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Abstract
Background Bipolar disorder (BD) (i.e., BD-I or BD-II) is a serious mental illness (SMI) that can cause significant life 
challenges, but its impact and management may be mediated by psychosocial factors. This study’s primary objectives 
were to investigate whether adults with BD differ from those without in terms of social support, negative social 
interactions (NSIs), and positive mental health (PMH). Secondly, examine whether gender differences exist in terms of 
these variables, as well as whether specific social support subscales and NSI predict PMH for those with BD.

Methods Using data extracted from a national Canadian survey, 563 adults reporting a lifetime BD diagnosis were 
compared to a matched, non-BD sample using the Social Provisions Scale 10 Items (SPS-10), the NSI Scale, and the 
Mental Health Continuum – Short Form (MHC-SF) Scale. For the BD sample, males and females were compared based 
on study variables, and hierarchical regressions were subsequently performed to assess whether SPS-10 subscales and 
NSIs predicted PMH.

Results Respondents with BD reported significantly lower SPS-10 and PMH scores, and significantly higher NSI 
scores. Within the BD sample, females reported significantly higher SPS-10 and NSIs scores, and ‘social integration’ and 
‘reassurance of worth’ positively predicted PMH, while NSI uniquely predicted lower PMH levels for both males and 
females.

Conclusions The results implicate specific psychosocial factors and gender in the degree to which adults with BD 
might flourish, particularly in terms negative relationships. The implications of social erosion and the bi-directionality 
of social support are also considered.
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Introduction
Bipolar disorder (BD) is a serious mental illness (SMI) 
that involves recurrent episodes of mania or hypomania 
and depression, and may be characterized by risk-taking 
behavior (e.g., substance abuse, intensified sexual behav-
iour), impulsivity (e.g., impetuous monetary spending), 
mood dysregulation, and subsequent interpersonal dif-
ficulties [1–3]. While Bipolar type I (BP-I) and Bipolar 
type II (BD-II) differ mainly in the presence of periods 
of mania, both can significantly complicate the lives of 
those diagnosed [1, 2, 4].

BD has a lifetime prevalence of 3.9% within the adult 
population, with an estimated suicidal risk 20 to 30 times 
greater than the general population [5, 6]. In fact, among 
all psychiatric illnesses, research contends that individu-
als diagnosed with BD actually have the highest suicide 
risk [e.g., 7, 8], and as such, may be considered a major 
public health threat requiring advanced assessment into 
various options for management and treatment.

BD, social support and bi-directionality
The primary aims of BD treatment are to reduce acute 
symptomology, improve psychosocial functioning, and 
diminish the likelihood of relapse/recurrence through 
pharmacotherapy coupled with psychological interven-
tions [e.g., 9]. Further, the efficacy of psychological ther-
apies may be advanced as contemporary perspectives 
adopt a more holistic conceptualization of BD impact 
and management by exploring psychosocial factors such 
as social support [10–13]. Social support may be gener-
ally characterized by feelings of being loved and cared for, 
relying on others when in need [e.g., 14], and a sense of 
belonging to groups and/or communities [e.g., 15–17].

Within the context of BD, research tends to report bet-
ter psychological health for those with more social sup-
port [e.g., 18, 19], perhaps by mitigating the severity of 
the disorder’s symptoms [e.g., 18, 20, 21], helping indi-
viduals better cope with life circumstances through the 
provision of empathy and understanding [e.g., 18], and/or 
challenging negative rumination thereby averting major 
mood episodes [e.g., 18]. On the contrary, unhealthy 
social relationships and interactions may serve to under-
mine the mental health of those with BD, particularly in 
situations where social others maintain and/or exhibit a 
highly stigmatize perspective of BD [e.g., 18], and have 
little sympathy or understanding of symptoms [e.g., 22]. 
Consequently, negative social contexts may serve to exac-
erbate already precarious mental health, potentially act-
ing as a trigger for mania or depression [e.g., 18]. For this 
reason, it is feasible to explore the distinct impact that 
negative social interactions (NSIs) might have on well-
ness and functioning beyond social support factors.

Although investigations consistently indicate that those 
with BD tend to report less social support compared 

with non-clinical samples, [e.g., 8, 20], of particular 
importance are factors that may not only compromise 
the extent of social networks, but also quality and influ-
ence. For instance, studies into SMIs such as BD note the 
potentially harmful impact of internalized stigma [e.g., 
23] which may directly diminish self-esteem and self-
efficacy, leading to social withdrawal and a sense of alien-
ation [e.g., 24]. Moreover, comprehensive assessments of 
the impact of stigma further suggest the potential for a 
paradoxical response whereby sufferers may be energized 
by prejudice which may be expressed as righteous anger 
[23]. This, combined with BD’s defining symptomology 
such as erratic mood changes, impulsivity [e.g., 25], and 
engagement in unhealthy coping behaviours [e.g., 26] 
may collectively serve to affect the extent and quality of 
social support [e.g., 18, 27]. Such complex social dynam-
ics implicates a bi-directionality which has also been con-
sidered in the assessment of social factors in other SMIs 
such as posttraumatic stress disorder (PTSD), a diagnosis 
highly comorbid with BD [e.g., 26].

Indeed, social support is one of the most constant and 
primary covariates in PTSD research [28] with its influ-
ence typically interpreted as protective or salutary [e.g., 
29], whereby deficiencies may result in poorer mental 
health such as psychological distress [e.g., 30]. Further, 
supportive social relations, particularly with family and 
close friends, have been observed to predict better func-
tioning, and more effective symptom management fol-
lowing a traumatic event [31, 32]. However, since PTSD 
often presents with sufferers being easily alarmed and 
irritated, often resorting to problematic drug use, or alco-
hol consumption [e.g., 33], interpersonal difficulties with 
family and friends are quite likely [e.g., 34]. Accordingly, 
research investigating the relationship between social 
support and PTSD (particularly longitudinal studies) has 
suggested a causal association that operates the oppo-
site way (i.e., the ‘social erosion hypothesis’) [e.g., 29, 30] 
whereby irritability, anger, and detachment behaviours 
serve to erode relationship quality and social support 
resources/availability [29, 30].

Similar to PTSD/social support investigations, relation-
ship erosion as a consequence of stigma and/or intrusive 
symptomology is a challenging reality of BD, particularly 
given that the support of family members and caregiv-
ers dedicated to the welfare of sufferers is vital for opti-
mal wellness outcomes [27]. Moreover, research suggests 
that familial support is especially precarious since those 
intimately involved also tend to report notable caregiver 
distress as a function of recurring BD symptoms of loved 
ones [e.g., 35]. Given the potentially detrimental social 
costs of BD, it has been proposed that a more complete 
appreciation of the bi-directional nature of relation-
ship scope and quality, and health status/functioning are 
essential to both understand and ultimately improve BD 
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interventions involving a psychosocial perspective [e.g., 
18].

BD, resilience, positive mental health and social support
Although adverse mental health consequences of BD 
have been well documented in the literature, such as 
higher psychological distress [e.g., 19] and poorer qual-
ity of life, [e.g., 25] it has been proposed that SMIs such 
as BD may also produce circumstances resulting in con-
structive outcomes [e.g., 22]. For instance, some studies 
into BD report that hypomanic symptoms (e.g., reduced 
social inhibitions) may serve to enrich social networks by 
enabling new connections [18], while a sense of amplified 
confidence during times of positive affect may facilitate 
the pursuit of aspiring goals [36]. Moreover, the experi-
ence of living with BD could provide opportunities for 
growth as valued and beneficial psychosocial character-
istics may foster a sense of resilience, particularly dur-
ing negative social circumstances [22]. Indeed, it has 
been proposed that BD treatment plans may be vastly 
improved with efforts to explore and enhance the resil-
ience of BD patients [e.g., 37].

Accordingly, studies into BD have explored the concept 
of resilience as both a dependent variable, as well as an 
explanatory variable of various mental health outcomes. 
For example, Choi et al. (2015) explored resilience as a 
dependent variable in BD patients [37] using the Con-
nor–Davidson Resilience Scale (CD-RISC), an instru-
ment designed to assess four distinct factors including (1) 
personal competence, (2) confidence and effectiveness, 
(3) positive coping and secure relationships, and (4) spiri-
tuality [38]. Compared with a matched control group, it 
was observed that BD patients had significantly lower 
CD-RISC scores, with higher impulsivity and more fre-
quent depressive episodes specifically predictive of lower 
resilience levels [37].

More recently, a 23-item resilience instrument specific 
to BD has been developed (i.e., the Resilience Question-
naire for Bipolar Disorder (RBD)) to assess five particu-
lar domains including ‘self-management’ (i.e., personal 
capacity to manage BD), ‘turning point’ (i.e., resolve and 
commitment to change), ‘self-care’ (i.e., disciplined man-
agement one’s own health), ‘self-confidence’ (i.e., self-
reliance and self-respectful attitudes and actions), and 
formal and informal ‘interpersonal support’ (i.e., feel-
ing loved, supported, as well as being informed by oth-
ers when BD symptoms become active/apparent) [39]. 
Using the RBD to explore whether, and degree to which 
domains predicted mental health outcomes of 125 BD 
patients, it was observed that ‘self-management’, ‘turn-
ing point’, ‘self-care’, and ‘self-confidence’ were associ-
ated with personal recovery, symptomology, psychosocial 
functioning, and quality of life measures at baseline, 
with ‘self-confidence’ predictive of personal recovery at 

follow-up [1]. Interestingly, it was also observed that the 
improvement of the ‘self-confidence’ domain mediated 
the link between ‘interpersonal support’ and ‘self-care’, 
and subsequent personal recovery at follow-up, suggest-
ing that resilience domains are significantly associated 
with positive mental health outcomes in BD, with some 
(including ‘interpersonal support’) predictive of personal 
recovery at follow-up.

As measures of resilience, both the CD-RISC and RBD 
feature comparable domains with general themes reflect-
ing a sense of personal competence, self-efficacy, and 
positive coping as well as distinct social support domains 
(i.e., ‘secure relationships’ and ‘interpersonal support’ 
respectively). It is also evident that both instruments 
reflect the significant conceptual evolution of ‘mental 
health’ which has advanced beyond a rudimentary notion 
of the mere presence/absence of mental illness, to involve 
the degree to which individuals may thrive and adapt 
in response to various mental health experiences. For 
example, the World Health Organization’s definition of 
mental health reflects a state of wellness defined by posi-
tive coping with life stressors, efficacious involvement 
in work and society, and an acute appreciation of one’s 
potential [40]. As a very comparable construct, positive 
mental health (PMH) also represents a sense of resilience 
or flourishing whereby people maintain a sense of con-
trol, self-esteem, constructive coping, and self-accep-
tance [41]. PMH has also been conceived of as a means 
by which resilient responses are realized [42], as well as 
a type of defense mechanism as indicated by a person’s 
perseverance through continued negative occurrences 
[e.g., 43–45]. In fact, according to Srivastava (2011) in an 
editorial considering the connection between PMH and 
resilience, “It will be incomplete to talk about positive 
mental health without making a mention of resilience” 
[46].

In terms of specific PMH measures, a 14-item instru-
ment called the Mental Health Continuum – Short Form 
(MHC-SF) [41] has been used in several national popula-
tion health surveys (e.g., the CCHS-MH) to capture the 
degree to which respondents might languish or flour-
ish [e.g., 47]. Similar to resilience measures such as the 
CD-RISC and RBD, the MHC-SF contains psychologi-
cal, emotional and social well-being subscales assessing 
such characteristics as one’s sense of confidence and 
competence, life satisfaction and wellness, and belong-
ingness to a community (See Methods for more detailed 
description). Overall, it would appear that conceptualiza-
tions of resilience and PMH are quite similar, particu-
larly since they contain distinct social support domains 
which appear especially prognostic of personal recovery 
for BD patients [e.g., 1]. Taken together, while establish-
ing the PMH and capacity to flourish may prove valu-
able to understand degree of resilience in adults with BD, 
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specifically examining whether, and degree to which sub-
types of social support, and NSIs predict PMH may fur-
ther elucidate, and hence help influence one’s propensity 
toward adaptive responses to facilitate the management 
and treatment of BD, and self-recovery [e.g., 1].

Exploring PMH in adults with BD as a function of social 
support subtypes and NSIs: objectives of the current study
Based upon the preceding, the present study aimed to 
examine how adults with BD compare with those without 
in terms of social support, NSIs, and PMH. Additionally, 
for those with BD, determine whether male and female 
respondents differ in terms of social support, NSIs, 
ands PMH, and whether, and extent to which particular 
social support subtypes, and NSIs predict PMH. Cur-
rently, there is limited research assessing the association 
between psychosocial factors and PMH for individuals 
diagnosed with BD [10–13], so elucidating the connec-
tion may allow for more effective prevention, interven-
tion, and treatment options for those seeking mental 
health support [48]. Moreover, while research does inves-
tigate a probable link between social support and mental 
health for those with BD, studies directly assessing resil-
ience within the context of social support are scarce [e.g., 
18–21].

It is also important to note a literature gap in the poten-
tial influence of NSIs on the resilience of those diag-
nosed with BD. To our knowledge, since BD studies have 
not considered the NSI/PMH link, the current research 
aims to advance the groundwork. In line with previous 
research [e.g., 19], it is hypothesized that levels of social 
support will positively predict PMH levels in those with 
BD. Furthermore, while specific literature considering 
the potential relationship between NSIs and PMH among 
those with BD does not apparently exist, it is feasible to 
posit that these variables will be inversely associated.

As a specific note about the BD sample utilized in this 
research, although studies into BD are widespread, many 
are likely to have recruited participants from clinical 
treatment programs whereby patients will have received 
a substantiated diagnosis by a mental health profes-
sional [e.g., 1, 8, 37, 49]. However, the sample featured 
in the present study involves population health survey 
respondents which (among many variables) captures 
adult Canadians reporting BD diagnosed by a health care 
professional. Since this is a population-based sample, a 
proportion of respondents, despite reporting the diag-
nosis, may not have actually received treatment (and 
hence, excluded from potential sampling frames for BD 
research), or have opted not to participate in studies pro-
moted through clinical programs. Therefore, by utilizing 
a large, nationally representative Canadian adult health 
survey, the current study findings may be more represen-
tative of adults managing BD in Canada.

Method
Data Collection
This study featured data extracted from the cross-sec-
tional 2012 Canadian Community Health Survey - Men-
tal Health (CCHS-MH) [47] public use data file. Data 
collection occurred between January 2nd, 2012 and 
December 31st, 2012, and utilized various methods of 
participant questioning including in-person, computed-
assisted personal interviewing, and over the phone inter-
views [47].

It is important to note that although more recent CCHS 
public use micro files exist, the CCHS-MH (2012) data 
resource was utilized in the current study since it is a spe-
cialized mental health version capturing core measures 
essential to this study, administered to every respondent, 
representing each Canadian province. Unfortunately, Sta-
tistics Canada has yet to release a more up-to-date ver-
sion of the CCHS-MH.

Participants
Survey respondents were Canadians aged 15 years and 
older randomly sampled from the ten provinces, result-
ing in a total of 25,113, or a response rate of 68.9% [47]. 
Individuals living in Aboriginal settlements, the three 
Canadian territories, and Canadian Forces, as well as 
those institutionalized were omitted from data collection, 
and have been assessed to represent less than 3% of the 
Canadian population [47]. Age categories were arranged 
in 5-year groupings, ranging between ‘15–19 years’ and 
‘80 years or older.’ Adult respondents for the study fell 
within 20 and 64 years of age, with 563 reporting a life-
time diagnosis of BD.

Materials
The social provisions scale 10 items (SPS-10)
Perceived social support was captured by means of a 
10-item instrument termed the Social Provisions Scale 
(SPS-10), with two statements representing five distinct 
dimensions of social support; i.e., ‘attachment’ (i.e., the 
perception of emotional closeness with others); ‘guidance’ 
(i.e., a sense that one feels others are available to provide 
advice or information); ‘reliable alliance’ (i.e., degree 
of reliance on others during times of distress); ‘social 
integration’ (i.e., a sense of belonging to individuals or 
groups); and ‘reassurance of worth’ (i.e., a belief that one’s 
competence is acknowledged by others). Respondents 
rank each statement on a scale between 1 (i.e., ‘strongly 
agree’) and 4 (i.e., ‘strongly disagree’), and a total SPS-10 
score calculated via the summation of responses which 
range between 0 and a maximum of 40, with a larger val-
ues indicating higher levels of overall social support [47, 
50]. Administrations of this instrument have revealed 
excellent internal reliability and construct validity [50].
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The mental health continuum - short form (MHC-SF)
PMH was assessed by means of the MHC-SF [41], a 
14-item instrument representing three distinct subscales; 
i.e., psychological, social, and emotional well-being. In 
particular, six statements were adapted from Ryff’s psy-
chological well-being model (e.g., ‘confident to think or 
express your own ideas and opinions’), five from Keyes’ 
(1998) social well-being model (e.g., ‘that you belonged to 
a community’), and three from Keyes (2009) dimension 
of subjective/emotional well-being (i.e., ‘satisfied with 
life’). Specifically, each question asks, ‘During the past 
month, how often did you feel…’ with potential responses 
falling within a six-point scale (i.e., 1 - ‘everyday’ and 6 
– ‘never’). Items were subsequently reverse coded, with 
one point deducted from each score such that a response 
of ‘never’ resulted in a value of 0, and ‘everyday’ a value 
of 5. A total MHC-SF score is derived via the summation 
of question scores, with potential values ranging between 
0 and 70 (with higher MHC-SF totals signifying higher/
better PMH and a subsequent categorization of ‘flour-
ishing’) [51–53]. Administrations of the MHC-SF have 
revealed high internal, and moderate test-retest reliability 
[e.g., 54].
Negative Social Interactions (NSI) Scale  The potential 
impact of negative social relationships was captured by 
means of the Negative Social Interactions (NSI) Scale, a 
self-report measure assessing whether respondents have 
‘regular contact’ with people who ‘are detrimental to … 
well-being because they are a source of discomfort and 
stress.’ The scale includes four items prompted by the 
statement ‘in the past month, how often have others’, fol-
lowed by (1) ‘made too many demands on you?’, (2) ‘were 
critical of you and things you did?’, (3) ‘did things that 
were thoughtless or inconsiderate?’, and (4) ‘acted angry 
or upset with you?’ with respondents ranking each on a 
scale of 1 (‘never’) to 4 (‘very often’). Total scores range 
between 0 and 12, calculated through the summation of 
these rankings after values are recoded from 1 to 4, to 
0–3, with higher numbers indicating more frequent NSIs 
(Krause, 1995; cited in Statistics Canada, 2013) [47].

Self-report of bipolar disorder
Among several self-reported chronic conditions, the 
CCHS-MH (2012) queried the existence of particular 
mental health conditions ‘diagnosed by a health profes-
sional’ that ‘have lasted or were expected to last more 
than 6 months.’ To specifically assess self-reported bipo-
lar disorder, participants were asked, ‘Do you have a 
mood disorder such as depression, bipolar disorder, 
mania or dysthymia?’ with respondents identifying the 
particular disorder(s) with subsequent agreement [47].

Assessment of bipolar disorder: lifetime prevalence
After completing the screener question section, respon-
dents proceeded to the CCHS-MH ‘depression and mania 
modules’ with those responding ‘no’ being exempted 
from completing items from the disorder module, and 
not meeting the disorder criteria. The CCHS-MH mod-
ule questions for BD-I and BD-II disorders were adapted 
from a World Health Organization version of the Com-
posite International Diagnostic Interview (WHO-CIDI) 
[47], a standardized protocol for the valuation of men-
tal disorders and conditions predicated on definitions 
and criteria of the Diagnostic and Statistical Manual of 
Mental Disorders [55] as well as the International Clas-
sification of Diseases and Related Health Problems [56]. 
Computer-based algorithms derived the lifetime criteria 
for each disorder as a function of participant responses, 
along with a requirement that comorbid occupational 
and social functioning impairments were also evident.

CIDI classification of BD-I, BD-II and Omnibus BD
In the CCHS-MH (2012), three types of BD types are 
derived, BD-I, BD-II, and omnibus BD. The criteria for 
a BD-I or BD-II disorder diagnosis were predicated on 
McDonald et al. (2015) whereby a BD-I classification was 
assigned to respondents who experienced six or more 
symptoms of mania, and two or more ‘super-symptoms’ 
which involved being ‘exceedingly friendly,’ ‘acting erro-
neously,’ ‘getting involved with things that lack good 
judgement,’ ‘managing money poorly,’ or ‘thinking they 
are a different person or connected to a famous person.’ 
[47] A BD-II classification was assigned to respondents 
who experienced an ‘elevated mood lasting a week or lon-
ger,’ three or more mania symptoms, ‘euphoria,’ or ‘racing 
thoughts,’ and ‘marked impairment in social or occupa-
tional functioning’, as well as one or more episodes of 
major depression during their lifetime, with no criteria 
indicating a manic episode during their lifetime [47]. 
The omnibus BD measure involves individuals who sat-
isfy the criteria for BD-I disorder or hypomania episode, 
that includes BD-II disorder. It is defined by 7 or more 
days (less if one is hospitalized) of heightened or agitated 
mood plus a particular number and grouping of other 
manic symptoms including racing thoughts, excessive 
talking, overspending, diminished desire for sleep, more 
frequent pleasure seeking behaviour, or inflated self-con-
fidence. Many individuals also experience one or more 
depressive episodes [40]. Moreover, since BD-II is a sub-
set of hypomania, all those with lifetime BD-II satisfy the 
criteria for hypomania. Therefore, lifetime BD might be 
simply derived as the summation of those with BD-I and 
hypomania. The CCHS-MH includes the BD-II to enable 
a more detailed appreciation of the population incorpo-
rated in the BD variable [47].
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Sociodemographic and socioeconomic variables
Sociodemographic variables were categorical and fea-
tured gender (i.e., male, female), age (i.e., 20–34, 35–39, 
40–44, 45–49, 50–54, 55–59, 60–64), and marital status 
(i.e., married, common law, widowed, divorced or sepa-
rated, and single). The socioeconomic variable of inter-
est was personal income presented in Canadian dollars 
(i.e., less than $10,000, $10,000-$19,999, $20,000-$29,999, 
$30,000-$39,999, $40,000-$49,999, and $50,000 and 
above) [47].

Statistical analysis
Data from the CCHS-MH were analyzed using version 
27.0 of the Statistical Package for the Social Sciences 
(SPSS). Preliminary statistical analyses involved com-
parisons between adult respondents with BD and an age, 
gender, and frequency-matched, non-BD sample created 
by means of random sampling non-BD respondents from 
the CCHS-MH to equal the number of BD respondents 
that fell within each age by gender cell. Initially, Chi 
square tests were conducted to determine whether mari-
tal status and personal income categories were dependent 
on a reported BD diagnosis. Secondly, independent sam-
ple t tests were carried out to compare SPS-10 and sub-
type means between those reporting a BD diagnosis and 

the matched non-BD sample, while independent sample 
t tests compared MHC-SF scores (measuring PMH) and 
NSI score means between those reporting a BD diagno-
sis and the matched non-BD sample. Thirdly, indepen-
dent sample t tests were conducted to compare male and 
female respondents with a BD diagnosis in terms of SPS-
10 (i.e., overall and for each subtype), as well as MHC-
SF and NSI score means. Lastly, hierarchical regressions 
were performed separately for male and female respon-
dents with a BD diagnosis to explore whether SPS-10 
subtypes (assessed in block 2) and NSI (assessed in block 
3) predicted PMH beyond variance accounted for by 
respondent age and income in block 1.

Results
The CCHS-MH data file contains a total of 16,972 
respondents between 20 and 64 years of age, with 563 
(i.e., 282 males and 281 females) reporting lifetime BD, a 
prevalence of 3.3%. Within the BD sample, 91 males and 
98 females were categorized BD-1, with 191 males and 
183 females identified as omnibus BD, of which 62 males 
and 66 females were categorized as BD-II.

Table  1 provides the age and gender breakdown of 
the BD sample, and a matched, non-BD sample ran-
domly generated based on the BD sample’s age, gender, 

Table 1 Age Group, Marital Status, and Personal Income Frequencies and Percentages by Gender for Respondents with BD, and an 
Age, Gender and Frequency Matched Non-BD Sample

Percent (N)
Male Female
BD Non-BD χ2 p BD Non-BD χ2 p
(N = 282) (N = 282) (N = 281) (N = 281)

Age
20 to 24 years 16.3(46) 16.3(46) 0.00 1.00 15.7(44) 15.7(44) 0.00 1.00
25 to 29 years 9.2(26) 9.2(26) 9.3(26) 9.3(26)
30 to 34 years 12.0(34) 12.0(34) 11.0(31) 11.0(31)
35 to 39 years 14.5(41) 14.5(41) 7.8(22) 7.8(22)
40 to 44 years 14.5(41) 14.5(41) 10.3(29) 10.3(29)
45 to 49 years 11.0(31) 11.0(31) 12.1(34) 12.1(34)
50 to 54 years 7.4(21) 7.4(21) 12.5(35) 12.5(35)
55 to 59 years 11.3(32) 11.3(32) 11.7(33) 11.7(33)
60 to 64 years 3.5(10) 3.5(10) 9.6(27) 9.6(27)
Marital Status

Married 21.4(60) 41.5(117) 30.9 0.00 26.6(74) 45.9(128) 34.6 0.00
Common-Law 10.0(28) 12.1(34) 11.5(32) 16.1(45)
Widowed 0.4(1) 0.4(1) 3.6(10) 2.5(7)
Divorced/Separated 17.1(48) 12.1(34) 23.7(66) 11.1(31)
Single 51.2(144) 34.0(96) 34.5(96) 24.4(68)

Personal Income
< $10,000 3.3(9) 3.5(9) 41.6 0.00 10.2(27) 10.4(27) 32.0 0.00
$10,000-$19,999 20.0(54) 7.7(20) 30.8(82) 15.1(39)
$20,000-$29,999 23.7(64) 19.2(50) 29.3(78) 24.3(63)
$30,000-$39,999 15.9(43) 8.5(22) 12.0(32) 15.1(39)
$40,000-$49,999 11.5(31) 11.9(31) 5.3(14) 8.5(22)
$50,000 + 25.6(69) 49.2(128) 12.4(33) 26.6(69)
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and frequency characteristics. Table  1 also reveals that 
marital status was significantly dependent a BD diagno-
sis, with a similar trend exhibited by males and females 
(χ² = 30.9, p < .001 andχ² = 34.6, p < .001 respectively). 
For instance, compared to the non-BD matched sample, 
males and females reporting BD were less likely to be 
married (i.e., 21.4 vs. 41.5% and 26.6 vs. 45.9% respec-
tively), more likely to be single (i.e., 51.2 vs. 34.0% and 
34.5 vs. 24.4% respectively), and more likely to be sepa-
rated or divorced, a trend particularly evident for females 
(i.e., 17.1 vs. 12.1% and 23.7 vs. 11.1% respectively).

Table  1 also reveals a significant Chi Square for per-
sonal income indicating that such was dependent on 
BD diagnosis, a trend evident for both males and female 
respondents (χ² = 41.6, p < .001 andχ² = 32.0, p < .001 
respectively). For instance, compared to the non-BD 
matched sample, males and females with BD were more 
likely to report an income under $30,000 (i.e., 47.0 vs. 
30.4% and 70.3 vs. 49.8% respectively), and less likely to 
report an income $50,000 or more (i.e., 25.6 vs. 34.0% 
and 12.4 vs. 26.6% respectively).

Comparison of adults with BD to the matched non-BD 
adult sample
An independent sample t test assessing the difference 
in overall SPS-10 score between the BD sample (n = 552, 
M = 33.37, SD = 5.85) and the matched, non-BD sample 
(n = 554, M = 36.01, SD = 4.34) revealed that the BD sam-
ple was significantly lower, t(1104) = -8.54, p < .001, 95% 
CI [-3.33, -2.04] with a medium effect size, d = − 0.514 
(See Table 2). Independent sample t tests comparing each 
SPS-10 subscale revealed significantly lower scores for 
the BD respondents compared with the matched non-
BD sample, i.e.; ‘attachment’ (n = 559, M = 6.77, SD = 1.33 
vs. n = 562, M = 7.26, SD = 0.99), t(1119) = -7.04, p < .001, 
d = − 0.421, 95% CI [-0.63, − 0.36]; ‘guidance’ (n = 561, 
M = 6.84, SD = 1.38 vs. n = 562, M = 7.36, SD = 1.01), 

t(1121) = -7.17, p < .001, 95% CI [-0.66, − 0.38]; ‘reliable 
alliance’ (n = 561, M = 6.90, SD = 1.27 vs. n = 562, M = 7.34, 
SD = 0.91), t(1121) = -6.704, p < .001, 95% CI [-0.57, 
− 0.31]; ‘social integration’ (n = 557, M = 6.32, SD = 1.42 
vs. n = 559, M = 6.98, SD = 1.10), t(1114) = -8.687, p < .001, 
95% CI [-0.81, − 0.51]; and ‘reassurance of worth’ (n = 556, 
M = 6.52, SD = 1.33 vs. n = 557, M = 7.03, SD = 1.04), 
t(1111) = -7.201, p < .001, 95% CI [-0.66, − 0.38] with 
medium effect sizes ranging from d = − 0.400 for ‘reliable 
alliance’ to d = − 0.520 for ‘social integration’.

Subsequent independent sample t-tests revealed sig-
nificantly lower PMH scores for BD respondents (n = 531, 
M = 42.38, SD = 14.81) compared with the non-BD 
matched sample (n = 533, M = 53.0, SD = 11.42), t(1062) = 
-13.081, p < .001, 95% CI [-12.20, -9.01] with a large effect 
size (i.e., d = − 0.802), as well as significantly higher NSI 
scores (n = 556, M = 5.01, SD = 3.02 vs. n = 556, M = 3.01, 
SD = 2.44), t(1110) = 11.401, p < .001,, 95% CI [1.55, 2.20], 
also with a large effect size (i.e., d = 0.684).

Comparison of SPS-10, PMH, and NSIs between males and 
females with BD
Table  3 presents means and standard deviations for 
overall SPS-10 and subtype, PMH and NSI for male 
and female respondents with a BD diagnosis. A sig-
nificant difference was found in overall SPS-10 scores 
between males with BD (n = 276, M = 32.85, SD = 5.97) 
and females with BD (n = 276, M = 33.88, SD = 5.68), with 
males having lower scores, t(550) = -2.074, p < .05, 95% 
CI [-2.004, − 0.054] (and a small effect size d = 0.177). As 
for each SPS-10 subtype, males with BD had significantly 
lower scores in terms of ‘attachment’ (n = 280, M = 5.58, 
SD = 1.39 vs. n = 279, M = 6.96, SD = 1.24), t(557) = -3.456, 
p < .05, 95% CI [-0.605, − 0.166]; and ‘guidance’ (n = 281, 
M = 6.69, SD = 1.43 vs. n = 280, M = 6.99, SD = 1.32), t(559) 
= -2.510, p < .05, 95% CI [-0.520, − 0.063], both with small 
effect sizes (i.e., d = 0.292 and d = 0.212 respectively). An 
independent sample t test also revealed a significant 

Table 2 Overall Social Provision Scale (SPS) and Subtype, 
Positive Mental Health (PMH), and Negative Social Interactions 
(NSIs) Means and Standard Deviations for BD Sample and 
Matched Non-BD Sample
Variable BD Sample 

(n = 563)
Non-BD Sample 
(n = 563)

Sig

M SD M SD
Overall Social Provision 
Scale

33.37 5.85 36.01 4.34 ***

Attachment 6.77 1.33 7.26 0.99 ***
Guidance 6.84 1.38 7.36 1.01 ***
Reliable Alliance 6.90 1.27 7.34 0.91 ***
Social Integration 6.32 1.42 6.98 1.10 ***
Reassurance of Worth 6.52 1.33 7.03 1.04 ***
Positive Mental Health 42.38 14.81 53.0 11.42 ***
Negative Social Interactions 5.01 3.02 3.13 2.43 ***
Note. ***p < .001

Table 3 Overall Social Provision Scale (SPS) and subtype, Positive 
Mental Health (PMH) and Negative Social Interactions (NSI) 
Means and Standard Deviations for the Male and Female BD 
Sample
Variable Females with 

BD (n = 281)
Males with BD 
(n = 282)

M SD M SD Sig
Overall Social Provision Scale 33.88 5.68 32.85 5.97 *
Attachment 6.96 1.24 6.58 1.39 *
Guidance 6.99 1.32 6.69 1.43 *
Reliable Alliance 7.00 1.26 6.80 1.28 ns
Social Integration 6.35 1.45 6.29 1.39 ns
Reassurance of Worth 6.56 1.35 6.48 1.32 ns
Positive Mental Health 42.14 14.42 42.62 15.21 ns
Negative Social Interactions 5.30 3.11 4.71 2.89 *
Note. * p < .05
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difference in NSI scores between males with BD (n = 277, 
M = 4.71, SD = 2.89) and females with BD (n = 279, 
M = 5.30, SD = 3.11), with females having higher scores, 
t(554) = -2.330, p < .05, 95% CI [-1.094, − 0.094], also with 
a small effect size (i.e., d = 0.198).

Predicting PMH with SPS-10 subtypes and NSIs for BD 
males and females separately
A hierarchical regression was conducted to explore 
whether SPS-10 subtype scores (entered in block 2) and 
NSI scores (entered in block 3) predicted PMH for male 
respondents with BD, after controlling for age and income 
in block 1. Accordingly, it was observed that income 
positively predicted PMH in block 1, while age was 
inversely associated, accounting for 11.9% of the variance 
(F(2,249) = 17.74, p < .001. The results further revealed 
that two SPS-10 subscales (i.e., ‘social integration’, and 
‘reassurance of worth’) significantly and positively pre-
dicted PMH in block 2, accounting for an additional 
36.9% of the variance (F(7,249) = 34.95, p < .001), while 
NSI scores significantly and inversely predicted PMH, 
accounting for a further 2.8% (F(8,249) = 34.14, p < .001) 
in block 3 (See Table 4 for statistical results).

For the female sample diagnosed with BD, a hierar-
chical regression was conducted to explore whether 
SPS-10 subtype scores (entered in block 2) and NSI 
scores (entered in block 3) predicted PMH for female 
BD respondents, after controlling for age and income in 
block 1. The results indicated that income was positively 
associated with PMH, accounting for 5.3% of the variance 
(F(2,244) = 7.85, p < .001). An assessment of SPS-10 sub-
types in block 2 revealed that two (i.e., ‘social integration’ 
and ‘reassurance of worth’) significantly and positively 
predicted PMH accounting for an additional 23.4% of 
the variance (F(7,249) = 15.06, p < .001), while NSI signifi-
cantly and inversely predicted PMH in block 3 account-
ing for a further 2.9% of the variance (F(8,244) = 12.11, 
p < .001) (See Table 5 for statistical results).

Discussion
Comparable to other rates reported in the literature [e.g., 
5, 6], it was observed that 3.3% of Canadians between 
20 and 64 years of age in the CCHS-MH were assessed 
as having a lifetime prevalence of BD. In terms of social 
functioning, research indicates that individuals with 
BD tend to have difficulties navigating and maintaining 

Table 4 Summary of Hierarchical Regression Analysis for Variables Predicting Positive Mental Health for Males with BD
Variable Block 1 Block 2 Block 3

B SE β B SE β B SE β
Age -1.277 0.367 − 0.207* − 0.455 0.287 − 0.074 − 0.523 0.279 − 0.085
Income 2.720 0.565 0.286** 1.143 0.448 0.120* 1.199 0.436 0.126*
Attachment 1.784 0.938 0.163 1.977 0.914 0.181*
Guidance 0.193 0.978 0.018 0.299 0.952 0.028
Reliable alliance 0.408 0.898 0.036 − 0.187 0.888 − 0.016
Social Integration 3.375 0.784 0.312** 2.950 0.771 0.273**
Reassurance of worth 2.365 0.797 0.206* 2.438 0.776 0.213*
Negative Social Interactions − 0.944 0.247 − 0.178**
R2 0.119 0.488 0.516
 F for change in R2 17.74** 34.95** 34.14**
Note. * p < .05

** p < .001

Table 5 Summary of Hierarchical Regression Analysis for Variables Predicting Positive Mental Health for Females with BD
Variable Block 1 Block 2 Block 3

B SE β B SE β B SE β
Age − 0.158 0.344 − 0.029 0.079 0.300 0.014 − 0.074 0.298 − 0.014
Income 2.430 0.614 0.248** 1.037 0.560 0.106 1.025 0.549 0.105
Attachment − 0.947 1.136 − 0.082 − 0.486 1.122 − 0.042
Guidance 1.536 1.129 0.133 1.228 1.110 0.107
Reliable alliance -1.035 1.026 − 0.087 -1.264 1.007 − 0.107
Social Integration 3.693 0.864 0.379** 3.297 0.854 0.338**
Reassurance of worth 2.119 0.918 0.196* 1.927 0.901 0.178*
Negative Social Interactions − 0.870 0.262 − 0.188*
R2 0.053 0.287 0.316
 F for change in R2 7.85** 15.06** 12.11**
Note. * p < .05

** p < .001
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social relationships [e.g., 57, 58], and not surprisingly, our 
results are consistent in this regard [e.g., 19]. Specifically, 
respondents with BD reported less overall social support, 
and for each subtype (i.e., ‘attachment’, ‘guidance’, ‘reliable 
alliance’, ‘social integration’, and ‘reassurance of worth’) 
compared with that reported by non-BD matched sam-
ple. Moreover, an assessment of marital status revealed 
that respondents with BD were also more likely to report 
being single, separated or divorced.

Our study also examined potential gender differ-
ences among adults diagnosed with BD, and specifically 
observed that female respondents reported significantly 
higher overall social support, as well as higher ‘attach-
ment’ (i.e., feeling an emotional connection with some-
one) and ‘guidance’ (i.e., feeling like they have someone to 
pose questions to, and receive advice from). This finding 
was expected, as similar research revealed comparable, 
yet inverse results when predicting psychological distress 
[i.e., 58]. Additionally, within the context of depression, 
other studies have observed that females tend to seek out 
social support more readily, as well as use their social 
support networks to gain self-awareness of their chal-
lenges and issues more than men [e.g., 59].

As expected, compared to the matched non-BD sample, 
levels of PMH were significantly lower for respondents 
with BD, intuitive findings considering likely quality of 
life impairments associated with the disorder, as well as 
substantial suicide risk [e.g., 1, 4, 7]. Interestingly how-
ever, gender differences were not observed within the BD 
sample with respect to PMH levels, a finding certainly 
worthy of further investigation, particularly given that 
other studies into similarly distinctive forms of SMIs (i.e., 
schizophrenia) have observed that females tend to have 
superior PMH when compared to males with the same 
diagnosis [e.g., 60].

In terms of NSIs, respondents with BD reported sig-
nificantly higher levels than the matched non-BD sample, 
and while research in this area is sparse, a few explana-
tions seem plausible. Firstly, it is feasible that heighted 
public stigma may play a role [e.g., 24], particularly given 
evidence to suggest that BD tends to be appraised more 
negatively than conditions such as depression [e.g., 61]. 
Research also suggests that those with BD are more 
likely to be perceived as blameworthy for their illness 
[e.g., 62], judgmental beliefs that may facilitate deleteri-
ous emotional interactions [63]. Moreover, the resulting 
internalized stigma associated with BD may compromise 
self-esteem and self-efficacy [e.g., 23], facilitating social 
withdrawal [e.g., 24], and/or paradoxically, the expres-
sion of righteous anger brought about by the experience 
of prejudice [23].

In addition to the impact of stigma, higher NSI scores 
might also be a function of characteristic BD sympto-
mology such as risk-taking, impulsivity, and/or mood 

dysregulation that could cause turmoil in relationships 
[e.g., 2]. As previous considered, social erosion and com-
promised relationship quality seem quite likely when 
considering the bi-directionality of social support within 
the context of BD [e.g., 18, 27]. Moreover, whether higher 
NSI scale scores are a consequence of a response to pub-
lic stigma on the part of those with BD, reactivity to BD 
symptomology by social others, preconceived notions 
of social toxicity believed to characterize the disorder, a 
sense of burnout or frustration being expressed by inti-
mate partners or close family members after supporting 
loved ones through cycles of the disorder, or perhaps 
conflict surfacing within the workplace, negative relation-
ships appear to exert distinctive influence beyond social 
support factors, and may significantly interfere with the 
likelihood of resilience or flourishing, and as such, are 
certainly worthy of more continued assessment.

In terms of NSIs and gender differences, females with 
BD reported higher scores, an intriguing observation 
given that they also reported higher levels of overall social 
support. While further research is warranted to explore 
the intricacies of this observation, particularly within the 
context of BD, perhaps this finding may be considered in 
light of studies that have explored gender differences in 
rumination (i.e., repetitive negative thought processes) 
which have been conducted to assess plausible reasons 
why women have notably higher prevalence rates of 
depression [e.g., 64]. Indeed, some research suggests that 
those with a ruminative coping style tend to pursue social 
support more frequently, and since such a coping style is 
more likely in females, perhaps social support may func-
tion as a means to fixate on challenging situations and/
or distorted perceptions [e.g., 65], and this might predict 
a higher risk for NSIs. In all, perhaps, the social support/
NSIs link may represent, and be characterized by a spe-
cific type of invasive cogitation; i.e., ‘social rumination’ 
which may be predicated primarily on gender.

Our hypothesis that social support would positively 
predict PMH for adults with BD was supported, with two 
particular dimensions, namely ‘reassurance of worth’ (i.e., 
a sense that one’s abilities are recognized by others) and 
‘social integration’ (i.e., a person’s sense of belonging to 
a group) emerging as significant factors for males and 
females. The plausible salutary influence of these par-
ticular social support subtypes are implicated in findings 
reported elsewhere in the literature, but with a signifi-
cant negative association with psychological distress as 
the dependent measure [i.e., 19]. Such findings also seem 
reflected in qualitative studies into BD and social sup-
port. For instance, in Owen et al. (2017)’s investigation 
into the reciprocal association between BD and social 
relationships, semi-structured interviews with individu-
als with BD revealed that when respondents felt their 
disorder was defined by others as a weakness (perhaps 
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indicating a lack of reassurance of worth), such served 
to increase the likelihood of social problems, and subse-
quent negative mental health outcomes [18]. Also con-
gruent with ‘reassurance of worth’ dimension, Owen et 
al. (2017) revealed that when BD respondents reported 
others’ sympathy and understanding, effective personal 
coping was more likely [18]. Similarly, Galvez et al. (2011) 
proposed that when others are interested in, and sympa-
thetic to BD experiences, such reassurance may positively 
modify negative cognitions [22]. Additionally, it may be 
reasoned that more perceived social acceptance (as indi-
cated in higher ‘social integration’, or sense of belonging) 
may result in lower perceived stigma, and hence higher 
PMH.

In all, within the context of social support, perhaps how 
people make us feel is key in fostering of a sense of PMH. 
That is, higher levels of ‘reassurance of worth’ directly 
affirm one’s value, and perhaps counteract the impact of 
stigma. Similarly, feeling a sense of belongingness and 
acceptance as indicated in higher levels of ‘social integra-
tion’ may serve to enhance feelings of self-worth, and also 
reduce stigma. While these findings make intuitive sense 
regardless of affliction, it appears particularly important 
for those living with BD, who have likely paid a social 
price due to the realities of the illness. Indeed, social ero-
sion is a probable outcome predicated on the expense 
loved ones have paid in attempting to care for and sup-
port people in the throes of their illness. It would also 
appear that NSIs may play a unique role in the degree to 
which BD sufferers experience PMH. Previous research 
has reported that NSIs tend to predict low interpersonal 
trust, external control beliefs, and the exhibition of dys-
functional attitudes, factors predictive of psychological 
distress via self-esteem [i.e., 66].

An examination of NSI scores revealed an inverse rela-
tionship with PMH for both male and females with BD, 
findings comparable to those reported in other research 
[e.g.,  67]. Similarly, NSIs have been observed to be pre-
dictive of poorer mental health, and potential triggers 
for mania or depression episodes [e.g., 18]. These results 
highlight the importance of supporting those with BD in 
terms of methods to cope with, and manage NSIs they 
might experience in daily life. Future research could fur-
ther assess the types and nuances of NSIs that tend to 
compromise PMH, as well as whether and how particu-
lar sources might play a role (i.e., family members, inti-
mate partners, close friends, acquaintances). Subsequent 
studies might also consider NSI reduction through inter-
ventions designed to diminish public stigma toward BD, 
as well as improving the coping skills of family or other 
social supports who are primary caregivers to those with 
BD.

As a final suggestion for future research, the intuitive 
interpretation of the social support/PMH link is that 

social support operates in a salutary manner to enhance 
an individual’s sense of mental health, wellness and resil-
ience. However, it is important to note that findings from 
Echezarraga et al. (2018) provide evidence to suggest that 
the association may also work the other way whereby 
higher PMH enhances one’s capacity to seek out, and 
more constructively engage in (and benefit from) social 
relationships [1]. Specifically, that study’s longitudinal 
design allowed for the observation that an improve-
ment in self-confidence served to mediate an association 
between interpersonal support and self-care, and subse-
quent personal recovery at follow-up. Perhaps such find-
ings implicate a social link between resilience domains 
and positive mental health in those with BD, and hence 
a greater likelihood for personal recovery. Indeed, future 
BD studies could measure RBD domains, and social 
support subscales at baseline to parse out whether sub-
sequent changes in the various sub measures predict 
recovery at follow up.

Limitations
There are several limitations within this study that should 
be noted. The first relates to the exclusion criteria of 
respondents when the CCHS-MH data were originally 
collected whereby those institutionalized, residing on 
indigenous settlements, and Canadian forces members 
were not included in the sampling frame. While esti-
mated to represent 3% of the population, generalizability 
to these specific groups may be precarious. Secondly, it 
is very important to emphasize that this is a correlational 
study and thus causation cannot be inferred. Hence, any 
language that seems to insinuate causality is completely 
unintentional. Thirdly, data associated with medication 
use and/or other treatments for mental health manage-
ment were not captured nor controlled in this study, and 
we acknowledge that such are likely factors that could 
have influenced levels of PMH. Lastly, given the self-
report nature of population health surveys, while CCHS-
MH modules on BD-I and BD-II disorders were based on 
a recognized World Health Organization version of the 
Composite International Diagnostic Interview, an indi-
vidual’s diagnosis of BD may not have been verified by an 
appropriate medical professional.

Conclusions
Overall, Canadians adults with BD report less social sup-
port overall, and across each subtype, experience lower 
levels of PMH, and higher NSIs compared to adults with-
out the diagnosis. In terms of gender, males with BD 
appear to report less overall social support, specifically in 
terms of ‘attachment’ and ‘guidance’, while females with 
BD tend to report higher NSIs. It was also revealed that 
‘social integration’ and ‘reassurance of worth’ positively 
predicted PMH for both males and females with BD, with 
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NSIs also accounting for unique variance beyond social 
support, predicting lower levels of PMH. Such observa-
tions can aid in the development of treatment programs 
and therapies for individuals suffering from BD. It would 
seem that social support (or lack thereof ) is important to 
consider in promoting resilience, and given the gender 
lens that was applied in this study, perhaps males may 
see greater success in treatment when focusing on guid-
ance and attachment-based social support (i.e., receiving 
advice and feeling an emotional connection with others), 
while females may benefit from tailored treatment sur-
rounding how to cope with NSIs.

Acknowledgements
Not applicable.

Author contributions
KF devised the study, consulted on overall design, performed initial 
statistical analyses and interpretation of findings, performed and interpreted 
secondary statistical analyses for manuscript development, and contributed 
to the drafting of final manuscript; KD performed initial literature review, 
analyzed and interpreted preliminary data, and provided preliminary draft of 
manuscript.

Funding
This research was conducted without funding.

Data Availability
The datasets used and/or analyzed during the current study available from the 
corresponding author on reasonable request.

Declarations

Competing interests
The authors declare no competing interests.

Ethics approval and consent to participate
All methods were carried out in accordance with relevant guidelines and 
regulations,
Experimental protocols were approved by the Health Canada and Public Health 
Agency of Canada (PHAC) Research Ethics Board (REB), and.

Informed consent
was obtained from all subjects and/or their legal guardian, and assured by 
Statistics Canada.

Consent for publication
Not Applicable.

Received: 6 April 2023 / Accepted: 1 October 2023

References
1. Echezarraga A, Calvete E, González-Pinto AM, Las Hayas C. Resilience dimen-

sions and mental health outcomes in bipolar disorder in a follow-up study. 
Stress Health. 2018;34(1):115–26. https://doi.org/10.1002/smi.2767.

2. Hirschfeld RM. Screening for bipolar disorder. Am J Manag Care. 
2007;13(7):164.

3. McDonald K, Bulloch A, Duffy A, Bresee L, Williams J, Lavorato D, Pat-
ten S. Prevalence of bipolar I and II disorder in Canada. Can J Psychiat. 
2015;60(3):151–6. https://doi.org/10.1177/070674371506000310.

4. Kessler RC, Berglund P, Demler O, Jin R, Merikangas KR, Walters EE. Lifetime 
prevalence and age-of-onset distributions of DSM-IV disorders in the national 

comorbidity survey replication. Arch Gen Psychiat. 2005;62(6):593. https://doi.
org/10.1001/archpsyc.62.6.593.

5. Goodwin FK, Jamison KR. Manic-depressive illness: bipolar disorders and 
recurrent depression. Volume 2. Oxford University Press; 2007.

6. Miller JN, Black DW. Bipolar disorder and suicide: a review. Curr Psychiat Rep. 
2020;22(2):1–10. https://doi.org/10.1007/s11920-020-1130-0.

7. Brown GK, Beck AT, Steer RA, Grisham JR. Risk factors for suicide in 
psychiatric outpatients: a 20-year prospective study. J Consult Clin Psych. 
2000;68(3):371–7. https://doi.org/10.1037/0022-006X.68.3.371.

8. Studart-Bottó P, Bezerra‐Filho S, Sarmento S, Miranda‐Scippa Â. Social sup-
port in patients with bipolar disorder and differing ages at onset. Clin Psychol 
Psychot. 2022;29(1):351–9. https://doi.org/10.1002/cpp.2617.

9. Scott J. Psychotherapy for bipolar disorders - efficacy and effectiveness. J 
Psychopharmacol. 2006;20:46–50. https://doi.org/10.1177/135978680606307
810.1177/1359786806063078.

10. Bentall RP, Kinderman P, Manson K. Self-discrepancies in bipolar disorder: 
comparison of manic, depressed, remitted and normal participants. Brit J Clin 
Psychol. 2005;44(4):457–73. https://doi.org/10.1348/014466505x29189.

11. Bentall RP, Tai SJ, Knowles R. Psychological processes and the pathways to 
mania. In: Jones S, Bentall RP, editors. The psychology of bipolar disorder. 
Oxford University Press; 2006. pp. 117–38. https://doi.org/10.1093/med:ps
ych/9780198530091.003.0006.

12. Jones S, Bentall RP. The psychology of bipolar disorder: new developments 
and research strategies. Oxford University Press; 2006.

13. Lam D, Wong G. Prodromes, coping strategies and psychological interven-
tions in bipolar disorders. Clin Psychol Rev. 2005;25:1028–42.

14. Wills TA. Social support and interpersonal relationships. In: Clark MS, editor. 
Prosocial behavior. Sage Publications, Inc; 1991. pp. 265–89.

15. Campos B, Ullman JB, Aguilera A, Dunkel Schetter C. Familism and psycho-
logical health: the intervening role of closeness and social support. Cult 
Divers Ethn Min. 2014;20(2):191–201. https://doi.org/10.1037/a0034094.

16. Fowler K, Wareham-Fowler S, Barnes C. Social context and depression sever-
ity and duration in canadian men and women: exploring the influence of 
social support and sense of community belongingness. J Appl Soc Psychol. 
2013;43(S1):E85–E96. https://doi.org/10.1176/appi.ajp.161.8.1417.

17. Xu Q, Li S, Yang L. Perceived social support and mental health for college 
students in mainland China: the mediating effects of self-concept. Psychol 
Health Med. 2019;24(5):595–604. https://doi.org/10.1080/13548506.2018.154
9744.

18. Owen R, Gooding P, Dempsey R, Jones S. The reciprocal relationship between 
bipolar disorder and social interaction: a qualitative investigation. Clin Psy-
chol Psychot. 2017;24(4):911–8. https://doi.org/10.1002/cpp.2055.

19. Warren CD, Fowler K, Speed D, Walsh A. The influence of social support on 
psychological distress in canadian adults with bipolar disorder. Soc Psych 
Psych Epid. 2018;53(8):815–21. https://doi.org/10.1007/s00127-018-1529-7.

20. Cohen AN, Hammen C, Henry RM, Daley SE. Effects of stress and social sup-
port on recurrence in bipolar disorder. J Affect Disorders. 2004;82(1):143–7. 
https://doi.org/10.1016/j.jad.2003.10.008.

21. Johnson SL, Winett CA, Meyer B, Greenhouse WJ, Miller I. Social support and 
the course of bipolar disorder. J Abnorm Psychol. 1999;108(4):558–66. https://
doi.org/10.1037//0021-843x.108.4.558.

22. Galvez JF, Thommi S, Nassir SG. Positive aspects of mental illness: a review 
in bipolar disorder. J Affect Disorders. 2011;128(3):185–90. https://doi.
org/10.1016/j.jad.2010.03.017.

23. Corrigan PW, Watson AC. The paradox of self-stigma and mental illness. Clin 
Psychol Sci. 2002;9(1):35–53. https://doi.org/10.1093/clipsy.9.1.35.

24. Ritsher JB, Phelan JC. Internalized stigma predicts erosion of morale among 
psychiatric outpatients. Psychiat Res. 2004;129(3):257–65. https://doi.
org/10.1016/j.psychres.2004.08.003.

25. Lee D, Cha B, Park C, Kim B, Lee C, Lee S, Seo J, Cho Y, Ha J, Choi J. Effects of 
resilience on quality of life in patients with bipolar disorder. J Affect Disord. 
2017;207:434–41. https://doi.org/10.1016/j.jad.2016.08.075.

26. Fletcher K, Parker GB, Manicavasagar V. Coping profiles in bipolar dis-
order. Compr Psychiatry. 2013;54(8):1177–84. https://doi.org/10.1016/j.
comppsych.2013.05.011.

27. Dore G, Romans SE. Impact of bipolar affective disorder on family and 
partners. J Affect Disorders. 2004;67(1–3):147–58. https://doi.org/10.1016/
s0165-0327(01)00450-5.

28. Ozer EJ, Best SR, Lipsey TL, Weiss DS. Predictors of posttraumatic stress disor-
der and symptoms in adults: a meta-analysis. Psychol Bull. 2003;129:52–73. 
https://doi.org/10.1037//0033-2909.129.1.52.

https://doi.org/10.1002/smi.2767
https://doi.org/10.1177/070674371506000310
https://doi.org/10.1001/archpsyc.62.6.593
https://doi.org/10.1001/archpsyc.62.6.593
https://doi.org/10.1007/s11920-020-1130-0
https://doi.org/10.1037/0022-006X.68.3.371
https://doi.org/10.1002/cpp.2617
https://doi.org/10.1177/135978680606307810.1177/1359786806063078
https://doi.org/10.1177/135978680606307810.1177/1359786806063078
https://doi.org/10.1348/014466505x29189
https://doi.org/10.1093/med:psych/9780198530091.003.0006
https://doi.org/10.1093/med:psych/9780198530091.003.0006
https://doi.org/10.1037/a0034094
https://doi.org/10.1176/appi.ajp.161.8.1417
https://doi.org/10.1080/13548506.2018.1549744
https://doi.org/10.1080/13548506.2018.1549744
https://doi.org/10.1002/cpp.2055
https://doi.org/10.1007/s00127-018-1529-7
https://doi.org/10.1016/j.jad.2003.10.008
https://doi.org/10.1037//0021-843x.108.4.558
https://doi.org/10.1037//0021-843x.108.4.558
https://doi.org/10.1016/j.jad.2010.03.017
https://doi.org/10.1016/j.jad.2010.03.017
https://doi.org/10.1093/clipsy.9.1.35
https://doi.org/10.1016/j.psychres.2004.08.003
https://doi.org/10.1016/j.psychres.2004.08.003
https://doi.org/10.1016/j.jad.2016.08.075
https://doi.org/10.1016/j.comppsych.2013.05.011
https://doi.org/10.1016/j.comppsych.2013.05.011
https://doi.org/10.1016/s0165-0327(01)00450-5
https://doi.org/10.1016/s0165-0327(01)00450-5
https://doi.org/10.1037//0033-2909.129.1.52


Page 12 of 12Fowler and Dooley BMC Psychiatry          (2023) 23:759 

29. King DW, Taft C, King LA, Hammond C, Stone ER. Directionality of the associa-
tion between social support and posttraumatic stress disorder: a longitu-
dinal investigation. J Appl Soc Psychol. 2006;36(12):2980–92. https://doi.
org/10.1111/j.0021-9029.2006.00138.x.

30. Shallcross SL, Arbisi PA, Polusny MA, Kramer MD. Social causation versus social 
erosion: comparisons of causal models for relations between support and 
PTSD symptoms. J Trauma Stress. 2016;29:167–75. https://doi.org/10.1002/
jts.22086.

31. Kouros CD, Garber J. Trajectories of individual depressive symptoms in 
adolescents: gender and family relationships as predictors. Dev Psychol. 
2014;50(12):2633–43. https://doi.org/10.1037/a0038190.

32. Woodward MJ, Eddinger J, Henschel AV, Dodson TS, Tran HN, Beck JG. Social 
support, posttraumatic cognitions, and PTSD: the influence of family, friends 
and a close other in an interpersonal and non-interpersonal trauma group. J 
Anxiety Disord. 2015;35:60–7. https://doi.org/10.1016/j.janxdis.2015.09.002.

33. Van Ameringen M, Mancini C, Patterson B, Boyle MH. Post-traumatic stress 
disorder in Canada. CNS Neurosci Ther. 2008;14(3):171–81. https://doi.
org/10.1111/j.1755.5949.2008.00049x.

34. Manguno-Mire G, Sautter F, Lyons J, Myers L, Perry D, Sherman M, Glynn S, 
Sullivan G. Psychological distress and burden among female partners of 
combat veterans with PTSD. J Nerv Ment Dis. 2007;195(2):144–51. https://doi.
org/10.1097/01.nmd.0000254755.53549.69.

35. Reinares M, Vieta E, Colom F, Martínez-Arán A, Torrent C, Comes M, et al. What 
really matters to bipolar patients’ caregivers: sources of family burden. J Affect 
Disorders. 2006;94(1–3):157–63. https://doi.org/10.1016/j.jad.2006.04.022.

36. Johnson SL. Mania and dysregulation in goal pursuit: a review. Clin Psychol 
Rev. 2005;25(2):241–62. https://doi.org/10.1016/j.cpr.2004.11.002.

37. Choi J, Cha B, Jang J, Park C, Kim B, Lee C, Lee S. Resilience and impulsivity 
in euthymic patients with bipolar disorder. J Affect Disord. 2015;170:172–7. 
https://doi.org/10.1016/j.jad.2014.08.056.

38. Connor KM, Davidson JRT. Development of a new resilience scale: the 
Connor-Davidson Resilience Scale (CD-RISC). Depress Anxiety. 2003;18:76–82. 
https://doi.org/10.1002/da.10113.

39. Echezarraga A, Las Hayas C, González-Pinto AM, Jones S. The resilience ques-
tionnaire for bipolar disorder: development and validation. Arch Psychiatr 
Nurs. 2017;31(4):376–85. https://doi.org/10.1016/j.apnu.2017.04.010.

40. World Health Organization. International classification of diseases and related 
health problems (10th rev.) Mental health: Strengthening mental health 
promotion, fact sheet no. 220. 2001. http://www.who.int/en/news-room/
fact-sheets/detail/mental-health-strengthening-our-response.

41. Keyes CLM. Brief description of the mental health continuum short form 
(MHC-SF). In Atlanta; 2009. https://peplab.web.unc.edu/wp-content/
uploads/sites/18901/2018/11/MHC-SFoverview.pdf.

42. Masten AS, Obradović J. Competence and resilience in development. Ann Ny 
Acad Sci. 2006;1094(1):13–27. https://doi.org/10.1196/annals.1376.003.

43. Davydov DM, Stewart R, Ritchie K, Chaudieu I. Resilience and mental health. 
Clin Psychol Rev. 2010;30(5):479–95. https://doi.org/10.1016/j.cpr.2010.03.003.

44. Flynn R, Ghazal H, Legault L, Vandermeulen G, Petrick S. Use of population 
measures and norms to identify resilient outcomes in young people in 
care: an exploratory study. Child Fam Soc Work. 2004;9(1):65–79. https://doi.
org/10.1111/j.1365-2206.2004.00322.x.

45. Masten AS, Reed MG. Resilience in development. In: Snyder CR, Lopez SJ, 
editors. The handbook of positive psychology. Oxford University Press; 2002. 
pp. 74–88.

46. Srivastava K. Positive mental health and its relationship with resilience. Ind 
Psychiatry J. 2011;20(2):75–6. https://doi.org/10.4103/0972-6748.102469.

47. Statistics Canada. Canadian Community Health Survey (CCHS)-Mental Health. 
Ottawa: Statistics Canada. 2013. https://www150.statcan.gc.ca/n1/daily-
quotidien/130918/dq130918a-eng.htm. Accessed Oct 11 2021.

48. Gilmour H. Positive mental health and mental illness. Health Matters: Sta-
tistics Canada. 2014;25(9):3–9. http://campusmentalhealth.ca/wp-content/
uploads/2014/09/Positive-Health-and-Wellness.pdf. Accessed October 11th 
2021.

49. Sierra P, Livianos L, Rojo L. Quality of life for patients with bipolar disor-
der: relationship with clinical and demographic variables. Bipolar Disord. 
2005;7(2):159–65. https://doi.org/10.1111/j.1399-5618.2005.00186.x.

50. Caron J. A validation of the social provisions scale: the SPS-10 items. Sante 
Ment Que. 2013;38(1):297–318. https://doi.org/10.7202/1019198ar.

51. Ryff CD. Happiness is everything, or is it? Explorations on the meaning of 
psychological well-being. J Pers Soc Psychol. 1989;57(6):1069–81. https://doi.
org/10.1037/0022-3514.57.6.1069.

52. Keyes CLM. Social well-being. Soc Psychol Q. 1998;61(2):121. https://doi.
org/10.2307/2787065.

53. Keyes CLM. Atlanta: Brief description of the mental health continuum short form 
(MHC-SF). 2009. https://www.aacu.org/sites/default/files/MHC-SFEnglish.pdf. 
Accessed Oct 11 2021.

54. Lamers SM, Westerhof GJ, Bohlmeijer ET, ten Klooster PM, Keyes CL. Evaluat-
ing the psychometric properties of the Mental Health Continuum-Short 
Form (MHC-SF). J Clin Psychol. 2011;67(1):99–110. https://doi.org/10.1002/
jclp.20741.

55. American Psychiatric Association. Diagnostic and statistical manual of mental 
disorders. 4th ed. Washington: American Psychiatric Association; 1994.

56. World Health Organization. International classification of diseases and related 
health problems (10th rev.) World Health Organization, Geneva; 1992.

57. Greenberg S, Rosenblum KL, McInnis MG, Muzik M. The role of social relation-
ships in bipolar disorder: a review. Psychiat Res. 2014;219(2):248–54. https://
doi.org/10.1016/j.psychres.2014.05.047.

58. Warren CD, Fowler K. Examination of gender differences in the influence 
of social support on psychological distress in canadian adults with bipolar 
disorder. Psychiat Quart. 2021;92(3):1187–99. https://doi.org/10.1007/
s11126-021-09898-8.

59. Martínez-Hernáez A, Carceller-Maicas N, DiGiacomo SM, Ariste S. Social 
Support and gender differences in coping with depression among emerging 
adults: a mixed-methods study. Child Adol Psych Men. 2016;10(1). https://doi.
org/10.1186/s13034-015-0088-x.

60. Jeyagurunathan A, Vaingankar JA, Abdin E, Sambasivam R, Seow E, Pang S, 
et al. Gender differences in positive mental health among individuals with 
schizophrenia. Compr Psychiat. 2017;74:88–95. https://doi.org/10.1016/j.
comppsych.2017.01.005.

61. Ellison N, Mason O, Scior K. Bipolar disorder and stigma: a systematic 
review of the literature. J Affect Disorders. 2013;151(3):805–20. https://doi.
org/10.1016/j.jad.2013.08.014.

62. Jorm AF, Christensen H, Griffiths KM. Belief in the harmfulness of antide-
pressants: results from a national survey of the australian public. J Affect 
Disorders. 2005;88:47–53. https://doi.org/10.1016/j.jad.2005.06.002.

63. Link B, Castille DM, Stuber J. Stigma and coercion in the context of outpatient 
treatment for people with mental illnesses. Soc Sci Med. 2008;67:409–19. 
https://doi.org/10.1016/j.socscimed.2008.03.015.

64. Nolen-Hoeksema S. Emotion regulation and psychopathology: the role of 
gender. Annu Rev Clin Psycho. 2012;8(1):161–87. https://doi.org/10.1146/
annurev-clinpsy-032511-143109.

65. Nolen-Hoeksema S, Davis C. Thanks for sharing that: ruminators and their 
social support networks. J Pers Soc Psychol. 1999;77:801–14. https://doi.
org/10.1037/0022-3514.77.4.801.

66. Lakey B, Tardiff TA, Drew JB. Negative social interactions: assessment and 
relations to social support, cognition and psychological distress. J Soc Clin 
Psychol. 1994;13(1):42–62. https://doi.org/10.1521/jscp.1994.13.1.42.

67. Yanos PT, Rosenfield S, Horwitz AV. Negative and supportive social interac-
tions and quality of life among persons diagnosed with severe mental 
illness. Community Ment Hlt J. 2001;37:405–19. https://doi.org/10.102
3/A:1017528029127.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations. 

https://doi.org/10.1111/j.0021-9029.2006.00138.x
https://doi.org/10.1111/j.0021-9029.2006.00138.x
https://doi.org/10.1002/jts.22086
https://doi.org/10.1002/jts.22086
https://doi.org/10.1037/a0038190
https://doi.org/10.1016/j.janxdis.2015.09.002
https://doi.org/10.1111/j.1755.5949.2008.00049x
https://doi.org/10.1111/j.1755.5949.2008.00049x
https://doi.org/10.1097/01.nmd.0000254755.53549.69
https://doi.org/10.1097/01.nmd.0000254755.53549.69
https://doi.org/10.1016/j.jad.2006.04.022
https://doi.org/10.1016/j.cpr.2004.11.002
https://doi.org/10.1016/j.jad.2014.08.056
https://doi.org/10.1002/da.10113
https://doi.org/10.1016/j.apnu.2017.04.010
http://www.who.int/en/news-room/fact-sheets/detail/mental-health-strengthening-our-response
http://www.who.int/en/news-room/fact-sheets/detail/mental-health-strengthening-our-response
https://peplab.web.unc.edu/wp-content/uploads/sites/18901/2018/11/MHC-SFoverview.pdf
https://peplab.web.unc.edu/wp-content/uploads/sites/18901/2018/11/MHC-SFoverview.pdf
https://doi.org/10.1196/annals.1376.003
https://doi.org/10.1016/j.cpr.2010.03.003
https://doi.org/10.1111/j.1365-2206.2004.00322.x
https://doi.org/10.1111/j.1365-2206.2004.00322.x
https://doi.org/10.4103/0972-6748.102469
https://www150.statcan.gc.ca/n1/daily-quotidien/130918/dq130918a-eng.htm
https://www150.statcan.gc.ca/n1/daily-quotidien/130918/dq130918a-eng.htm
http://campusmentalhealth.ca/wp-content/uploads/2014/09/Positive-Health-and-Wellness.pdf
http://campusmentalhealth.ca/wp-content/uploads/2014/09/Positive-Health-and-Wellness.pdf
https://doi.org/10.1111/j.1399-5618.2005.00186.x
https://doi.org/10.7202/1019198ar
https://doi.org/10.1037/0022-3514.57.6.1069
https://doi.org/10.1037/0022-3514.57.6.1069
https://doi.org/10.2307/2787065
https://doi.org/10.2307/2787065
https://www.aacu.org/sites/default/files/MHC-SFEnglish.pdf
https://doi.org/10.1002/jclp.20741
https://doi.org/10.1002/jclp.20741
https://doi.org/10.1016/j.psychres.2014.05.047
https://doi.org/10.1016/j.psychres.2014.05.047
https://doi.org/10.1007/s11126-021-09898-8
https://doi.org/10.1007/s11126-021-09898-8
https://doi.org/10.1186/s13034-015-0088-x
https://doi.org/10.1186/s13034-015-0088-x
https://doi.org/10.1016/j.comppsych.2017.01.005
https://doi.org/10.1016/j.comppsych.2017.01.005
https://doi.org/10.1016/j.jad.2013.08.014
https://doi.org/10.1016/j.jad.2013.08.014
https://doi.org/10.1016/j.jad.2005.06.002
https://doi.org/10.1016/j.socscimed.2008.03.015
https://doi.org/10.1146/annurev-clinpsy-032511-143109
https://doi.org/10.1146/annurev-clinpsy-032511-143109
https://doi.org/10.1037/0022-3514.77.4.801
https://doi.org/10.1037/0022-3514.77.4.801
https://doi.org/10.1521/jscp.1994.13.1.42
https://doi.org/10.1023/A:1017528029127
https://doi.org/10.1023/A:1017528029127

	Positive mental health in adults with bipolar disorder: exploring social support subtypes, negative social interactions and potential to flourish
	Abstract
	Introduction
	BD, social support and bi-directionality
	BD, resilience, positive mental health and social support
	Exploring PMH in adults with BD as a function of social support subtypes and NSIs: objectives of the current study

	Method
	Data Collection
	Participants

	Materials
	The social provisions scale 10 items (SPS-10)
	The mental health continuum - short form (MHC-SF)
	Self-report of bipolar disorder
	Assessment of bipolar disorder: lifetime prevalence
	CIDI classification of BD-I, BD-II and Omnibus BD
	Sociodemographic and socioeconomic variables
	Statistical analysis

	Results
	Comparison of adults with BD to the matched non-BD adult sample
	Comparison of SPS-10, PMH, and NSIs between males and females with BD
	Predicting PMH with SPS-10 subtypes and NSIs for BD males and females separately

	Discussion
	Limitations

	Conclusions
	References


