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Background. Caregivers are crucial in ensuring that their relatives with heart failure (HF) reach proper self-care levels. Despite this,
the demanding nature of caring for others can lead to poor outcomes and the compromise of own needs, which raises the need for
perceived social support. Prior research does not ofer a thorough knowledge of how caregivers of people with HF regarded social
support and the characteristics that went along with it. Purpose. Te aim of this study was to develop a comprehensive un-
derstanding of perceived social support and its associated factors among caregivers of individuals with heart failure.Methods. Tis
is a secondary analysis of a convergent mixed-methods design study. Te perception of social support, mutuality, anxiety,
depression, and quality of life were assessed in 158 heart failure patients and their caregivers (physical and mental dimensions). In
50 caregivers, we also performed semistructured interviews. Results. Te mixed analysis and integration of qualitative and
quantitative inferences revealed two main factors afecting perceived social support. First, caregivers with strong familial network
and greater number of caregivers available for tangible caregiving support and moral support perceived increased sense of social
support. Second, caregivers with enhanced mental health had increased sense of social support. Conclusions. Caregiver perception
of social support might be infuenced by mental well-being status. To improve caregivers’ perceptions of social support and
community belonging, it is necessary to create and assess community- and individual-based mental health promotion in-
terventions. To strengthen the perception of support in the heart failure caring process, more dyadic strategies should be
established to improve patient-caregiver mutuality.

Hindawi
Health & Social Care in the Community
Volume 2023, Article ID 5550987, 11 pages
https://doi.org/10.1155/2023/5550987

https://orcid.org/0000-0003-0157-5319
https://orcid.org/0000-0001-8951-622X
https://orcid.org/0000-0002-2631-6287
https://orcid.org/0000-0003-2707-3210
https://orcid.org/0000-0003-4708-5227
https://orcid.org/0000-0003-3597-2048
https://orcid.org/0000-0003-4673-7473
https://orcid.org/0000-0002-5253-8596
https://orcid.org/0000-0003-2263-1340
https://orcid.org/0000-0003-1034-5988
mailto:angela.durante@uniupo.it
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1155/2023/5550987


1. Introduction

Caregivers of individuals with chronic illnesses, including
heart failure (HF), are prone to experiencing stress and
burden which can afect their well-being, quality of life, and
ability to provide care to their ill relatives [1, 2]. Perceived
social support is an important coping resource and a me-
diator in the relationships between stress and burden and
caregiver outcomes [3]. Prior research has shown the im-
portance of social support in enhancing well-being and
quality of life, as well as in reducing depression and anxiety
in caregivers [4–7].

Perceived social support is a multidimensional con-
cept comprised of emotional, instrumental, appraisal, and
informational support and includes supportive feedback
and physical assistance [8]. Broadly, it includes a struc-
tural and functional aspect. Structural aspect pertains to
the presence and size of one’s social network and the
number of social ties, exchanges, and interactions among
individuals, while functional aspect refers to the quality
and depth of social ties, exchanges, and interactions as
perceived by the caregivers [9].

Te availability of social support is particularly im-
portant to the physical and mental health of heart failure
caregivers [3]. Heart failure caregivers are responsible for
assisting with day-to-day disease management activities,
including, but not limited to, symptom monitoring and
management, dietary and treatment adherence, and
communication with health care professionals, in addi-
tion to addressing the emotional needs of the heart failure
patient [10, 11], necessitating adequate social support.
Prior studies suggest higher levels of social support are
related to decreased caregiver burden [8, 12, 13], in-
creased self-esteem [14], improved mental well-being
[3, 15, 16], and enhanced ability to cope with stress
[17]. However, there is also some evidence indicating that
the level of mutuality between the caregiver and patient
infuences caregivers’ stress and the social relationship
within the dyad [18]. Given the importance of perceived
social support in helping caregivers cope with caregiving-
related stressors, prior research has examined the levels
and factors afecting perceived social support among
caregivers of individuals in other populations, such as
cancer [19–21], stroke [22], and palliative care [23], or
having specifc conditions such as severe dependence in
activities of daily living [24].

However, few studies, to date, have focused on per-
ceived social support in caregivers of individuals with
heart failure even though these caregivers play an in-
strumental role in home and community care, symptom
management, and self-care of individuals with heart
failure [25, 26]. While caring for their loved ones with
heart failure, caregivers experience stress, fears, burden,
reduced quality of life, uncertainties in the care of their
relatives, and reduced social and family interactions
[27–29]. In fact, heart failure caregivers often report a lack
of support and disease management knowledge which
results in uncertainties, in addition to changes in roles and
activities, and increased demands to address heart failure

care needs [30, 31]. Heart failure caregivers also experi-
ence increased physical, emotional, social, spiritual, and
fnancial burdens afecting their well-being [30], high-
lighting the need to examine the levels of perceived social
support in this population. Terefore, assessment of
perceived social support among these caregivers is of
utmost importance to inform efective approaches to
enhance their abilities to support their relatives with heart
failure in disease and symptom management. Since there
is a dearth of both qualitative and quantitative studies on
perceived social support among caregivers of individuals
with heart failure, a mixed methods study was designed to
generate a better and more comprehensive understanding
of levels and factors afecting perceived social support
among caregivers of heart failure.

2. Aim and Objectives

Te aim of this study is to develop a comprehensive un-
derstanding of perceived social support and its associated
factors among caregivers of individuals with heart failure.
Te specifc objectives were as follows:

(i) To determine the levels of perceived social support
among caregivers of individuals with heart failure
(quantitative)

(ii) To identify the factors afecting perceived social
support (quantitative)

(iii) To explore the perspectives of caregivers of in-
dividuals with heart failure regarding perceived
social support (qualitative)

(iv) To determine the extent to which quantitative data
about perceived social support levels and factors are
consistent with or divergent from the qualitative
data regarding perspectives of perceived social
support (mixed methods).

3. Methods

3.1. Design. Tis is a secondary analysis of a study using
a convergent mixed method approach [29]. Tis approach
allows for the parallel collection of qualitative and quanti-
tative data [32] to elucidate a broader understanding of
a phenomenon and generate meaningful understanding
from qualitative and quantitative perspectives [33].

3.2. Study Setting and Sample. Te study was conducted in
three European countries: Italy, Spain, and the Netherlands
between February 2017 and December 2018. A convenience
sample of caregivers was recruited in multiple settings such
as an internal medicine ward, outpatient clinic, and private
cardiologist medical ofce. Te inclusion criteria were (a)
being an informal caregiver (i.e., spouse, child, and friend)
for a patient who had been diagnosed with HF according to
the guidelines of the European Society of Cardiology [34]
from at least 3months before data collection and (b) being
willing to sign the informed consent form. Fifty caregivers
participated in the study (20 from Italy, 19 from Spain, and
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11 from the Netherlands) and 158 caregivers (85 from Italy,
68 from Spain, and 5 from the Netherlands) completed the
quantitative phase.

3.3. Data Collection Instruments. Te interview guide in-
cluded 21 open-ended questions that were created based on
prior research on the feld and the researchers’ combined
professional experiences; further details can be found in the
parent study [29]. Te quantitative variables’ perceived
social support, quality of life, mutuality, anxiety, and de-
pression were collected using valid and reliable instruments;
while for sociodemographic characteristics and hours
dedicated to caregiving, an ad hoc form was developed.

Te Multidimensional Scale of Perceived Social Support
(MSPSS) was used [35] to assess caregivers’ individual
perception of the level of support they received from their
social network. Tis scale consists of 12 items, rated on a 7-
point Likert scale, ranging from “very strongly disagree” to
“very strongly agree,” which assess three diferent di-
mensions of social support: family support, friend support,
and signifcant other support. Te responses for each of the
three subscales are scored separately, with higher scores
indicating higher perceived social support. Te total MSPSS
score is the mean of the three subscale scores and ranges
from 1 to 7. In our sample, the MSPSS showed excellent
internal consistency reliability (overall Cronbach’s
alpha� 0.94).

Quality of life was measured for both patients and
caregivers using Short Form 8 (SF-8). Each of the eight items
is rated on a 5-point Likert scale, ranging from “excellent” to
“poor” [36]. Te SF-8 generates two summary scores:
a physical component score (PCS) that describes the quality
of physical health and a mental component score (MCS) that
describes the quality of mental health. Scores range from 0 to
100, with higher scores indicating better health-related
quality of life. In our study, the SF-8 scale showed excel-
lent internal consistency reliability for both patients (overall
Cronbach’s alpha� 0.89) and caregivers subsample (overall
Cronbach’s alpha� 0.92) (patients (physical
component� 0.83 and mental component� 0.84) and
caregivers (physical component� 0.88 and mental
component� 0.87)).

Te positive relation within the patient-caregiver dyad
was measured with the mutuality scale (MS) for both pa-
tients and caregivers, which includes 15 items, rated on a 5-
point Likert scale, ranging from “strongly disagree” to
“strongly agree” [37].TeMS also has four dimensions: love,
shared pleasurable activities, shared values, and reciprocity.
Te total score was calculated as the mean of all item scores
which ranges from 0 to 4, with higher scores indicating
higher levels of mutuality in the relationship. In our study,
the MS showed excellent internal consistency reliability for
both patients (overall Cronbach’s alpha� 0.98) and care-
givers subsample (overall Cronbach’s alpha� 0.98).

Te Hospital Anxiety and Depression Scale (HADS) was
used to assess the symptoms of anxiety and depression in the
caregiver sample [38]. Te HADS includes 14 items, with 7
items each for the anxiety and depression subscales, rated on
a 4-point Likert scale, ranging from “0” to “3” indicating the

extent to which caregivers have experienced each symptom
over the past week. Te possible range of scores for each
subscale is 0–21, with higher scores indicating higher levels
of anxiety or depression. In our sample, the HADS showed
good internal consistency reliability for anxiety subscale
(overall Cronbach’s alpha� 0.83) and depression subscale
(overall Cronbach’s alpha� 0.81).

3.4. Data Collection. For qualitative data, individual semi-
structured interviews were conducted with caregivers. In-
terviews were then audio-recorded and stored on a digital
device. Quantitative data, on HF patients and caregivers,
were collected after they accepted to be enrolled. Specifcally,
for those caregivers who were enrolled in the qualitative
phase, quantitative data were collected after the interview,
with the intention of having an already elaborated refection
about the experience of caregiving, without infuencing the
narration.

3.5. Data Analysis. Quantitative data analyses were per-
formed using IBM Statistical Package for Social Sciences
(SPSS) version 26.0. Descriptive statistics were used to
present participants’ demographic characteristics. Multiple
linear regression analysis was conducted to identify factors
associated with caregivers’ perceived social support. Te
predictor variables were caregivers’ quality of mental and
physical health, patients’ quality of mental and physical
health, caregivers’ mutuality, patients’ mutuality, and
caregivers’ anxiety and depression. Missing data were ex-
cluded listwise, and a complete case analysis was performed.

Content analysis according to Mayring [39] was per-
formed on qualitative data, with the support of NVivo 12.
Data were analyzed using a deductive approach applying the
specifc technique of content structuring [39]. We developed
an a priori codebook composed of codes related to the items
ofMSPSS scale domains (family support, friend support, and
signifcant other support). Hence, we applied the frst-round
coding using Verbal Exchange Coding. Tis type of coding
allowed us to detect the verbal expressions from the verbatim
transcript interview referring to the perceived social support
according to the MSPSS items [40]. Subsequently, we per-
formed a second round coding using pattern coding in order
to identify overarching themes through the abstraction from
individual codes. Pattern coding aims to develop the “meta-
code,” the category label that identifes similarly coded data
and involves identifying patterns or relationships [40]. Tis
kind of coding allows defning a structure through codes and
categories previously identifed.

Once independent analyses were fnalized, results were
merged using joint displays. Te mixed methods integration
was completed using the merging integration procedure that
entails combining qualitative and quantitative data analyses
and interpretation levels to generate a meaningful un-
derstanding [33, 41]. Te quantitative data about overall
scores of MSPSS across three domains were compared with
the qualitative themes to examine if any confrmed, di-
vergent, or expanded metainferences could be generated
[42]. Complete reporting was done using the criteria for
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reporting mixed methods studies in health services research
(GRAMMS) checklist [43].

3.6. Validity and Reliability/Rigor. Verbatim transcriptions
were randomly checked before the analysis to ensure ac-
curacy (10% of the total interviews). Lincoln and Guba
trustworthiness criteria for rigor were applied. We collected
interviews from caregivers of diferent ages to achieve in-
tegration and to have diferent points of view about the same
phenomenon. Tick description of qualitative data was
provided in accordance using contextualized and relational
narrative [44]. Furthermore, data were collected in three
diferent countries in Europe, with diferent attitudes, be-
liefs, and policies regarding family caregiving. Tis allowed
us to have a diferent perspective about caregiver’s experi-
ence and improved credibility. A persistent and long in-
vestigation before the interviews allowed the researchers to
become familiar with the participants to ensure credibility in
the knowledge about the phenomenon. In addition, data in
the original language are available to ensure the credibility of
transcription and to preserve the cultural identity of the
participants [29].

3.7. Ethical Considerations. Tis research conformed with
the Helsinki Declaration. Before data collection, both pa-
tients and caregivers completed the informed consent forms
once the research protocol was approved by each center’s
ethics committee. Te participants had the freedom to leave
the study whenever they wanted without facing any re-
percussions; participation was voluntary and unpaid. Te
cooperating universities’ secure archives held the data sets.

4. Findings

4.1. Demographics. In total, 158 caregivers participated in
the study. Most of the caregivers were female (71.5%) with
a mean age of 57 (SD 14.4), were married (74.7%), had a high
school diploma (34.8%), and were employed (33.6%). Most
caregivers (87.3%) reported that they only had the basic
necessities to live and were living in cohabitation with their
relatives with heart failure (56.3%). Most of the caregivers
identifed themselves as the spouse (39.9%), son/daughter
(34.2%), and son/daughter-in-law (10.1%) of the patients
they cared for (Table 1).

4.2. Quantitative. Te mean score for perceived social
support was 4.87 (SD 1.51) with the highest mean scores on
family (mean 5.51 and SD 6.0), signifcant other (mean 5.10
and SD 5.75), and friend (mean 4.00 and SD 4.5) support
subscales. Most caregivers reported high (59.5%) and
moderate (24.7%) levels of perceived social support. Te
mean scores for all the predictors are presented in Table 2.

Te regression analysis determined the relationship of
predictors (caregivers’ quality of mental and physical health,
patients’ quality of mental and physical health, caregivers’
mutuality, patients’ mutuality, caregivers’ anxiety and de-
pression, and hours of caregiving per week) with the

caregiver’s perceived social support. Tis model is statisti-
cally signifcant, explaining 19.7% of the variability in MPSS,
F (9, 148)� 4.090, p< 0.01, and R2 � 0.197. However, only
three variables, namely, caregivers’ mutuality (p � 0.037),
patients’ mutuality (p � 0.006), and caregivers’ quality of
mental health (p � 0.017) signifcantly related to caregivers
perceived social support. Specifcally, caregivers’ mutuality
(β� 0.224) and caregivers’ quality of mental health
(β� 0.281) were positively associated with caregivers per-
ceived social support, while patients’ mutuality (β� − 0.284)
was negatively associated with caregivers perceived social
support (Table 3).

5. Qualitative Findings

5.1. Factors Enhancing Personal Sense of Perceived Social
Support

5.1.1. Familial Network for Tangible Assistance and Moral
Support. Te caregivers expressed that the presence of
a strong familial network for tangible (actionable) assistance
in caregiving tasks and moral support was critical for en-
hanced perceived social support. Caregivers noted that

Table 1: Sociodemographic data.

Characteristics Caregivers (n� 158)

Age Mean 57.0
SD 14.4

Gender n (%)
Male 45 (28.5)
Female 113 (71.5)

Marital status n (%)
Married 118 (74.7)
Separate/divorced 7 (4.4)
Single 31 (19.6)
Widow 2 (1.3)

Education n (%)
Primary school 33 (20.9)
Secondary school 41 (25.9)
High school 55 (34.8)
Degree 24 (15.2)

Relation with patients n (%)
Son/daughter 54 (34.2)
Wife/husband 63 (39.9)
Son/daughter in law 16 (10.1)
Brother/sister 5 (3.2)
Friend 3 (1.9)
Others 14 (8.9)

Cohabitation n (%)
Yes 89 (56.3)
No 68 (43.0)

Employment n (%)
Homemaker 20 (12.7)
Employee 53 (33.6)
Retired 41 (25.9)
Unemployed 17 (10.8)
Unemployed (because of caring) 26 (16.5)

Financial status n (%)
Serious fnancial problems 7 (4.4)
Having the necessities to live 138 (87.3)
Having more than enough to live well 13 (8.2)
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family members ofered their support in the decision-
making process and in implementing the caregiving tasks.
One of the caregivers described how her daughter helped her
in making critical decisions about caregiving.

“I have my daughter who is an incredible help. She has
helped me make important decisions to deal with many
situations such as dad’s illness and dealing with mum’s
situation. Also, my other son, but my daughter being a girl
understands you more surely so there is a very close re-
lationship between us. She helps me a lot, let’s say she’s my
point of reference now.” (Italian woman, 55 age)

Readiness to receive help when requested is perceived by
caregivers as a valuable support resource during challenging
times. Tey recognized the importance of strong familial
network as a source of help. Moral support was mainly
perceived in the chats that caregivers may have with their
relatives. When they fnd themselves in a situation of need,
women caregivers rely on the support of family members of
the same gender. Our fndings show that the possibility to
talk and confde in each other is perceived as a source of
moral support and increases the sense of closeness

“We talk a lot as a family, that’s what makes us get along. It
is what makes them feel close to me. My mother and I talk
three times a day, and with my sister, we could spend three
hours on the phone every day, for the whole year.” (Spanish
woman, 52 age)

5.2. Social Sources for Emotional Refuge. Caregivers
expressed that having social sources for emotional refuge
was valuable in enhancing their perceived sense of social
support. Two key social sources were mentioned, namely,
health care professionals and grandchildren. Older
caregivers fnd the little ones in the family to be a source
of joy and emotional refugee. Being able to look after
their grandchildren is a reciprocal exchange of support
that the little ones return by giving joy by making the
grandparents feel useful and address their stress and
negative emotions. For example, one of the caregivers
shared

“We have six grandchildren who do more than support us
and do not make us think from morning to night evening.”
(Italian woman, 70 age)

Caregivers noted that often healthcare professionals
would use humor to change the state of their mind enabling
them to increase their perception of closeness to the
caregiver-patient dyad during difcult times. Many care-
givers expressed that having health care professionals who
are able to reignite their internalized joy was benefcial
during emotionally challenging day. For example, one of the
caregivers shared her feelings about the family doctor.

“We are fortunate to have a family doctor who sometimes
plays downmany problems and gives us serenity, we always
consult him” (Italian woman, 79 age)

Table 2: Descriptive statistics for quantitative variables.

Independent variables Mean Std. D
Quality of mental health (caregivers) 74.46 (range 0–100) 20.64
Quality of physical health (caregivers) 75.36 (range 0–100) 18.89
Quality of mental health (patients) 61.46 (range 0–100) 22.63
Quality of physical health (patients) 53.63 (range 0–100) 21.83
Mutuality (patients) 3.13 (range 0–4) 0.91
Mutuality (caregivers) 2.99 (range 0–4) 0.98
Caregivers anxiety 6.35 (range 0–21) 4.48
Caregivers depression 5.67 (range 0–21) 4.32
Perceived social support (dependent variable) 4.87 (range 1–7) 1.52
Hours of caregiving per week 30.39 28.28

Table 3: Regression analysis on perceived social support of caregivers.

Variables
Unstandardized
coefcients Std. coefcients 95% CI for B

B Std. error Beta t Sig Lower bound Upper bound
(Constant) 4.807 0.875 5.493 0.000 3.078 6.536
Mutuality (patients) −0. 7 0.170 −0.28 −2.782 0.006 −0.810 −0.137
Mutuality (caregivers) 0.3 7 0.165 0.22 2.100 0.037 0.020 0.673
Caregivers anxiety −0.059 0.039 −0.173 −1.502 0.135 −0.136 0.018
Caregivers depression −0.018 0.039 −0.051 −0.456 0.649 −0.095 0.059
Quality of physical health (patients) 0.005 0.008 0.079 0.711 0.478 −0.010 0.021
Quality of mental health (patients) 0.004 0.007 0.053 0.476 0.635 −0.011 0.018
Quality of physical health (caregivers) −0.016 0.009 −0.194 −1.808 0.073 −0.032 0.001
Quality of mental health (caregivers) 0.021 0.009 0.281 2. 0 0.017 0.00 0.038
Hours of caregiving per week 0.004 0.004 0.067 0.825 0.410 −0.005 0.012
Te bold values indicate the values that are signifcant.
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5.3. Factors Hindering Personal Sense of Perceived Social
Support

5.3.1. Inadequate Social Protection Services. Some conditions
beyond the caregivers’ control afect the perceived support.
Social policies that do not protect the caregiver-patient dyad
increase the sense of isolation and social abuse. Te caregivers
noted that lack of health system level support regarding the
rights, care, and needs of informal caregivers negatively afected
their sense of perceived social support.Tey felt that their work
was not appreciated for the care and support that they were
ofering for their relatives with heart failure. Te caregivers
were particularly concerned that if something happened to
them, their loved ones would be left by themselves because
informal caregivers’ importance and work are ignored.

“Talk everywhere in the Netherlands; oh, informal caregiver
who is so burdened, we have to help them, no! informal
caregivers do not count in the Netherlands as a person.
Informal caregiver help . . . because that. . . Never, never
pay anyone, you are being bullied, you are, you have been
mentally abused, you have been fnancially abused. All
sides just so far . . . leave caregiver no more room, informal
caregiver get sicker . . . Last year I have had horrible
problems for my heart, for my shaking of my hands, for I
also for community, I have applied for my husband ac-
companiment.” (Dutch woman, 55 age)

5.3.2. Family Structure. Family structure changes the per-
ception of support around the caregiver. Tose caregivers
that were the only child in their family felt that they were
alone and could only rely on familial network during
stressful times. Tey noted that not having siblings or close
family members led to a greater sense of abandonment and
loneliness. Tis loneliness afects their physical and emo-
tional strength to cope with caregiving demands and self-
care.

“It’s just that she goes to a lot of trouble in this as I’m an
only child, if something happens to her, I’m left alone; and
so more or less between the two of us we support each other”
(Spanish woman, 63 age)

5.4. Mixed Methods Analysis. Tis analysis generated one
confrmed and one discordant fnding and illustrated using
joint display [45]. First, the familial network was considered
to be important for enhanced social support. Second, the
presence of friends was not recognized as an essential ele-
ment contributing to increased sense of social support based
on qualitative data (see Table 4 joint display 1).

Te second merged analysis identifed two confrmed
and one discordant factor that contributed to caregivers’
perceived social support. Tree metainferences were gen-
erated: improved mental well-being of caregivers increased
their sense of social support, stronger familial network and
additional caregivers enhanced perceived social support, and
better relationship with patients decreased the sense of
perceived social support (see Table 5 joint display 2).

6. Discussion

Tis study aimed to understand the factors afecting
perceived social support among caregivers of people with
heart failure. Te mixed analysis and integration of
qualitative and quantitative inferences revealed two main
factors afecting perceived social support. First, caregivers
with strong familial networks and a greater number of
caregivers available for tangible caregiving support and
moral support perceived an increased sense of social
support. Second, caregivers with enhanced mental health
had an increased sense of social support. Previous studies
note that social support can improve mental well-being
and reduce depression and stress among caregivers [4–6].
Findings of a meta-analysis conducted by Harandi et al.
[46] also noted that increased levels of perceived social
support could reduce stress, anxiety, and distress, thereby
improving mental health. While the efect of social sup-
port on mental health is evident, our study found that
having improved perceived mental health and well-being
can improve social interactions among caregivers. Tere
also may potentially be a bidirectional relationship be-
tween mental health and social support in caregiving, with
some research suggesting that social support may act as
a mediator in the relationship between caregiving quality
of life indicators and depression in heart failure
caregivers [3].

Te presence of a strong familial network and the
availability of additional caregivers enhanced perceived
social support among caregivers. Previous studies demon-
strated that having a strong family network and relationships
can increase the sense of support and security in caregivers
of individuals with chronic illnesses such as chronic ob-
structive pulmonary disease [47] and cancer [20, 21]. Te
qualitative fndings of this study also noted that lack of
adequate caregivers and being a single caregiver (i.e., family
structure) hinder an increased sense of perceived social
support. Tis further ofers some evidence that sharing
caregiving tasks among family members or other caregivers
such as friends and distant relatives can provide a greater
sense of social support.

Te quantitative and qualitative fndings corroborated
the perceived social support-promoting factors. However,
the qualitative fndings also revealed limited social pro-
tection services for caregivers could afect their mental well-
being and the sense of support required to adequately care
for their loved ones.Tis fnding brings to attention the need
to develop more policies to support informal caregivers in
caring for their relatives with chronic illnesses at home and
in community settings. More social protection services and
resources should be made available to caregivers through
governmental bodies. It was found the caregivers used social
sources for emotional refuge. However, the participants did
not ofer a more in-depth understanding of the nature and
type of social sources. Healthcare professionals and
grandchildren were identifed as social sources, but further
qualitative inquiries to understand the role and infuence of
other social sources such as friends and acquaintances can be
useful for designing community-based social support
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interventions involving wider social groups perceived as
sources.

Te study has several implications for diverse socio-
cultural and geographic contexts. Te study demonstrated
the multifaceted nature of perceived social support.
Healthcare professionals and social workers can use the
fndings to better support caregivers in caregiving eforts
through ofering emotional and caregiving support. Te
nature of perceived social support can vary across cultures
and contexts. Terefore, healthcare professionals and social
workers should be cognizant of the sociocultural factors and
diversity when ofering services and designing psychological
support interventions to enhance social support. Finally,
healthcare administrators in acute and social care settings
and professionals should ensure that training resources and
services are readily available to caregivers living in low re-
source settings.

6.1. Areas for Future Research. Based on the study fndings,
several areas for future research have been highlighted for
diverse sociocultural and geographic contexts. Future re-
search should focus on examining the bidirectional re-
lationship between mental health and social support,
specifcally the efect of anxiety, stress, and distress on both
mental health and social support. Research can also examine
the relationships of perceived social support, mental health
of caregivers, and its impact on the care outcomes of their
relatives with chronic illness. Further research can provide
more insights into the diferences in perceived sense of
support perceived by immediate family members and
friends and acquaintances and also a better understanding of
what strong social support entails for various types of
caregivers can ofer insights into improving the informal
caregiving process. Further research into the nature of social
protection services available to caregivers across diferent
European countries as well as around the world can be
valuable to examine the disparities in the resource avail-
ability to informal caregivers. More economical and cost-
based analysis can also focus on designing protection ser-
vices and assessing their cost-efectiveness and impact on the
care of patients. Further studies using social network
analysis can be used to explore the infuence of various social
relationships and interactions on the caregiving journeys of
caregivers. Such analyses ofer valuable insights into un-
derstanding how social relationships, perceived social sup-
port, and type of social sources impact the caregivers’
caregiving.

6.2. Limitations. Tis study ofered an explanatory view of
factors afecting caregivers’ perceived social support without
capturing the nuanced complex interplay and evolution of
factors over time. However, considering that it is a secondary
analysis, some of the following limitations could not have
been controlled. Most of the caregivers were female, limiting
the generalizability of the study fndings. Additionally, since
caregivers often experience burnout, there is a possibility of
recall bias. Moreover, clinical details about patients’ NYHA
class, severeness of the symptoms, and ejection fraction were

lacking, impeding further development. Terefore, future
longitudinal studies should be designed by considering these
limitations to better understand the interplay of these factors
over time. Our sample comprised European caregivers
which may afect the generalizability and transferability of
fndings to other populations in North America, Asia, and
Africa. Caregiving is context-dependent; therefore, future
inquiries in other contexts may provide valuable insights.

7. Conclusions

Increased sense of social support plays an instrumental role
in improving the caregivers’ ability to care for their loved
ones with heart failure. When caregivers feel a strong
connection and relationship with their families and are able
to readily access them for moral support and tangible
support, they are able to devotemore eforts into care of their
relatives with the illness. Using the social support promoting
and hindering factors as baseline, researchers and practi-
tioners can design and evaluate community-based social
support interventions to facilitate caregivers in the care of
their loved ones with heart failure and other chronic
illnesses.
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[8] R. del-Pino-Casado, A. Fŕıas-Osuna, P. A. Palomino-Moral,
M. Ruzafa-Mart́ınez, and A. J. Ramos-Morcillo, “Social
support and subjective burden in caregivers of adults and
older adults: a meta-analysis,” PLoS One, vol. 13, no. 1, Article
ID e0189874, 2018.

[9] J. Drageset, “Social support,” in Health Promotion in Health
Care– Vital Teories and Research, G. Haugan and
M. Eriksson, Eds., pp. 137–144, Springer International Pub-
lishing, Berlin Germany, 2021.

[10] L. Kitko, C. K. McIlvennan, J. T. Bidwell et al., “Family
caregiving for individuals with heart failure: a scientifc
statement from the American Heart Association,”Circulation,
vol. 141, no. 22, pp. e864–e878, 2020.

[11] A. Durante, M. Paturzo, A. Mottola, R. Alvaro, V. Vaughan
Dickson, and E. Vellone, “Caregiver contribution to self-care
in patients with heart failure: a qualitative descriptive study,”
Journal of Cardiovascular Nursing, vol. 34, no. 2, pp. E28–E35,
2019.

[12] M. Lopez Hartmann, J. De AlmeidaMello, S. Anthierens et al.,
“Caring for a frail older person: the association between in-
formal caregiver burden and being unsatisfed with support
from family and friends,” Age and Ageing, vol. 48, no. 5,
pp. 658–664, 2019.

[13] M. Nemcikova, Z. Katreniakova, and I. Nagyova, “Social
support, positive caregiving experience, and caregiver burden
in informal caregivers of older adults with dementia,”
Frontiers in Public Health, vol. 11, Article ID 1104250, 2023.

[14] T. K. Inagaki and E. Orehek, “On the benefts of giving social
support: when, why, and how support providers gain by
caring for others,” Current Directions in Psychological Science,
vol. 26, no. 2, pp. 109–113, 2017.

[15] L. Muñoz-Bermejo, J. C. Adsuar, S. Postigo-Mota et al.,
“Relationship of perceived social support with mental health
in older caregivers,” International Journal of Environmental
Research and Public Health, vol. 17, no. 11, p. 3886, 2020.

[16] E. S. George, M. Kecmanovic, T. Meade, and G. S. Kolt,
“Psychological distress among carers and the moderating
efects of social support,” BMC Psychiatry, vol. 20, no. 1,
pp. 154–159, 2020.

[17] K. S. Zee and N. Bolger, “Visible and invisible social support:
how, why, and when,” Current Directions in Psychological
Science, vol. 28, no. 3, pp. 314–320, 2019.

[18] T. M. Cooney, C. M. Proulx, and D. B. Bekelman, “Changes in
social support and relational mutuality as moderators in the
association between heart failure patient functioning and

caregiver burden,” Journal of Cardiovascular Nursing, vol. 36,
no. 3, pp. 212–220, 2021.

[19] N. X. Long, N. B. Ngoc, T. T. Phung et al., “Coping strategies
and social support among caregivers of patients with cancer:
a cross-sectional study in Vietnam,” AIMS Public Health,
vol. 8, no. 1, pp. 1–14, 2021.
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