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Abstract 
Background: Bipolar disorder (BD) is a highly stigmatized condition, which has many negative repercussions. Most 
stigma-reduction interventions aim to reduce stigmatizing attitudes in their target groups. However, attitudinal changes do 
not necessarily translate into changes in discriminatory behavior. To bridge the gap between attitudes and behaviors, the 
current study examines the stigmatizing attitudes associated with behavioral intentions, i.e., the willingness to enter into 
contact with individuals with bipolar disorder.  

Methods: A sample of 94 participants completed the Social Distance Scale (SDS) and the Mental Illness Stigma Scale 
(MISS). Participants were individuals with BD, their friends/family members, healthcare professionals students, and the 
general public. This study presents baseline data from a research project testing the anti-stigma intervention.  

Results: SDS is significantly correlated with four categories of stigmatizing attitudes measured by the MISS: treatability, 
relationship disruption, hygiene, and anxiety. Greater knowledge about BD is associated with significantly less desire for 
social distance and more positive attitudes regarding treatability, anxiety and recovery. After controlling for socio- 
demographic variables and knowledge, only two categories of stigmatizing attitudes predict the desire for social distance: 
relationship disruption and hygiene, which explain 20% of the variance.   

Conclusions: Combatting stigma in BD requires a change in behaviors, not just attitudes. We explored the link between 
stigmatizing attitudes and the desire to interact with affected individuals and found a significant association. The desire to 
maintain social distance from people with BD was predicted by stigmatizing about regarding their relationships and 
hygiene habits. By targeting stigmatizing beliefs about relationship disturbances and hygiene in BD, it may be possible to 
further strengthen anti-stigma initiatives. 
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1 Introduction 
Psychiatric stigma is a social prejudice made up of stereotypical negative attitudes toward people living with a mental 
illness [1]. For example, many people believe that individuals who have a mental illness are typically unpredictable, violent, 
or unreliable. The illness may even be seen as a sign of personal deficits, weakness, deviance, low intelligence, or 
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incompetence. With stigmatizing attitudes come discriminatory behaviors that marginalize those affected. Unfortunately, 
stigma is pervasive in society; it is found among the public as a whole, in the healthcare sector, among friends and family 
members of those with a mental illness, and is even internalized by the affected individuals themselves [2].  

Bipolar disorder (BD) is a highly stigmatized mental illness, as much so as conditions like schizophrenia [3]. According to 
people living with BD and their family members, stigma has serious negative impacts on their social lives, family 
relationships and occupational achievement. When individuals with BD have high levels of perceived stigma, they tend to 
experience more severe affective symptoms and greater functional impairment. The negative impact of stigma also affects 
the family members who support them. The perception of stigma leads to concealment of the illness, withdrawal from 
social circles and symptoms of social anxiety. This, in turn, is associated with weakened social support networks. However, 
the impact of stigma goes beyond social support, also affecting the psychiatric treatment that can help them manage the 
condition; individuals with mental illness and a high sense of stigma are both less inclined to seek professional help [4] and 
less likely to adhere to treatment [5]. Given the complex interplay between stigma, functioning, treatment seeking and 
disease management, stigma is a key construct in BD that should be further explored to better understand how it works and, 
ultimately, reduce its impacts. 

A variety of approaches have been undertaken in the fight against stigma. These include individual approaches ranging 
from counseling and cognitive-behavioral therapy to advocacy to self-help [6]. Organizational and community-level 
initiatives include training programs, policies, and protest. Social contact with people with mental illness is a major 
component of anti-stigma interventions, based on the proposition by intergroup contact theory that direct contact with 
affected individuals is one of the keys to reducing prejudice [7]. Another common target of interventions is to increase 
knowledge and empathy toward the stigmatized group [8]. Contact and education-based approaches have been used to 
develop interventions to reduce the stigma surrounding bipolar disorder [9, 10]. 

Despite valiant efforts to raise awareness of mental illness and reduce stigma, success has been limited [11]. In fact, during 
the last half of the 20th century, when the scientific understanding of mental illness increased dramatically, stigmatizing 
beliefs regarding the dangerousness of people with mental illness also increased substantially [12]. This highlights the 
importance of continuing to untangle the complex factors that drive stigma and that determine the success of an 
anti-stigma initiative. Criticisms of existing approaches to stigma reduction include the notion that increased knowledge or 
improved attitudes do not necessarily translate directly into reduced discriminatory behavior [11]. Based on this premise, 
operationalizing stigma in terms of behavior and targeting stigmatizing behavior might be more powerful than focusing on 
stigmatizing attitudes alone.  

By assessing the people’s willingness or unwillingness to enter into contact with people who have a mental illness, stigma 
can be tapped from a more behavioral perspective [13]. While still not a direct measure of actual behavior, the assessment of 
the desire for social distance provides an operationalized measure representing behavioral intentions. If stigma reduction 
interventions can increase the willingness to interact with an individual who has a mental illness, they may be able to 
directly improve the lives of the people affected. Unfortunately, anti-stigma interventions that have positive impacts on 
certain aspects of stigma, such as attitudes, awareness and empathy, do not necessarily change peoples’ desire to interact 
with those who have the disorder [14-16].  

Since attitudinal messages dominate anti-stigma campaigns, a better understanding of the relationship between 
stigmatizing attitudes and behavioral intentions is required. By identifying the specific stigmatizing attitudes that are most 
closely associated with behavioral change, it might be possible to bridge the gap between attitudinal targets and behavioral 
outcomes. From this perspective, the current study explores the relationship between stigmatizing attitudes and the desire 
for social distance. The objective is to identify the attitudes that have the greatest impact on the willingness to interact with 
people who have bipolar disorder, with a view to refining the targets of attitudinal anti-stigma interventions to maximize 
their impact. 
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2 Method 

2.1 Participants 
A mixed sample of 94 participants (70 women and 24 men) completed the assessments for the current study. The average 
age was 42.5 years (SD = 15.8). Of them, 13 participants (13.8%) had been diagnosed with BD, 31 (33.0%) were friends or 
family members of an individual with BD, 22 (23.4%) were healthcare workers, 17 (18.1 %) were undergraduate nursing 
students, and 11 (11.7%) were members of the general public. Illustrating the natural overlap between subsamples, 48.7% 
of healthcare professionals and students reported contact with a friend or family member who had BD.  

2.2 Procedure 
The current study is an analysis of the baseline data of individuals participating in a research project testing the filmed 

version of the anti-stigma intervention. Participants provided informed consent, then completed assessments of stigma 

either online during the week prior to the intervention (N = 52) or in pen-and-paper format immediately prior to the 
intervention (N = 42). Overall stigma levels did not differ based on testing procedure. The impact of the intervention as a 
stigma-reduction tool is reported elsewhere. The study was approved by a hospital-based research ethics board.  

2.3 Measures 
Participants completed a series of validated questionnaires and provided sociodemographic and general background 
information. The battery of questionnaires included the following:   

Mental Illness Stigma Scale (MISS) [17]. The MISS is a 28 item questionnaire assessing stigmatizing attitudes toward a 
single mental illness. The title of the targeted mental illness is entered into the items to customize it to the specific mental 
illness; for this study, respondents were asked specifically about their attitudes toward BD. The MISS consists of seven 
subscales: anxiety about contact with people with the mental illness (Anxiety), the belief that mental health professionals 
are ineffective (Professional Efficacy), that people with the mental illness cannot maintain meaningful relationships 
(Relationship Disruption), that they have poor grooming habits (Hygiene), that they can be easily identified by appearance 
(Visibility), that they cannot be treated effectively (Treatability), and that they cannot recover from a mental illness 
(Recovery). Level of agreement with the statements is indicated on a 7 point Likert scale. For the total score and each 
subscale, a higher score indicates a more highly stigmatizing attitude. The MISS has been validated, demonstrating good 
internal consistency and a strong factor structure, as well as the ability to identify high levels of stigmatizing attitudes 
toward schizophrenia. 

Social Distance Scale [13]. To measure the respondents’ willingness to interact with people who have bipolar disorder, we 
used the Social Distance Scale. The desire for social distance is assessed by asking participants how willing they would be, 
on a 5 point Likert scale, to move next door to a person with BD, spend an evening socializing with a person who has the 
disorder, make friends with the person, start working closely with the person, and have the person marry into the family. A 
mean score is calculated, with a score of 1 indicating the desire to maintain social distance and a score of 5 indicating high 
acceptance of social contact, such that a low score indicates a desire for social distance. From the data used in the current 
study, the SDS shows high internal consistency (Cronbach’s α = .91) and a unifactoral structure.  

Knowledge about bipolar disorder. In the absence of knowledge questionnaires adapted to the targeted samples and 
disorder, participants were asked to provide subjective ratings of their knowledge about BD. They did so using a 
three-point self-assessment, ranging from minimal (low score) to high knowledge (high score). They also provided similar 
three-point rankings of the quantity of training they had had in BD to provide some validation of subjective assessments 
(reading, courses; each evaluated at 0, 1-2, or 3+). Since subjective was knowledge significantly correlated with 
quantity-of-training rankings (r = .54), subjective knowledge was retained as an estimate of participants’ level of 
knowledge about BD, a higher score indicating more knowledge. 
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2.4 Data analysis 
During data screening as a prerequisite to analyses, one multivariate outlier was identified. Since close inspection revealed 
a response pattern indicating a misunderstanding of the directionality of scores, this participant’s responses were removed 
from the analyses.  

Using data from the remaining 93 participants, Pearson product-moment correlations were calculated to explore the 
bivariate correlations between MISS attitudinal stigma scores and the desire for social distance. Non-parametric 
Kruskal-Wallis tests were used to explore categorical knowledge variables. A hierarchical stepwise multiple regression 
analysis was then conducted to identify the stigmatizing attitudes that predict the desire for social distance. In the first step 
of the hierarchical regression, age, sex, knowledge about BD, and group membership (patient, friend/family, healthcare 
worker, nursing student, general public) were entered for the purposes of statistical control. In the second step, the seven 
categories of stigmatizing attitudes assessed by the MISS were entered using a stepwise procedure. Statistical analyses 
were conducted using SPSS 13, with α = .05 to establish significance. The sensitivity of the regression analyses was 
calculated with G*Power 3 power analysis software [18]. With seven attitudinal predictors, power of .80 and a significance 
criterion of .05, a sample size of 93 is sufficient to detect a medium effect size of f2 = .17.  

3 Results 
Descriptive statistics describing participants’ stigma levels are presented in Table 1. Pearson product-moment correlations 
were calculated to explore bivariate associations between stigmatizing attitudes and the desire for social distance (see 
Table 2). Results confirm that individuals who have higher stigmatizing attitudes as a whole (MISS total mean score) have 
more desire to maintain social distance from individuals with BD (r = -.41). In addition, four of seven MISS subscales are 
significantly correlated with the desire for social distance. The strongest effect is for the belief that BD is associated with 
disrupted relationships. A similar relationship was found for stigmatizing attitudes regarding the treatability of the disorder, 
anxiety surrounding the disorder, and the hygiene of individuals who have it.  

Table 1. Descriptive statistics 

 M SD 
Social Distance Scale 3.72 .78 
DMISS   
  Treatability 2.27 .99 
  Relationship Disruption 2.95 1.17 
  Hygiene 2.32 1.16 
  Anxiety 2.42 1.14 
  Visibility 3.54 1.14 
  Recovery 3.38 1.44 
  Professional Efficacy 2.67 1.31 
Total Average 2.75 .71 

 

Since one of the goals of stigma-reduction initiatives is to increase knowledge about BD in order to reduce stigma, the 
relationship between stigmatizing attitudes and participants’ subjective knowledge was explored (see Table 3). 
Non-parametric Kruskal-Wallis tests were used to compare the stigma scores of participants who rated their knowledge 
about BD as low, medium, or high. High knowledge was associated with significantly more positive behavioral intentions 
regarding social distance (χ2[2] = 11.29, p = .004). Four categories of stigmatizing attitudes also differed by knowledge 
level: higher knowledge about BD was associated with significantly less anxiety regarding the condition (χ2[2] = 17.26, p 
< .001), better attitudes about recovery (χ2[2] = 8.82, p = .012), and a more positive view of treatability (χ2[2] = 7.59, p 
=.023), but a stronger belief that the disorder is visible and easily detected (χ2[2] = 10.33, p = .006).   
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Table 2. Correlations between categories of stigmatizing attitudes and the desire for social distance 

 1 2 3 4 5 6 7 8 

1. SDS -        
2. Treatability -.30** -       
3.Relationship 
Disruption 

-.38** .34** -      

4. Hygiene -.35** .28* .41** -     
5. Anxiety -.35** .34** .65** .24* -    
6. Visibility -.004 -.12 .13 .17 -.11 -   
7. Recovery -.03 .27* .30** .05 .24* -.14 -  
8. Professional  
Efficacy 

-.03 .56** .15 .19 .10 .05 .22* - 

Note. MISS and SDS scales are scored in opposite directions; negative correlations reflect agreement in stigma scores across both instruments 
*p < .05; **p < .01 

 
Table 3. Differences in stigma scales based on participants’ subjective knowledge about bipolar disorder 

 
Low  
Knowledge 
(N = 39) 

Moderate 
Knowledge 
(N = 41) 

High Knowledge 
(N = 13) 

χ2(2) p 

 M (SD) M (SD) M (SD)   
MISS       
 Treatability 2.55 (0.91) 2.11 (1.03) 1.95 (0.91) 7.59 .02 
 Relationship Disruption 3.24 (1.26) 2.69 (1.05) 2.92 (1.11) 4.17 .12 
 Hygiene 2.51 (1.17) 2.13 (1.12) 2.31 (1.28) 2.93 .23 
 Anxiety 3.00 (1.25) 1.98 (0.84) 2.11 (0.90) 17.25 <.001 
 Visibility 3.22 (1.06) 3.59 (1.15) 4.38 (0.94) 10.33 .01 
 Recovery 3.77 (1.17) 3.21 (1.56) 2.73 (1.55) 8.82 .01 
 Professional Efficacy 2.56 (1.11) 2.56 (1.32) 3.35 (1.66) 2.42 .30 
SDS 3.43 (0.75) 3.84 (0.76) 4.22 (0.62) 11.29 .004 

 
To identify the stigmatizing attitudes that uniquely predict the desire for social distance, hierarchical stepwise multiple 
regression analysis was conducted. The results of the final model, controlling for sociodemographic, group and knowledge 
variables, are presented in Table 4. After a significant prediction afforded by the control variables entered in the first step 
of the analyses (age, sex, knowledge, group membership), two MISS subscales significantly predict the desire for social 
distance: relationship disturbance (β = -.29) and hygiene (β = -.28). These two predictors explain 20% of the variance of 
the desire for social distance above and beyond the 15% afforded by control variables. Despite several bivariate 
correlations with SDS scores, the remaining stigmatizing attitudes are not unique predictors of the desire for social 
distance.  

Table 4. Stepwise multiple regression analysis of predictors of the desire for social distance, controlling for 
knowledge, group membership, age, and sex 

 B SE B β t p 
Relationship Disruption -.196 .066 -.292 -2.978 .004 
Hygiene -.185 .067 -.275 -2.772 .007 
Knowledge .261 .102 .232 2.556 .012 
Age .011 .006 .216 1.868 .07 
Group -.053 .054 -.111 -.982 .33 
Sex -.094 .163 -.052 -.573 .57 
   R2 = .35  
   Adj. R2 = .30  
   R = .59  
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4 Discussion 
Results show that stigmatizing attitudes do predict behavioral intentions. However, all attitudes are not equal. Concerns 
that individuals with bipolar disorder cannot have strong relationships and that they have poor hygiene habits were the 
unique predictors of the desire for social distance, the strongest weight in the prediction being for relationship disruptions. 
Based on these results, relationship disruption and hygiene are strong candidate attitudinal variables for anti-stigma 
campaigns aiming to reduce behavioral manifestations of stigma. 

Stigma and relationships are obviously closely intertwined. The stigma surrounding BD clearly erodes the social lives of 
individuals affected, leaving them feeling isolated and lacking in social support [3]. Since a lack of social support is 
associated with depressive relapse and slower recovery in BD [19-21], stigma fuels the illness and interferes with a positive 
outcome by robbing individuals of the social support they need. Stigma reduction, then, would appear to one of the 
solutions to helping patients develop strong support networks and benefit from the protective properties that social support 
can offer.  

The current study further endorses the importance of social relationships as a component of stigma, but from a different 
perspective. Since one of the key contributors to a behavioral manifestation of stigma, i.e., the desire for social distance, is 
the belief that individals with BD cannot maintain strong relationships, the ability of people with BD to maintain strong 
social relationships would appear to be a key target for anti-stigma interventions. By sending the message that individuals 
with BD can have strong relationships, it may be possible to reduce the concerns surrounding relationship disruption that 
appear to discourage people from entering into contact with affected individuals. 

Unfortunately, the stigma-relationship connection is not quite so simple. There is ample evidence in the literature that 
people with BD do have impaired social functioning, not only during episodes, but also during the euthymic period [22]. 
This extends beyond a simply quantitative lack of social support fueled by stigma. Samples of patients with BD show 
broad-based impaired social functioning [23], including impaired social competence [24], social cognition [25], and 
functioning in interpersonal relationships [26]. The symptoms experienced during episodic or sub-threshold periods also 
have an impact on social behaviors. Disturbances such as affect dysregulation and intense reactions to criticism, even 
during euthymia, are additional pieces to the BD-relationship puzzle [27, 28]. This is in line with the schizophrenia research, 
which has suggested that the desire for social distance is associated with a lack of social skills on the part of affected 
individuals [29].  

Since the stigmatizing desire for social distance from individuals with BD is fueled by a fear of impaired interpersonal 
relationships, and since interpersonal relationships do in fact tend to be impaired to some degree among many people with 
BD, the solution cannot be as simple as sending out a pro-social message. While the belief that relationships are disrupted 
can and has been significantly reduced using the anti-stigma initiative associated with this project [30, 31], simply sending 
out a pro-social message while ignoring the social impairment that fuels the desire for social distance would be expected to 
be of limited benefit over the long term unless it accompanies concrete solutions to address social challenges. The solution, 
then, must be one that impacts all levels of this complex, vicious cycle of symptoms, social dysfunction, stigmatizing 
beliefs, and social avoidance. A reduction of stigma surrounding BD appears, then, to require a clinical focus on helping 
patients achieve not only symptomatic recovery, but also social reintegration [22]. This implies not only pharmacological 
and psychological interventions focusing on mood stability and problem resolution skills, but also community services 
that provide patients with informal support and empowerment as they rebuild their lives.  

This vision is consistent with the recovery model of mental illness, which views recovery as a dynamic process that 
touches many domains of life, including the social sphere [32]. This view calls for a variety of sustained services that 
empower individuals and support them on their journey to wellness and recovery. This journey extends beyond clinical 
care and medical treatments to include personal growth, social functioning, autonomy, self-determination, hope, 
empowerment and support from people the individual can rely on [32-34]. By advancing the recovery model, with its 
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“journey” metaphor—both in the community to provide patients with multifaceted services to promote social recovery and 
in anti-stigma work to promote the universality of personal growth and development—it may be possible to build bridges 
and gradually temper the symptoms-functioning-stigma cycle. 

In the current study, beliefs that people with BD have poor hygiene also predicted the desire for social distance. Like 
relationship disruption, stigmatizing attitudes regarding BD and hygiene appear to be elevated to a similar degree as 
schizophrenia [17]. Although acute symptoms can affect self-care behaviors, the relationship between BD and self-care 
deficits appears to be of a much smaller magnitude than social concerns and to affect only a small minority of individuals 
with BD [35, 36]. Hygiene, then, would be a relevant unique target of anti-stigma interventions, with a goal of reducing this 
stigmatizing belief as a barrier to social interaction with individuals affected by BD. As confirmed in the current study, 
interventions to increase knowledge should also continue to be pursued as part of anti-stigma campaigns.  

This study does have a number of limitations that should be kept in mind when interpreting the results. First, small sample 
sizes did not permit the comparison of impacts among different participant groups. However, it should be noted that the 
samples are not mutually exclusive. For example, people with BD may also have friends/family members with the disorder 
or work in healthcare professions, while healthcare workers can have the disorder or have friends/family members who do. 
Nevertheless, the potential differences between broad categories of subsamples should be examined in future studies. In 
addition, since the Social Distance Scale measures behavioral intentions, but not actual behavior, the results might not 
accurately reflect the decisions individuals make when faced with possibility of interacting with someone with BD. Lastly, 
social desirability is always a concern when assessing constructs such as stigma and may have impacted the conclusions 
drawn.   

In sum, this study demonstrates that concerns regarding the disruption of social relationships and the hygiene of 
individuals with BD are uniquely associated with the desire for social distance. Given the real impacts that the condition 
has on social functioning, efforts to reduce stigma must go hand in hand with concerted community efforts to help patients 
attain social recovery. This might be achieved by applying the recovery model of mental illness to both patient recovery 
and anti-stigma efforts, with its multidimensional vision that goes beyond symptoms to incorporate the social spheres of 
life.  
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