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This qualitative study explores the ways in which disadvantaged women
benefit from social support from a trained volunteer during pregnancy
and the postnatal period, using the theoretical frameworks of stress and
coping and a multi-dimensional model of social support. Forty-seven
mothers took part in semi-structured interviews. The mothers, who had
received social support through nine volunteer projects in England, faced
many potentially stressful challenges besides having a baby (such as poverty,
poor housing, histories of abuse, motherhood at a young age, living with
physical or mental health difficulties, migration and insecure immigration
status). Analysis was in two distinct stages: first, an inductive thematic
analysis of mothers’ experiences, and second, mapping of the results onto
the theoretical frameworks chosen. Volunteers built relationships of trust
with mothers and gave skilled emotional support, positive appraisal sup-
port, informational support and practical support according to mothers’
individual needs, thereby assisting mothers exposed to multiple stressors
with problem-focused, emotion-focused and perception-focused coping.
This helped to reduce social isolation, increase effective access to services
and community resources, and build mothers’ confidence, self-esteem and
self-efficacy. Volunteer social support may have particular salience for
mothers who lack structural support and need skilled functional support.

This article is part of the theme issue ‘Multidisciplinary perspectives on
social support and maternal–child health’.
1. Background
There are significant health inequalities for disadvantaged mothers and their
babies in the UK. They are both at increased risk of poor physical and mental
health outcomes if the mothers are poor, migrants, from Black, Asian and min-
ority ethnic communities, single or young [1–7]. These outcomes may be
influenced by poorer access to maternity and child health services [8] and the
effects of stressful life events or chronically stressful circumstances [9,10].

Psychosocial stress can be understood as the interaction between the
existence of an objective stressor, a person’s subjective cognitive appraisal
of the stressor and their reaction in the light of this appraisal [11]. In this
model, the experience of stress involves a mismatch, which is the perception
that the demands imposed by the stressor exceed the available resources for
coping. ‘Coping’ describes behaviours that protect the person frompsychological
harm resulting from the stressor, and may be focused on removing the stressor,
on altering perception of the meaning of the stressor, or on managing the
emotional consequences effectively [12]. Some coping resources are psycho-
logical, such as a sense of self-efficacy or self-esteem [12]. Another important
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resource that can buffer the impact of stressors through coping
assistance is social support, defined as a person’s perception of
the availability of others to provide emotional, psychological
and material resources [13]. Social support may deal directly
with the stressor (problem-focused coping assistance), help
to cognitively redefine the stressor as less threatening (percep-
tion-focused coping assistance) or alter the person’s reactive
self-perception (emotion-focused coping assistance) [12,13].
In addition, social support may improve emotional wellbeing
by offering companionship, a sense of belonging and
mattering to other people [14].

Mothers typically receive social support from their part-
ners, family (especially their own mothers), friends and
health professionals when they have a baby. Social support
has been found to enable mothers to cope more effectively
with the stress of having a baby [15,16], and it is an important
protective factor against antenatal and postnatal depression
and anxiety, and a key ingredient for developing parenting
confidence [6,16–22]. Social support is constructed as both
structural, which refers to the number of relationships in
a person’s social network, and functional, which refers to
dimensions of the support itself—emotional, appraisal
(esteem), informational and practical [23]. Emotional support,
which contributes to emotion-focused coping, consists of
words or actions that show love, liking, empathy, respect
and trust, leading the recipient to believe that they are
cared for, esteemed and valued [23]. Appraisal support,
which contributes to perception-focused coping, is the com-
munication of information to enable positive self-evaluation
[23]. Informational support, which contributes to problem-
focused coping, is information provided to another at a
time of stress [23]. Practical support, which also contributes
to problem-focused coping, is the provision of tangible
goods, services or aid [23]. These different dimensions of
social support operate through multiple social psychological
mechanisms [14]. Different people in the network may
provide different dimensions of functional support and a
mother may feel unsupported or even more stressed if the
support offered does not match her needs [13,15,21].

People living with various forms of disadvantage are dis-
proportionately likely to be affected by stressful events [24].
They are also less likely to have the psychological and interper-
sonal resources to cope, because of absent or limited social
networks and lower self-esteem and self-efficacy [25,26].
Where a mother does not have sufficient social support from
within her own family and social network, she may benefit
emotionally from support from a trained community volunteer
[27–34]. There is as-yet limited research on the specific dimen-
sions of social support during the transition to motherhood
[35]. This paper aims to explore the experiences of disadvan-
taged mothers who received social support from a volunteer,
through the lens of the theoretical framework of stress and
coping and a multi-dimensional model of social support.
2. Methods
This qualitative study in two stages was informed by the theor-
etical perspective of phenomenological social psychology [36].
The first stage had an experiential qualitative descriptive
design [36,37], which focuses on mothers’ accounts and enabled
their voices to be heard while acknowledging the role of both
participants’ understandings and the researchers’ interpretations
in the production of knowledge [38]. Results of the empirical
stage have already been reported [39–41]. The second stage was
theory-based mapping of those qualitative data, reported here.

(a) Participant recruitment
A researcher ( J.M.) contacted the coordinators of nine projects
providing volunteer social support to disadvantaged mothers
in England. Each project trained unpaid volunteer mothers
from the local community in active listening, providing infor-
mation and signposting to local services. Volunteers supported
women during pregnancy and until the baby was between six
weeks and two years old, through one-to-one support, group
support or both. The projects had a variety of target groups,
including young mothers, South Asian mothers, refugee and
asylum seeker mothers, mothers living with HIV, mothers with
mental health difficulties, mothers with very complex needs or
any disadvantaged mother in the local area. Some volunteers
were peers with specific life experiences as well as motherhood,
such as living with mental health difficulties or HIV. Details of
the projects have been reported in an earlier paper describing
the different models of volunteer support [40]. The project coor-
dinators described the research to supported mothers using the
study information leaflet and either asked permission for the
researcher to contact them or arranged with those who wished
to participate a time for interview.

(b) Data collection
Each mother took part in a face-to-face semi-structured interview
that explored the mother’s experiences of using maternity services,
her involvement with the volunteer support project, its impact,
and her feelings about the voluntary nature of the peer support
and its ending. The duration of interviews varied (range 16–
90 min, median 44 min); the shorter length of a few interviews
was owing to mothers needing to attend to their young children.
Professional interpreting for participants whose first language
was not English was offered, but none took up the offer. All the
interviews were audio-recorded and fully professionally tran-
scribed, with each participant being given an anonymous
identifier, e.g. M001.

(c) Data analysis
Interviews were initially analysed using inductive thematic
analysis [42]. Transcripts were checked against the audio record-
ing, and then reread, and codes were identified inductively and
recorded using NVIVO software. Codes were refined, combined
and disaggregated as data collection continued, and themes
identified; initial codes and themes were reconsidered in the
light of subsequent interviews. To increase the validity of the
analysis, one researcher ( J.M.) undertook thematic analysis of
all the transcripts and the other (M.R.) analysed a subset.
Codes and themes were discussed and agreed. Both researchers
approached the analysis reflexively, acknowledging the potential
impact of their own perspectives as White, UK-born women with
children. After this inductive analysis, a second stage of analysis
was carried out deductively: the themes identified were mapped
onto the theoretical framework of stress and coping theory and a
multi-dimensional model of social support.
3. Results
(a) Participants
A total of 47 mothers who had received volunteer support
during pregnancy and after birth took part in interviews
between July 2013 and September 2014. Forty-six interviews
were carried out face-to-face and one interview was by



Table 1. Characteristics of mothers interviewed.

number of
mothers (n = 47)

percentage
(%)

first time mother 22 47

aged under 25 10 21

single parent 21 45

long-term health condition or

disability

9 19

poor mental healtha 25 53

ethnicity

Black 18 38

White 13 28

Asian 3 6

Other 8 17

born overseas 31 66

English not first language 35 74

asylum seeker/refugee 13 28
aThis refers to mothers’ self-described poor mental health during
pregnancy or after birth.
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telephone at the mother’s request. Mothers’ socio-demo-
graphic characteristics are shown in table 1. They all faced a
range of challenging issues and most faced multiple chal-
lenges. These stressors included traumatic experiences before
pregnancy, such as forced migration (to seek asylum or
through people trafficking), having children taken into
care, the death of a child or partner, childhood sexual abuse,
detention, rape and torture. Ongoing stressful experiences
during pregnancy and afterwards included unemployment,
poverty, homelessness, domestic abuse, children with health
or behavioural problems, living with stigma (for example
because of HIV), unfamiliarity with the UK healthcare and
social support systems, language barriers with service provi-
ders and insecure immigration status. Other stressors related
to the mother directly, such as pregnancy at a young age,
poor physical or mental health, and living with HIV. Finally,
for some mothers, there were stressors specifically connected
to motherhood: a lack of knowledge about pregnancy, birth
and parenting, and adapting to the role transition of becoming
a mother.
(b) Findings
Table 2 shows the theoretical mapping of the stressors and
support activities described by mothers in the empirical
stage [39–41], and the social, psychological and practical
mechanisms of impact identified by the authors during that
stage, with illustrative quotations.
(i) Structural support and companionship
Most of the mothers were extremely socially isolated.
Sometimes, this was as a result of migration to the UK or
because of homelessness and temporary accommodation:
‘I had so many difficulties here because I was so alone
here’ (M036). Others had structural support in theory from
partner, family or friends, but could not make use of it
because confiding their difficulties would trigger negative
reactions: ‘I can’t tell people I can’t cope. In Africa they
would say, “Then why did you get pregnant?”’ (M006). The
volunteers represented an increase in mothers’ social net-
works, and their support included helping mothers to
access local parenting groups where they could find ongoing
structural social support.

The significance of this companionship was reflected in
the dominant metaphors used by mothers to describe their
volunteers, which were either social: ‘Friends forever, friends
for life!’ (M001) or echoed the family relationships they were
missing: ‘I have a home’ (M033); ‘She come like a sister to me’
(M012). Although some mothers moved on naturally from
needing this additional structural social support, many pre-
ferred that the support relationship ended by evolving into
informal social contact. Where a project had a defined end-
point and withdrew the volunteer from contact at the end,
this loss of structural support could be distressing for
mothers: ‘Hard… she’s been like part of the family almost’
(M030). The relationship of trust built by the volunteers
over time was the vehicle for effective delivery of all four
functional dimensions of social support.

(ii) Emotional support and emotion-focused coping assistance
Visits from an unpaid volunteer gave vulnerable mothers
the sense that they had an individual social value. All the
volunteers were trained in the techniques of active listening,
and their non-judgemental demeanour enabled mothers to
speak freely, unburden themselves of thoughts they had
been keeping to themselves, and experience unconditional
acceptance. Having difficult feelings accepted and validated
helped mothers to accept themselves. Where the mother
was dealing with a chronic stressor that could not be
solved, such as insecure immigration status, volunteers
gave moral support through compassionate presence,
solidarity and prayer.

(iii) Appraisal support and perception-focused coping assistance
Volunteers used multiple techniques that enabled mothers to
appraise themselves and their situations more positi-
vely, including drawing on their own peer experiences of
motherhood (or other challenging issues) to normalize the
difficulties and emotions mothers were experiencing. In help-
ing mothers to reframe how they saw themselves and
their competence, most volunteers used an explicitly
strengths-based approach that affirmed mothers’ capabilities,
and supported them in taking small steps in dealing
with stressors. They gave non-directive information rather
than advice, empowering mothers to make their own
choices by emphasizing the mothers’ agency. They gently
challenged mothers’ self-blame and negative interpretation
of interactions. Volunteers with direct peer experiences
in addition to motherhood also provided role models of
recovery or living successfully as a mother with the condition
or in the situation, inspiring mothers with hope for their
own future.

(iv) Informational support and problem-focused coping
assistance

Volunteers were trained to give evidence-based information
about pregnancy, birth and parenting that was not based on
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their own experiences but learned during training or obtained
from reputable sources. They might draw on support from
their project or their own knowledge to help mothers under-
stand the UK maternity care and welfare systems, resources
available in the local community (such as a parenting
group, a free source of baby clothes, a food bank or a place
of worship) and life in the UK (for example, bus routes, or
how to use a self-service checkout).

(v) Practical support and problem-focused coping assistance
Volunteers did not just give mothers information about
community resources and UK systems, but in many cases,
gave them direct practical help to make use of them. This
was typically in the form of accompanying an unconfident
mother to the group or service, advocacy on her behalf to
service providers, or informal interpreting so she could
make effective use of the service. Some volunteers mobilized
their own networks to provide mothers with essential items
for the baby or household goods that they lacked, or took
them home-cooked food.
6:20200023
4. Discussion
Studies of social support in the transition to motherhood
often focus on support for the specific challenges associated
with having a new baby, usually for more advantaged par-
ticipants [16]. Although the volunteer projects in this study
offered support for women during pregnancy and after-
wards, having a baby was just one of a range of stressors
affecting the disadvantaged mothers from a range of cultural
backgrounds. Mothers described the benefits when volun-
teers gave support in ways that also addressed these wider
contextual stressors, flexibly adapted to a mother’s individual
needs. Successful volunteer support for mothers has been
consistently found to be based on a relationship of trust
[27,28,40,43–46]. Mapping the types of support given by vol-
unteers onto the four dimensions of social support and the
three types of coping assistance indicates the breadth of sup-
port that can be given by volunteers within this relationship,
using a variety of techniques.

From the perspective of stress and coping theory, this
study illustrated how volunteers gave multiple forms of
coping assistance. They helped mothers directly with
some of the problems causing them stress, for example, by
helping them to navigate UK systems, make more effective
use of maternity care, find community resources and
access essential items for their babies and emergency food.
Emotion-focused coping took the form of providing mothers
with a compassionate and confidential listener to whom
they could offload their worries and stress, and making
them feel that they mattered and were not alone as they
faced their difficulties. As predicted by Cutrona & Russell
[47], this emotional support was central when the stressors
themselves were uncontrollable. Some of the most skilful
interactions were forms of perception-focused coping in
which volunteers reframed mothers’ perceptions of situations
and also of themselves and their ability to cope. Many
mothers described themselves in ways consistent with very
low self-esteem and self-efficacy. These self-perceptions
were modified over time, with mothers gradually feeling
themselves worthy of attention and care. The volunteers’
presence and gentle affirmation, their non-directive
information-giving emphasizing the mothers’ own decision-
making, support for achieving small goals, and opportunities
to feel normal and hopeful about the future through social
comparison, actively contributed to this process [48].

Mothers normally rely on structural social support from
their existing social network, but most mothers in this
study had low levels of structural support, or none at all,
which is particularly common for migrant women [49].
Volunteers supplied a basic level of structural and compa-
nionship support through their visits, and helped to build
up mothers’ social networks by providing groups for them
to meet each other, or by connecting them to other commu-
nity sources of structural support such as parent and child
groups. The importance, and sometimes challenge, of mana-
ging the ending of support sensitively [27] was emphasized
by mothers’ frequent use of metaphors of family and home
when describing their personal experience of receiving volun-
teer support, particularly when their real family or home had
been left behind or lost.

Mothers who have structural support may be dissatisfied
with the level or type of functional support they receive
from their network, and support may be ineffective (e.g.
wrong advice) or may be counterproductive if it does not
match need (e.g. perceived as controlling or undermining),
which can increase stress and contribute to poorer psychologi-
cal wellbeing [6,16,50]. Some mothers in this study had some
apparent structural support but did not see their partner,
family or friends as safe and useful sources of functional
support, particularly if they were ashamed of their situation
or feelings, or were worried about the consequences of being
perceived as not coping [41]. This is in line with the personal
and social barriers to mobilizing postnatal social support
identified by Negron et al. [51] and De Sousa Machado
et al. [52], who note that there may be cultural differences in
these barriers. Although the level of training varied between
the projects [40], all the volunteers were trained in non-
judgemental active listening, confidentiality, non-directive
information-giving and a strengths-based approach to build-
ing up mothers’ confidence and self-efficacy. This meant
that, unlike partners, family and friends without the benefit
of training, volunteers were able to give effective social
support across all the functional dimensions of social
support: emotional, informational, appraisal and (in many
cases) practical support as well. This echoes the findings of a
study of social support from paid lay pregnancy outreach
workers [53].

A key strength of this research was the inclusion of 47
participants with diverse personal circumstances, including
some extremely disadvantaged backgrounds, from nine
different volunteer peer support projects around England.
Another strength was the separation of the deductive theoreti-
cal analysis from the initial inductive stage, so that analysis
first stayed close to participants’ own perspectives and
words before the later application of a theoretical framework
[36]. There were also some limitations. First, participants
were contacted through the project coordinators—this was
essential to gain the trust of vulnerable women, but meant
that the researchers were not aware of how many declined to
participate at that early stage. Second, one mother’s interview
was informally interpreted by her volunteer supporter at
her request, so her comments about the support she had
received had to be considered in this context (she is not
quoted in this paper).
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5. Conclusion
Volunteer social support during pregnancy and after birth
is a promising and valued intervention that can benefit
disadvantaged mothers through a number of interrelated
mechanisms. Trained volunteers can give emotional, apprai-
sal, informational and practical support according to
mothers’ individual needs, thereby assisting mothers exposed
to multiple stressors with problem-focused, emotion-focused
and perception-focused coping. Evidence from this study
indicates that volunteer social support has particular salience
for women who lack structural support and have complex
needs that are not easily met within conventional care,
for example, mothers who are recent migrants and those
experiencing multiple complex disadvantages.
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