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Positive mental health in adults with bipolar
disorder: exploring social support subtypes,
negative social interactions and potential
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Abstract

Background Bipolar disorder (BD) (i.e., BD-l or BD-lI) 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 Iltems (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
NSlIs 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
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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
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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 NSls: 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.
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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].

Page 5 of 12

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-Il 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 ¢ tests were carried out to compare SPS-10 and sub-
type means between those reporting a BD diagnosis and
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the matched non-BD sample, while independent sample
¢ 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 ¢ 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 X2 p BD Non-BD X2 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) 11.031)
35 to 39 years 14.5(41) 14.5(41) 7.8(22) 7.8(22)
40 to 44 years 14.5(47) 14.5(41) 10.3(29) 10.3(29)
45 to 49 years 11.031) 11.031) 12.1(34) 12.1(34)
50 to 54 years 74(21) 74121) 12.5(35) 12.5(35)
5510 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) 309 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 04(1) 04(1) 3.6(10) 2.5(7)
Divorced/Separated 17.1(48) 12.1(34) 23.7(66) 11.1(331)
Single 51.2(144) 34.0(96) 34.5(96) 24.4(68)
Personal Income
< $10,000 3.309) 3.5(9) 416 0.00 10.2(27) 10.4(27) 320 0.00
$10,000-$19,999 20.0(54) 7.7(20) 30.8(82) 15.1(39)
$20,000-529,999 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 11.531) 11.931) 5.3(14) 8.5(22)
$50,000 + 25.6(69) 49.2(128) 12.4(33) 26.6(69)
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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
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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

Matched Non-BD Sample Sample
Variable BD Sample Non-BD Sample Sig Variable Females with  Males with BD
(n=563) (n=563) BD (n=281) (n=282) -
M SD M SD M SD M SD Sig
Overall Social Provision 3337 585 36.01 4.34 Fxx Overall Social Provision Scale  33.88 568 3285 597 %
Scale Attachment 696 124 658 139 *
Attachment 6.77 1.33 7.26 0.99 xxx Guidance 6.99 132 6.69 143 ¢
Guidance 6.84 1.38 7.36 1.01 Reliable Alliance 700 126 680 128 ns
Reliable Alliance 6.90 1.27 734 091 e Social Integration 635 145 629 139 ns
Social Integration 6.32 142 6.98 1.10 o Reassurance of Worth 656 135 648 132 ns
Reassurance of Worth 6.52 133 703 104 o Positive Mental Health 4214 1442 4262 1521 ns
Positive Mental Health 4238 1481 530 142 o Negative Social Interactions 530 311 471 289 %
Negative Social Interactions 5.01 3.02 313 243 e Note. * p<.05

Note. ***p<.001

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
(¢* = 30.9, p<.001 andy® = 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 (y* = 41.6, p<.001 andy’ = 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 ¢ test assessing the difference
in overall SPS-10 score between the BD sample (=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, £(1104) = -8.54, p<.001, 95%
CI [-3.33, -2.04] with a medium effect size, d=—0.514
(See Table 2). Independent sample ¢ tests comparing each
SPS-10 subscale revealed significantly lower scores for
the BD respondents compared with the matched non-
BD sample, i.e.; ‘attachment’ (=559, M=6.77, SD=1.33
vs. n=562, M=7.26, SD=0.99), £(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), #(1121) = -6.704, p<.001, 95% CI [-0.57,
—0.31]; ‘social integration’ (n=557, M=6.32, SD=1.42
vs. =559, M=6.98, SD=1.10), #(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),
£(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 ¢-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), £(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), ¢(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 (=276, M=32.85, SD=5.97)
and females with BD (n=276, M=33.88, SD=5.68), with
males having lower scores, £(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’ (#=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), £(559)
=-2.510, p<.05, 95% CI [-0.520, —0.063], both with small
effect sizes (i.e., 4=0.292 and d=0.212 respectively). An
independent sample ¢ test also revealed a significant
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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 B B SE B B SE B
Age -1.277 0.367 —0.207% —0455 0.287 -0.074 -0.523 0279 —0.085
Income 2.720 0.565 0.286** 1.143 0.448 0.120* 1.199 0436 0.126*
Attachment 1.784 0.938 0.163 1.977 0914 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%* 2950 0.771 0.273%
Reassurance of worth 2.365 0.797 0.206* 2438 0.776 0.213*
Negative Social Interactions -0.944 0.247 —0.178%*
R 0.119 0488 0516
Ffor change in R? 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 B B SE B B SE B
Age -0.158 0.344 -0.029 0.079 0.300 0.014 -0.074 0.298 -0.014
Income 2430 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 0918 0.196* 1.927 0.901 0.178*
Negative Social Interactions -0.870 0.262 —-0.188*
R 0.053 0.287 0316
F for change in R 7.85%* 15.06** 12071
Note. * p<.05
**p<.001

difference in NSI scores between males with BD (=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
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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
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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
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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

Opverall, 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.
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