
comparison and triangulation of sources as well as types 
of data (Clark, 2008; Maxwell, 2012). Finally, the real-
ist approach is characterized by its explanatory goals 
and its reliance on theoretical support (Clark, 2008; 
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Groff, 2010). As such, we find the concept of the “mech-
anism,” as previously defined, at the heart of realist 
explanations (Astbury & Leeuw, 2010; Emmel et al., 
2018).

Recruiting Participants

The persons in recovery (n = 15) and their caregivers  
(n = 15) were recruited through theory-focused sampling 
and chain sampling (Patton, 2014). Beginning with per-
sons in recovery, posters were used with two community 
organizations (Montréal, Québec, Canada). The province 
of Québec has a public and universal health system that 
includes mental health care, which is also supplemented 
by community organizations and private practitioners. 
Interested persons could call the first author (François 
Lauzier-Jobin). During this brief phone conversation, 
inclusion criteria were confirmed: (a) being 18 years of 
age or older; (b) speaking French; (c) having been diag-
nosed with depression or anxiety, at least 12 months  
prior to the interview (self-reported)2; (d) considering 
themselves to be in recovery (self-reported); (e) being 
able to answer the interview questions; (f) not having 
severe symptoms, as measured by the Patient Health 
Questionnaire (PHQ-9) and the Generalized Anxiety 
Disorder (GAD-7)3; and (g) being able and willing to 
identify their two most significant helpers (a caregiver 
and a professional) who could be interviewed.

The caregiver is the most significant carer in their 
informal support network, such as a spouse, family mem-
ber, friend, colleague or neighbor. The inclusion criteria 
for caregivers were as follows: (a) identified by the per-
son in recovery as having made a significant contribution 
to their recovery; (b) 18 years of age or older; (c) speak-
ing French; and (d) able and willing to answer the inter-
view questions.

This research project was reviewed and approved by 
the research ethics committee at Université du Québec 
à Montréal (certificate number: FSH-2015-032). 
Participants were offered $30 in compensation. Before 
obtaining written consent, the interviewer discussed the 
purpose of the project, the nature of the expected par-
ticipation and the ethical issues involved.

Data Collection and Analysis

Semi-structured interviews with the person in recovery 
and their caregiver were conducted separately. The inter-
views took place at a time and location of the interview-
ees choosing within a 100 km radius of Montréal (Québec, 
Canada) including at their home, their workplace, or the 
university’s offices. The interviews conducted and ana-
lyze in French (by the first author, François Lauzier-
Jobin), lasted approximately 90 minutes. All quotations 

were translated by a professional and revised by the 
authors to ensure their accuracy. An interview guide pro-
vided detailed instructions for each interview and 
included both primary and follow-up questions (see 
Supplemental File). These questions covered the person’s 
recovery, their relationship, and positive and negative 
social support. For example, for the person in recovery: 
“How did [name of caregiver] help with your recovery? 
Can you give me an example that illustrates the role this 
person had?” For the caregiver: “What was your role in 
[person’s name]’s recovery?” The same subjects were 
included in each interview, but information was kept con-
fidential from one interview to the other.

Each interview was recorded and transcribed (verba-
tim) by a research assistant. The transcriptions were 
revised and imported into qualitative analysis software 
(NVivo10 from QSR International). The data were ana-
lyzed using thematic analysis based on Braun and Clarke 
(2006) and others (Miles et al., 2014; Paillé & Mucchielli, 
2012; Saldaña, 2009; Zhang & Wildemuth, 2009). 
Deductive logic was used with the codes (themes and cat-
egories) developed based on prior research before the 
coding process began (Braun & Clarke, 2006). The codes 
were then reviewed and refined to make room for emer-
gent results. Particular attention was given to the links 
between mechanisms. These were identified and listed 
throughout the analysis. For example, when a participant 
mentioned “She was present, very listening” a link 
between Presence and Communication was noted. The 
direction of the arrow represents instances where a par-
ticipant naming one mechanism led to a second. Finally, 
citations were drawn from the transcripts to illustrate 
these links and a figure illustrating the articulation 
between the mechanisms was produced.

Results

A total of 30 individual interviews were conducted. Most 
participants were women for both persons in recovery  
(10 women, 5 men) and caregivers (9 women, 6 men). 
The persons in recovery had an average age of 54.4 years 
(SD = 12.4) and reported having mainly a bipolar (8), 
depressive (6), or anxiety (5) disorder. Caregivers were 
friends (6), spouses (5), or caregiver (two sisters, a father 
and a daughter).

The interviews allowed for the identification and 
description of different mechanisms that influence recov-
ery: (1) presence; (2) companionship; (3) emotional sup-
port; (4) communication; (5) validation; (6) instrumental 
support; and (7) influence. All of these mechanisms were 
mentioned by both stakeholders, although some were 
raised more often by the persons in recovery (communica-
tion) or by caregivers (validation and instrumental sup-
port). Together, these mechanisms correspond to the social 
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support that caregivers provide to a person in recovery. 
Defined in Table 2, these mechanisms are then individu-
ally described, including their operation, their effects, and 
important contextual variables. Although presented sepa-
rately, several mechanisms can occur simultaneously.

Generally, these mechanisms had a positive effect  
on recovery, although they can manifest negatively. 
Furthermore, each individual mechanism can occur uni-
laterally or reciprocally between the parties. Not only the 
caregiver helps the person in recovery, the latter can also 
support their caregiver. This aspect of reciprocity was 
present in nearly all of the relationships and is included in 
each of the mechanisms below. Many of the caregivers 
insisted on the fact that their relationship was reciprocal 
and went “both sides” (caregiver).4

Presence

The presence of their caregiver was often the first aspect 
that persons in recovery mentioned: “[. . .] she’s there. 
She’s there for me” (person in recovery).” The mere 
presence of a caregiver contributes to recovery. The 
mechanism of presence also involves continuity in the 
relationship and the quality of being “consistent” (care-
giver). Caregivers remained present even when the  
person was experiencing difficulties. Presence was per-
ceived as even more significant when the persons have 
gone through challenges or difficult times together. In 
these cases, the caregiver continued to be present 
“despite” these challenges.

For some of the persons in recovery, the presence of a 
loved one could even become their “raison d’être” 
(caregiver)—a reason to continue living and fighting. 
This element seemed particularly important for those 
who experienced suicidal ideation: “She kept me alive” 
(person in recovery); “I don’t think she would have 
worked as hard for herself if I hadn’t been there” 
(caregiver).

Personal recovery is a process that can stretch over a 
long time. This can be challenging for caregivers and 
some of them had to take a step back, which contributed 
to a feeling of isolation for the person in recovery. Others 
even considered abandoning the relationship altogether, 
but ultimately decided to stay. As one caregiver describes:

Especially when they hit their lowest point, what can you do. 
That’s really it. That’s when the person who’s there for the 
person who’s ill can really get discouraged. I’ve been 
tempted at those times to just drop it, to leave. It’s hard, it’s 
very, very hard. (caregiver)

Companionship

In addition to being present, participants often spoke 
companionship, doing activities together, especially 
things that are fun and distracting:

I think I’m one of the people around him who’s pretty 
healthy, who would jar him out of his constant refrain of “oh, 
you know, things aren’t going well for me.” [. . .] Because 
he’d come over to our place and it was like, alright, we’re 
making a good dinner, we’ll have a glass of wine [. . .] 
Simply to not always just be talking about negative things. 
(caregiver)

These activities were described as positive, typical, nor-
mal, and unrelated to mental health issues. They vary 
significantly, depending on the individual’s interests, 
whether it is going for a walk around town, being in 
nature or going for “outings.”

Emotional Support

Emotional support was primarily expressed by sharing 
emotions and by showing consideration for the person in 
recovery that he or she is important and by showing con-
cern. That consideration must also be communicated to 

Table 2. Social Support Mechanisms That Emerged From the Analysis.

Mechanism Emergent Definition

Presence Feeling a tie with another person. The act of being there, being present. Being accessible and available.
Companionship Doing activities together. Typical, “normal” activities, unrelated to mental health issues, often as 

distractions.
Emotional support Feeling and sharing emotions; demonstrating affection, love, intimacy. Paying attention, showing 

interest and consideration, demonstrating the person’s importance.
Communication Speaking, listening and discussing. Involves a welcoming attitude, openness, acceptance and non-

judgment. Feeling understood.
Validation Informing them whether their behavior is appropriate or normal. Encouragement, reinforcement, 

reflection of reality.
Instrumental 

support
Acting directly on the issue or its consequences: tangible support accomplishing day-to-day tasks, 

specific support with their mental health issues.
Influence Implicit or explicit power that takes many forms: making decisions, encouraging the adoption of 

behaviors thought to be beneficial, modeling.
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the person: “worrying about me, but so that I know about 
it” (person in recovery). For couples, the emotional 
dimension was expressed as intimacy, affection and sexu-
ality: “I cuddle up, we cuddle together. We caress each 
other. I try to show him my love” (caregiver).

The experience of caregivers was sometimes very dif-
ficult on an emotional level. Many mentioned feeling 
helpless, discouraged or distraught. Some caregivers 
were afraid of losing themselves in their efforts to help: 
“[. . .] at certain times, it can become a little overwhelm-
ing. [. . .] you don’t want to sink down into it as well. . . 
You’re looking into the abyss and you’re right on the 
edge!” (caregiver).

Communication

The mechanism of communication takes several different 
forms: verbal expression, listening, discussion, and the 
understanding it brings. Many participants expressed 
how speaking and listening were important aspects of 
support from caregivers. In these cases, listening was 
most appreciated when it came from a place that is wel-
coming, open, accepting, and free of judgment:

[This caregiver] is a person with an amazing quality of 
welcoming you without judgment. She accepts you as you 
are. Even if she doesn’t believe what you’re saying, she 
takes the time to listen to you. And just the fact of listening 
is already a huge help. (person in recovery)

Some participants associated communication more with 
conversation and dialogue. It was more reciprocal and 
involved a discussion covering several subjects that 
flowed in both directions: “With [my caregiver], there are 
times when I’m the one who talks more, and there are 
times when she talks more. So it’s a dialogue” (person in 
recovery).

Communication and the related understanding were 
important elements in social support from caregivers. On 
the other hand, persons in recovery stated that a lack of 
understanding and communication could impede 
recovery:

And [with this caregiver], often what I find difficult is that 
he doesn’t talk enough. [. . .] He talks to me, but it’s not 
often. With him, it’s more with his attitude, it’s not really 
verbal. So, sometimes I’d find that irritating, because I’d 
want him to talk more then, you know? (person in recovery)

Validation

With the validation mechanism, caregivers signaled the 
level of appropriateness or normality of behavior. 
Caregivers could support the persons by focusing on their 
efforts to recover:

[. . .] she recognized it and she shared it too. She has often 
said so. To friends, to family. “Hey, he’s working hard. I see 
him, he’s doing his reading, he’s meeting with groups, he’s 
doing his homework at home.” (person in recovery)

Caregivers could also encourage the persons in their 
efforts. In these cases, encouragement acted as positive 
reinforcement: “For every little accomplishment she has, 
I congratulate her all the time” (caregiver).

Finally, caregivers sometimes allowed themselves to 
show a reflection of reality, to point out deviations from 
the norm and to confront or downplay the person about 
problematic behaviors:

A little problem can be a big deal for her [. . .] she can inflate 
simple things. Well. Sometimes, I sometimes have the 
impression that, yeah, she’s making too big a deal of 
something. So then I step in to downplay it and try to get 
things back to normal a bit. (caregiver)

Instrumental Support

Instrumental support from a caregiver seemed to take 
place on two levels. First, there was tangible support to 
accomplish everyday tasks. Second, caregivers offered 
support specific to the person’s problem, namely, con-
cerning mental health interventions.

Tangible support included frequent daily tasks such as 
cooking or cleaning: “cooking, washing, dusting, sweep-
ing, making beds, [. . .] It’s really everyday life” (care-
giver). Help was particularly important when the person 
was going through difficult periods: “It’s certain that, if I 
see she’s having a more difficult day, I’ll take more respon-
sibility” (caregiver). This help also seemed particularly 
important for couples that had children at home. Persons in 
recovery shared how their spouses took “responsibility for 
everyday tasks [. . .] whether that’s cleaning, making food, 
the fridge, the laundry” (caregiver).

The persons in recovery received professional help for 
their mental health disorder. Although not responsible for 
therapeutic interventions, caregivers could still help by 
supporting the professional intervention in different 
ways. They could show an interest in the interventions, 
question and listen to the persons in recovery and even 
contribute to tasks between therapy sessions (such as 
homework):

[. . .] I’m not embarrassed to ask her for help with the 
homework we sometimes have, to try and clarify it, to see 
how she understands it so she can communicate that to me 
and so I can try to better understand all this. (person in 
recovery)

[. . .] But when she goes to her course there, she’ll talk more 
about it with me, since it’s more about working on yourself. 
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Because, yeah, sometimes I need to work on myself too. We 
all need to work on ourselves. (caregiver)

Conversely, the persons in recovery highlighted how 
damaging it could be to feel like their loved ones did not 
support their professional care. This lack of support often 
focused on medication:

When I got out of the hospital and everything, my brother 
wouldn’t stop saying, “oh, those pills are nothing but 
placebos you know, I don’t know what you were even doing 
there, I don’t understand. But, oh well, it’s your choice.” But 
I could see that it wasn’t at all like he believed. Y’know, he 
didn’t think I really needed help, all of that. But I needed it; 
I was suicidal. I needed it, but he couldn’t see the seriousness 
of what I was living. (person in recovery)

For their part, caregivers expressed their feeling of being 
left to their own devices in their role as caregivers. 
Despite efforts to find support, caregivers felt like they 
lacked specific resources to support them in their role:

There’s no easy way to face this issue or to know what to do. 
There’s no instruction manual for all this. [. . .] you’re sort of 
just left on your own. For anyone that lacks the tools to 
manage that, it’s . . . It’s problematic [. . .]. (caregiver)

Influence

When asked, most caregivers recognized that they had 
some power or influence over the person in recovery. 
This influence could take many forms. For example, 
some caregivers would try to influence the person in 
recovery through discussion. This type of influence can 
be similar to the validation mechanism:

[. . .] if I see that he has an idea that’s starting to get out of 
control. Well, I know that I have the ability to influence him. 
For sure. “Look, if we take this and we put it back into 
context, think about it a bit.” “Yeah, yeah.” He’s open to 
that. (caregiver)

Furthermore, caregivers could exert influence by encour-
aging the person they are helping to adopt behaviors and 
habits that they believe are beneficial, such as physical 
activity and a healthy diet:

Often, I’m the one to call her and force her a bit [. . .] 
sometimes she doesn’t want to go out. I ask her: “Have you 
gone out today?” She says, “No.” “OK, well, come on, we’re 
going for a walk.” “Ah well, I’ll call you back in five 
minutes, I’ll think about it.” “Don’t think too hard there, 
because we’re going for a walk.” You know, I push her. 
(caregiver)

Some caregivers highlighted how they would try to influ-
ence the person to “enjoy life” (caregiver) and to take 

advantage of the “good things in life” (caregiver). Finally, 
caregivers could influence the person through their own 
actions, as a model. As one caregiver explains:

But I think that, for example, I definitely have influence. I 
have an aspect where, I’m an engineer, so I’m very Cartesian, 
factual and focused on action. So, because she sees me doing 
things, naturally I have an influence on her, because 
sometimes she’ll say “OK, I’m coming along with you,” or 
we’ll change the way we do things because she’ll see me 
doing something and it’s something that she’ll adopt as a 
behaviour or as an activity she wants to do. (caregiver)

Linkages Between the Mechanisms

Social support mechanisms can be activated indepen-
dently or simultaneously. One of the advantages of our 
methodology is that it enabled us to connect these mecha-
nisms based on their co-occurrences. In Figure 1, the 
arrows represent links between the different mechanisms, 
as identified by respondents.

It should be noted that a certain hierarchy among the 
mechanisms emerged, as shown by the shapes in the 
model. The three central or “primary” mechanisms were 
presence, communication, and influence. It is hard, if not 
impossible, to imagine a support interaction that would 
operate without at least one of these. The four “second-
ary” mechanisms were closer to the classic social support 
functions (companionship, emotional support, validation, 
and instrumental support). The secondary mechanisms 
were less linked with each other and seemed to follow 
from, or depend on, the primary mechanisms.

In discussions with the participants, presence was nor-
mally the first mechanism mentioned, often accompanied 
by a reference to another support function provided by 
the caregiver: “I knew that if I needed physical, emo-
tional, sentimental support right away, whatever, well, the 
phone was right there” (person in recovery).

Companionship involved doing things with the per-
son. These activities had a social function allowing peo-
ple to be together. As such, there was a strong link to 
presence. Social activities also became opportunities to 
talk and to listen to each other (communication): “Last 
week, we went for dinner at a restaurant and we talked 
about all kinds of things, including his son” (caregiver).

Several participants highlighted the central role that 
communication played in recovery. Presence and com-
panionship allowed for the activation of the communica-
tion mechanism. For its part, communication allowed the 
person to share their emotions and vent: “[. . .] it’s impor-
tant to talk. But you also need to give him a chance to 
blow off steam” (caregiver). Furthermore, communica-
tion allowed for the activation of validation, influence 
and instrumental support. These links were most often 
identified by the caregivers.
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Finally, influence manifested more subtly in the other 
mechanisms: encouraging the person to take a walk with 
you (companionship), make food for someone who is not 
eating well (instrumental support), giving advice (com-
munication) or confronting the person about their prob-
lematic behaviors (validation):

[. . .] whether we like it or not, at some point, we have 
influence. Even if we want to leave them the choice. Well, at 
some point, I think that there is a certain choice that we make 
for ourselves that will influence the other in the right 
direction. Like encouraging their activities, encouraging 
certain orientations, to make decisions, but to make it 
rationalized. [To be] an advisor that can give some advice on 
certain aspects of a decision that she could make. (caregiver)

Concerning the link between influence and validation, 
even if they were intertwined, the decision was made to 
separate them, because influence is more than just vali-
dation and since influence manifests in the other 
mechanisms.

Discussion

Both the testimonials of persons in recovery and empiri-
cal research showed that social support by caregivers is 
an essential aspect of mental health recovery. To further 
develop our understanding of this subject, we conducted 
interviews with persons in recovery and their most sig-
nificant caregiver to elaborate on the mechanisms at the 
heart of this support. Our analyses showed how, in the 
specific case of mental health recovery, certain classic 

social support functions operate as mechanisms. At the 
same time, we allowed for new mechanisms to emerge. 
An emphasis was placed on the notion of mechanism in 
line with critical realism, which considers that science 
(Clark, 2008; Groff, 2010) and qualitative research 
(Maxwell, 2012) should have an explanatory aim.

Our analysis identified several mechanisms that corre-
spond to the classic social support functions, reinforcing 
their relevance and the importance of support in mental 
health recovery. Among these, companionship, emotional 
support, validation, and instrumental support remain 
important aspects of the support provided by caregivers, 
both from the perspective of the persons in recovery and 
their caregivers. On the other hand, our findings did not 
identify the presence of informational support: “providing 
knowledge that is useful for solving problems” (Wills & 
Shinar, 2000, p. 88). Berkman and colleagues (2000) 
noted that it can be hard to distinguish informational sup-
port from emotional support and validation.

Although the term “instrumental support” has been 
retained since it is the most used, we remain dissatisfied 
with it. We prefer “problem-focused support,” which 
could also include informational and intervention sup-
port. As such, one addition from our study is the inclusion 
of intervention support within instrumental support. 
Caregivers can contribute to recovery by supporting the 
therapeutic interventions of professionals (e.g., helping 
with therapeutic exercises) or hinder it by working against 
them (e.g., expressing doubts about prescribed medica-
tion). This finding offers a potential explanation for the 
relationship between social support and professional 
interventions. Social support has an influence on the use 

Figure 1. Schematization of the links between social support mechanisms.
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of mental health services (Albert et al., 1998; Klauer, 
2005; Kogstad et al., 2013), commitment to treatment 
(for a review see DiMatteo, 2004) and the effects of psy-
chotherapy (for a review see Roehrle & Strouse, 2008). 
Our study illustrates some of the processes by which this 
support operates: showing an interest in the interventions, 
asking questions, listening and even helping with the 
tasks to be completed between sessions with the 
therapist.

Furthermore, our analyses allowed for the addition of 
three new mechanisms typically not included in classic 
social support functions. First, we confirmed the inclu-
sion of presence as a social support mechanism for recov-
ery. This mechanism was initially suggested by Topor and 
colleagues (2006), who highlighted the importance of 
having caregivers present with persons (“standing along-
side”) and of not leaving them on their own. We found 
that presence was often the first aspect identified by 
respondents.

Second, numerous participants identified the impor-
tance of communication in their recovery. The impor-
tance of communication (speaking, listening, dialogue 
and understanding) is consistent with prior research on 
mental health. For example, Pennebaker (1995) and 
Niederhoffer and Pennebaker (2009) found that simply 
speaking has benefits for mental health (see also Ware 
et al., 2004 for a similar finding with mental health inter-
ventions). Speaking and listening are also included in the 
literature on social support (e.g., Lee et al., 2019), peer 
support (e.g., MacLellan et al., 2015; Mancini, 2019) and 
professional interventions (e.g., Gilburt et al., 2008). As 
such, it would seem essential for this element to be 
included among the mechanisms of social support.

Third, we suggest a final mechanism: influence. For 
authors working on these concepts, power and influence 
are ubiquitous in human activity (Grose et al., 2014; 
Prilleltensky, 2008). This focus on power is a distinguish-
ing feature of critical realism and highlights its link with 
critical theory (Patton, 2014). While difficult to define, 
power can be analyzed on different levels: individual, 
interpersonal and structural (Grose et al., 2014). In our 
study, the influence mechanism corresponded to an inter-
personal level of power. Social influence is a mechanism 
that links the quality of interpersonal relationships to 
health (Kawachi & Berkman, 2001; Thoits, 2011), usu-
ally through the promotion of healthy behaviors (e.g., 
Houle et al., 2017). However, several authors have noted 
that it remains understudied, especially in psychology 
(Grose et al., 2014; Prilleltensky, 2008; Thoits, 2011). 
Most caregivers we interviewed recognized that they 
exercise power or influence over the person they are help-
ing. Further, our findings show that this influence can 
take many forms: it can operate explicitly through a dis-
cussion, through the promotion of healthy behaviors or 

by acting as a model. However, our results did not find 
any differences regarding the access to different resources 
or unequal relationships: two traditionally important 
dimensions in the study of interpersonal power 
(Prilleltensky, 2008; Thoits, 2011). Influence would seem 
to be a central aspect of the experience of care and it 
deserves to be systematically included in future 
analyses.

Our study also treats the concepts of “negative” social 
support and “reciprocity” as fully distinct. This is con-
trary to Henderson (2011), who implied that relationships 
are negative because they are not reciprocal. Our findings 
show that each mechanism can have a positive or nega-
tive impact on recovery. “Negative” social support does 
not appear as a mechanism on its own, but rather as a 
dimension (valence) of each mechanism. Specifically, 
depending on the way in which it is activated, each of the 
mechanisms can have a positive or negative effect on 
recovery.

Practical Implications

The identification of social support mechanisms contrib-
utes to the development of interventions based on theory 
(Kawachi & Berkman, 2001; Thoits, 2011). The focus on 
mechanisms in social support enables us to identify, rein-
force, develop, and improve the processes responsible for 
recovery.

Our findings also highlight the difficulties caregivers 
sometimes face in their role. The role of caregivers is 
emotionally challenging, to the point where persons often 
express their own need for support. Paradoxically, 
although the presence of a caregiver supports recovery, 
several participants discussed how they had considered 
abandoning that role at one time or another. It seems criti-
cal to listen to their needs to support them in this crucial 
role. Unfortunately, despite the importance of caregivers, 
their need for support is often neglected (Yesufu-
Udechuku et al., 2015). Prior research has shown the 
positive effects of different interventions with caregivers, 
both for them and for the person in recovery (Chien & 
Norman, 2009; Lobban et al., 2013; Macleod et al., 2011; 
Yesufu-Udechuku et al., 2015). Guided by these results, 
interventions could offer different ways of helping based 
on the seven mechanisms. In addition to developing nec-
essary skills to support the person in recovery, these inter-
ventions could emphasize the importance of self-care for 
the caregivers themselves and getting the help they need. 
Participation in group interventions could increase care-
givers’ understanding of the disorders, improve their 
adaptation strategies, reduce their stress, and lessen their 
burden (Chien & Norman, 2009; Macleod et al., 2011).

Given the critical importance of social support for 
recovery (e.g., Leamy et al., 2011), it is essential that it be 
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properly discussed with the person in recovery (Hogan 
et al., 2002). In an individual intervention, the first step 
would be to evaluate the social support available to the 
person in recovery, through interviews, clinical observa-
tions, and standardized tools or, preferably, through a 
combination of these (Bertolino et al., 2009; Caron & 
Guay, 2005; Cohen et al., 2000; Dulmus & Nisbet, 2013; 
Milne, 1999; Rashid et al., 2017). More specifically, eval-
uation can serve to clarify not only the current state of 
support, but also the desired situation. The gap between 
the actual and the desired situation can be used to formu-
late the problem and establish intervention goals. 
Subsequently, it is possible to work on social support 
through individual interventions, whether by working on 
the person’s perceptions and expectations or working on 
social skills training. The professional can go even fur-
ther by integrating caregivers in the treatment or by sup-
porting them through different recognized approaches 
such as couples therapy, family therapy, support for care-
givers or peer support (Hogan et al., 2002; Milne, 1999; 
Morin & St-Onge, 2019; Perese & Wolf, 2005).

Finally, beyond interventions, this study demonstrates 
the importance of considering the perspectives of both 
stakeholder groups: persons in recovery and their care-
givers. Social support is an interactive process (e.g., 
Gottlieb & Bergen, 2010) and it is important that we go 
beyond methodological individualism and study it 
according to the perspectives of different actors (Aldersey 
& Whitley, 2015; Jacob et al., 2017). Caregivers provide 
important and relevant information that should be inte-
grated in research, evaluations, and implementation of 
services. Alas, the authors of a recent review (strategies 
for engaging patients and families in collaborative care 
programs) noted how rare it is for families to be engaged 
even in these types of programs (Menear et al., 2020). 
One possible solution is the use of trialogues, which bring 
together persons in recovery, their caregivers, and profes-
sionals for discussion seminars on mental health issues 
(Amering et al., 2012). Although their effects have never 
been systematically studied, trialogues have the potential 
to reduce the isolation of different actors, favor knowl-
edge acquisition, creating a shared vocabulary, and pro-
vide a sense of empowerment for all participants, 
including caregivers (Amering et al., 2012).

Strengths and Limitations

One strength of our study is the way in which it simultane-
ously considers the perspectives of both persons in recov-
ery and their caregivers. We believe that this triangulation 
of perspectives increases the validity of the findings, espe-
cially in a context where the perspective of caregivers 
generally receives less attention (Jacob et al., 2017).

In addition, our study draws explicitly on the literature 
on social support to document the role of caregivers in 
recovery. This allowed for the use of a deductive qualita-
tive approach to analyze the presence of mechanisms and 
the links between them. For example, having asked each 
of the caregivers about it, we can affirm that nearly all 
participants recognize that support includes an aspect of 
power and influence. Building on prior research also 
facilitates theoretical generalizations (Patton, 2014; 
Smith, 2018).

In terms of limitations, this study would have bene-
fited from developing a more detailed context of the par-
ticipants’ lives: socioeconomic status, age of caregivers, 
size of their network, and so on. These contextual ele-
ments would have helped to better interpret certain 
aspects of participants’ experiences, as well as placing the 
support mechanisms in a fuller context. This is an impor-
tant limitation of our study especially from a critical real-
ist stance. This limitation may be due to an initial 
emphasis on relationship dimensions that limited the 
study of some individual characteristics. Nevertheless, 
we recommend that future studies include these dimen-
sions. Another important dimension to include in further 
studies is the caregivers’ experience of their own mental 
health concerns. Nonetheless, without prompting, a third 
of the caregivers stated that they have or have had such an 
experience.

Another limit involves the use of self-reported diagno-
ses, with all its potential bias. Diagnoses are self-reported 
to be consistent with the philosophy of the recovery 
approach and of the two community organizations. A 
recovery approach puts less emphasis on a person’s diag-
nosis than a more traditional approach would. It would be 
worthwhile to expand future research to include other 
disorders or to propose an analysis differentiated by diag-
nosis as they may present specific issues.

Finally, the caregiver interviewed was the person who 
had most contributed to the recovery process. It is likely 
that this method of recruitment affected the results, par-
ticularly for negative aspects of social support, which 
may have been underestimated.

Conclusion

In this study, we described social support mechanisms 
specific to mental health recovery. Its findings empiri-
cally showed how most classic social support functions 
are applicable to mental health recovery, in addition to 
proposing new mechanisms: presence, communication, 
and influence. The results demonstrate both the breadth 
of the role played by caregivers in recovery and their own 
need for support while exercising this critical but demand-
ing role.
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Notes

1. Although imperfect, the term “caregiver” was chosen to 
designate the person who has made the biggest contri-
bution to recovery. This term was chosen over “family 
member,” “family caregiver,” or “carer.”

2. Diagnoses are self-reported to be consistent with the phi-
losophy of the recovery approach and of the two commu-
nity organizations. The study was originally intended to 
include only these two diagnostic groups, but the comor-
bidity with bipolar disorder led us to change the focus of 
the research during recruitment to adequately reflect our 
sample characteristics. Criteria (c) and (f) are reported as 
they occurred. Hence the disparity between our sample and 
our inclusion criteria.

3. Measuring the severity of depressive symptoms, the 
PHQ-9 includes nine items scored from 0 to 3 for a total 
score between 0 and 27, with a 20 or higher indicating 
severe symptoms. Measuring the severity of symptoms for 
anxiety, GAD-7 includes seven items scored from 0 to 3 
for a total score between 0 and 21, with a 15 or higher 
indicating severe symptoms.

4. Note: All of the citations included from the interviews 
have been translated from the original French by a profes-
sional translator.
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