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Stigmatization involves a separa-
tion of individuals labeled as
different from “us” who are be-

lieved to possess negative traits, re-
sulting in negative emotional reac-
tions, discrimination, and status loss
for the stigmatized persons (1).
Stigmatization of individuals diag-
nosed as having serious mental ill-
nesses has been observed across the
world, and the family members who
help care for them report feeling
stigmatized as a result of their associ-
ation with the loved one with mental
illness (2–5).

This study investigated the corre-
lates of perceived stigma among the
family caregivers of persons with di-
agnoses of bipolar disorder, a topic
that has received little prior attention.
We hypothesized that increased care-
giver stigma is likely to be associated
with patient characteristics that facili-
tate an “us-them” response by expos-
ing the differences between persons
with mental illness and those in the
general population and with caregiver
characteristics that increase the care-
giver’s vulnerability to negative emo-
tional reactions.

Caregiver characteristics that have
been found to be associated with
caregivers’ increased perceptions of
mental illness stigma include higher
education of the caregiver (2,3),
younger or older age groups (5,6),
race or ethnicity of the caregiver (7),
being a caregiver who is the spouse
of the person with mental illness or
who is female (3), and mental health
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Objective: Little is known about the factors contributing to mental illness
stigma among caregivers of people with bipolar disorder. Methods: A to-
tal of 500 caregivers of patients participating in the Systematic Treat-
ment Enhancement Program for Bipolar Disorder (STEP-BD) study
were interviewed in a cross-sectional design on measures of stigma,
mood, burden, and coping. Relatives and friends with bipolar disorder
were assessed on measures of diagnosis and clinical status, determined
by a days-well measure derived from psychiatrist ratings of DSM-IV
episode status. Because patients’ clinical status varied widely, separate
models were run for patients who were euthymic for at least three-
fourths of the past year (well group) and for those who met criteria for
an affective episode for at least one-fourth of the previous year (unwell
group). Stepwise multiple regression was used to identify patient, illness,
and caregiver characteristics associated with caregiver stigma. Results:
In the unwell group, greater mental illness stigma was associated with
bipolar I (versus II) disorder, less social support for the caregiver, fewer
caregiver social interactions, and being a caregiver of Hispanic descent.
In the well group, greater stigma was associated with being a caregiver
who is the adult child of a parent with bipolar disorder, who has a col-
lege education, who has fewer social interactions, and who cares for a fe-
male bipolar patient. Conclusions: Mental illness stigma was found to be
prevalent among caregivers of persons with bipolar disorder who have
active symptoms as well as for caregivers of those who have remitted
symptoms. Stigma is typically associated with factors identifying patients
as “different” during symptomatic periods. Research is needed to un-
derstand how the stigma experienced by caregivers during stable phas-
es of illness differs from the stigma experienced during patients’ illness
states. (Psychiatric Services 58:41–48, 2007)
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problems of the caregiver (8). More
educated caregivers may be more
sensitive to rejection or status loss or
may actually experience more rejec-
tion (2,9). Female caregivers may
perceive greater stigma (3), perhaps
resulting from increased attunement
to the nuances of interpersonal in-
teractions, such as devaluation.
Caregivers who are highly burdened,
have limited support networks, or
have depressive symptoms may also
be more sensitive to, or may experi-
ence, greater stigmatization (10).
Caregivers who live with the patient
may experience more direct discrim-
ination compared with those who do
not. Because individuals with mental
illness from racial or ethnic minority
groups live with their family more
often than those who are white (11,
12), their caregivers may experience
more stigma.

Patient characteristics associated
with caregivers’ greater perceptions
of mental illness stigma include
younger age of illness onset, longer
illness duration (3,5), and both male
and female gender (2,3,5). In the ear-
ly phases of the illness, usually during
late adolescence or early adulthood,
caregivers’ perceptions of stigma may
be greater because the illness inter-
feres with the affected individual’s de-
velopmental tasks or meeting social
role expectations. Certain illness
characteristics or comorbid features
of bipolar disorder may also increase
the likelihood of being labeled as dif-
ferent from peers. Bipolar I disorder
may result in greater perceptions of
stigma than bipolar II disorder, be-
cause bipolar II disorder does not in-
volve impairing behaviors or hospital-
ization, both of which may identify
the patient as different. Possessing
more than one stigmatizing attribute
(13)—such as having bipolar disorder
and being an “addict,” having a histo-
ry of arrests, or having prior psychi-
atric hospitalizations—may exacer-
bate caregivers’ perceived or experi-
enced stigma.

In contrast to the studies cited
above, the study presented here ex-
amined a broad sample of individuals
with bipolar disorder, some of whom
had been stable over the previous
year and some of whom had been ill
throughout most of the prior year. Al-

though labeling theory posits that
mental illness stigma persists once la-
beling has occurred, irrespective of
symptomatic improvement (14,15),
empirical research has demonstrated
that caregivers’ perceptions of stigma
may decrease as the patient recovers
(2), even when the patient has had a
psychiatric hospitalization in the re-
mote past (3). Link and colleagues
(16) have also suggested that the
strength of the association between
stigma and a particular variable may
decrease as the illness improves and
active symptoms no longer identify
the individual as different. Because
hypothesized associations between

patient and caregiver characteristics
and stigma perceptions could be
weakened by inclusion of stably
asymptomatic individuals, we fo-
cused hypothesis testing on care-
givers of patients in the Systematic
Treatment Enhancement Program
for Bipolar Disorder (STEP-BD)
who were recently symptomatic (de-
fined below).

We hypothesized that caregivers of
female patients, who had earlier age
of illness onset, a greater number of
psychiatric hospitalizations, bipolar I
disorder, substance use comorbidity,
and a prior arrest history would re-
port higher levels of stigma than care-

givers of patients without these attrib-
utes. We predicted that female care-
givers who were spouses, were more
educated, were younger, lived with
the patient, had fewer social supports,
had greater burden, and had more
depressive symptoms would report
greater mental illness stigma. Ethnic-
ity or race associations with stigma
were examined on an exploratory ba-
sis. A group of caregivers of stable
STEP-BD patients served as a com-
parison group.

Methods
Study design
This study employed baseline data
from the Family Experience Study
(FES) to test the above hypotheses.
FES is a national, multisite study of
500 caregivers’ experiences with indi-
viduals with bipolar disorder (17).
FES caregiver interview data were
collected in conjunction with the
STEP-BD, a longitudinal treatment
effectiveness study for individuals
with bipolar disorder that enrolled
patients between November 1999
and January 2004. Details of the
STEP-BD design are further detailed
by Sachs and colleagues (18).

Patients and caregivers for the
study presented here were recruited
in outpatient clinics from eight
STEP-BD sites participating in FES.
Enrollment for FES began in July of
2002, and follow-up caregiver inter-
views were conducted at six and 12
months after a baseline interview.
Consenting patients identified the
friend or family member most in-
volved in their care—that is, the per-
son who responds in an emergency,
attends appointments, provides fi-
nancial assistance, or interacts on a
daily basis. All patients provided in-
formed written consent, and the
study was reviewed and approved by
their respective university human re-
search committees. Caregivers were
then invited to participate during pa-
tient visits or by phone. Those provid-
ing written informed consent were as-
sessed on baseline measures of stress,
coping, health, and service use by
phone or in person for about 90 min-
utes. Caregiver interviews were coor-
dinated with the patient visit sched-
ule so as to be administered within 30
days of the psychiatric clinical or data
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collection visit. The study presented
here reports cross-sectional data from
the caregiver baseline assessments
only, collected from July 2002 to Jan-
uary 2004. Additional details of the
study are available in a report by Per-
lick and colleagues (17).

Patient assessments
Diagnoses. The bipolar disorder diag-
nosis (I, II, and not otherwise speci-
fied and schizoaffective, bipolar type)
was made through a standardized af-
fective disorder evaluation (ADE)
(19). The ADE includes a modified
version of the mood and psychosis
modules from the Structured Clinical
Interview for DSM-IV (20). The
ADE assesses for prior arrests (coded
as yes or no). Alcohol and substance
use disorders were determined by us-
ing the Mini-International Neuropsy-
chiatric Interview Plus, version 5.0
(MINI), a semistructured interview
designed to identify current major
axis I disorders (within the past 12
months) (21). Alcohol use comorbidi-
ty included abuse or dependence or
both, and substance use comorbidity
included abuse or dependence or
both of any nonalcohol substance.
The ADE and MINI were completed
at STEP-BD entry by STEP-BD
trained clinicians.

Days well. Patient clinical status
was assessed by calculating the num-
ber of days in which the patient was
“well” (that is, nonepisodic) in the
first year of his or her participation in
STEP-BD. This measure, calculated
by the STEP-BD data center, was
based primarily on DSM-IV criteria
for mood episodes assessed at each
psychiatric visit by using the clinical
monitoring form (18). The mean
number of psychiatric visits during
this first year was 9.34±7.31. Re-
search assessments with the Mont-
gomery Asberg Depression Rating
Scale (22) and the Young Mania Rat-
ing Scale (23) as well as recent psy-
chiatric hospitalizations were also
considered in the determination of
days well. The number of days be-
tween clinical visits was used in esti-
mating the number of days that the
patient was considered to be well or
unwell. For example, when the pa-
tient was nonepisodic at two consecu-
tive visits, he or she was considered

well during that interval. If the pa-
tient was episodic at both clinical vis-
its, he or she was considered unwell
for the days during that interval. If
the patient was nonepisodic one visit
and episodic the next, he or she was
considered well half of the days dur-
ing that interval.

A majority of caregivers (275 of
500 caregivers, or 55%) completed
the baseline interview during the
patient’s first year in STEP-BD,
when days-well data were being col-
lected. This was true for patients en-
rolled in STEP-BD during or after
July 2002 when the FES began. For
the remaining 45% of caregivers

whose patient-relative entered
STEP-BD before July 2002, days-
well ratings were retrospective.

We hypothesized that associations
between patient and caregiver char-
acteristics and caregiver stigma per-
ceptions would be evident only for
patients who were currently or had
recently been symptomatic. Natural-
istic studies of bipolar disorder report
that a majority of patients remain
symptomatic after an acute episode
and are not able to maintain role per-
formance for at least half of the fol-
lowing year (24,25). On the basis of
these findings, patients who were

nonepisodic for more than three-
fourths of the year were defined as
being in the “well group.” The re-
mainder were classified as being in
the “unwell group.”

Caregiver assessments
CES-D. The Center for Epidemio-
logic Studies Depression Scale (CES-
D) (26) was used to assess depressive
symptomatology. The CES-D is a 20-
item scale with construct validity
(Pearson’s r=.7–.8) and cross-cultural
validity (27,28).

Caregiver burden. The Social Be-
havior Assessment Schedule (29) as-
sesses patient problematic behavior
and social role performance (defined
as objective burden) and adverse ef-
fects on others (impact of patient’s
illness on the caregiver’s work, social
life, and emotional and physical well-
being; defined as subjective burden).
Interrater reliability has been re-
ported for subjective burden sub-
scales: .88 for problem behavior, .76
for role dysfunction, and .81 for ad-
verse effects (30); four items were
added to typify manic-phase behav-
iors and symptoms, for a total of 39
items. Each item has an objective
and subjective rating, both scored on
a 3-point ranked scale. For example,
the caregiver is asked to what degree
the patient was withdrawn in the
past six months (objective burden)
and then to what degree the caregiv-
er was distressed by the withdrawal
(subjective burden). Scales were
summed for a total scale score.

Social interactions. Social interac-
tions were assessed with an 11-item
brief form (31) of the Duke Social
Support Index (DSSI) (32). The
DSSI asks about frequency of social
interactions in the previous week and
then subjective experience of social
support, ranked on a 3-point scale
ranging from 1, hardly ever feeling
supported, to 3, feeling supported
most of the time.

Mental illness stigma. Mental ill-
ness stigma was measured by the
Discrimination-Devaluation Scale
(DDS), a combination of the Patient
Devaluation and Stigma Scale (15)
and the Family Devaluation and
Stigma Scale (33). The DDS is a 15-
item measure rating caregivers’
views about most people’s accept-
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ance of mental illness. Scores are
ranked on a 4-point scale ranging
from 1, strongly agree, to 4, strongly
disagree. Eight questions assess pa-
tient-focused stigma, such as “Most
people look down on someone who
once was a patient in a mental hospi-
tal.” Seven questions assess caregiv-
er-focused stigma, such as “Most
people do not blame parents for the
mental illness of their children.”
Items were summed for an overall

stigma score, with higher scores indi-
cating greater perceptions of mental
illness stigma. A prior study reported
moderately high correlations of
these combined scales with two care-
giver samples (.58 and .62) (4).

Statistical analysis
Means and standard deviations were
calculated for continuous variables,
and proportions were calculated for
categorical variables. We stratified

patients by clinical status, using the
days-well variable, and tested hy-
potheses separately for the resulting
well and unwell groups. We first ex-
amined whether stigma scores (sub-
scales and then overall score) were
higher for the unwell group. Bivariate
analyses were conducted to examine
associations with perceived stigma.
Pearson product-moment correla-
tions were used for continuous vari-
ables, and analysis of variance was
used for categorical variables, with
Bonferroni corrections to adjust for
the number of post hoc comparisons.
The overall stigma score was used to
represent perceived stigma in these
analyses, because the overall scale
had the highest internal consistency
reliability (.86 versus .75 for the pa-
tient scale and .80 for the caregiver
scale).

Exploratory multivariate linear re-
gression with a backward stepwise
procedure was employed to evaluate
the associations between stigma and
variables that had shown significant
relationships (p<.05) with stigma in
the bivariate analyses. Analyses were
run separately for the well and unwell
groups.

In view of variations in the timing
of the caregiver baseline interview in
relation to the period during which
days-well data were collected, the
above bivariate analyses were repeat-
ed as a reliability check. We used the
cross-sections clinical status rating
linked to the caregiver interview (that
is, within 30 days), which also charac-
terized the patient as unwell (that is,
met criteria for a subsyndromal or
major mood episode) or well (that is,
recovered).

Results
Degree of stigma and correlates
Table 1 provides descriptive statistics
for caregivers and patients. For the
patient-focused subscale of mental
illness stigma, averaged across items,
a majority of caregivers agreed or
strongly agreed with 66% of stigma
endorsing statements (data not
shown). For the caregiver-focused
subscale of mental illness stigma, a
majority of caregivers agreed or
strongly agreed with 38% of stigma-
endorsing statements. There were no
significant differences between well
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Descriptive characteristics of caregivers and their friends or relatives with 
bipolar disordera

Caregivers Individuals with bipolar
(N=500) disorder (N=500)

Characteristic N % N %

Gender
Male 170 35 218 44
Female 310 65 277 56

Age
16–24 12 2 70 14
25–44 151 32 249 51
45–64 242 51 148 31
65 or older 70 15 21 4

Race or ethnicity
African American 17 4 14 3
European American 422 88 433 88
Asian 10 2 13 2
Hispanic 17 3 14 3
Other 13 3 19 4

Education level
Completed 8th grade 10 2 14 3
Completed high school 179 37 217 43
Bachelor’s degree 227 48 218 44
Graduate classes or degree 61 13 48 10

Marital status
Married or living as married 361 75 214 43
Disrupted marriage (divorced,

separated, or widowed) 82 17 78 16
Never married 39 8 203 41

Relationship to individual with
bipolar disorder

Parent 179 37
Spouse 206 43
Child 22 5
Sibling 25 5
Other relative 21 4
Friend or neighbor 29 6

Live in the same home 316 66
Bipolar disorder

Type I 282 61
Type II 133 29
Not otherwise specified 34 8
Schizoaffective, bipolar type 9 2

Average number of days well
per year (M±SD)b 206±56

Had a previous psychiatric
hospitalization 339 71

a All data were not available for all participants.
b “Well” is defined as not meeting DSM-IV criteria for a mood episode.
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and unwell groups on scores of pa-
tient stigma, caregiver stigma, or
overall stigma.

Correlates of stigma over a year for
well and unwell groups in bivariate
analyses are reported in Table 2. For
the unwell group, significant corre-
lates of stigma were entered into a re-
gression equation as independent
variables: patient age at first treat-
ment, patient hospitalizations (yes or
no), number of patient hospitaliza-
tions, bipolar I disorder versus bipo-
lar II disorder, objective and subjec-
tive caregiver burden, caregiver eth-
nicity (Hispanic versus all others),
caregiver CES-D score, current psy-
chotropic medication taken by care-
giver (yes or no), number of caregiver
weekly social interactions, and per-
ceived caregiver social support. As
shown in Table 3, bipolar I disorder,
as opposed to bipolar II disorder, re-
mained associated with greater stig-
ma (t=–1.33, df=5,251, p=.04). His-
panic ethnicity (t=2.81, df=5,251,
p=.005), fewer weekly social interac-
tions (t=–2.401, df =5,251, p=.02),
and less perceived social support
(t=–2.53, df=5,251, p=.02) also re-
mained associated with greater stig-
ma. Given the smaller number of His-
panic caregivers, outlier diagnostics
were used to evaluate the presence of
stigma scores beyond two standard
deviations from the mean that might
have influenced the findings; no out-
lier scores were found for this group.

For the well group, predictor vari-
ables were entered in the multivariate
regression: patient gender, caregiver
education level, relationship of care-
giver to patient (adult child versus all
others), and number of weekly care-
giver social interactions. As shown in
Table 4, variables that remained asso-
ciated with greater stigma percep-
tions were female gender of the pa-
tient (t=2.50, df=4,113, p=.01), care-
givers who were children of the indi-
vidual with bipolar disorder (t=2.43,
df=4,113, p=.02), caregivers with at
least a college education (t=2.12,
df=4,113, p=.04), and caregivers with
fewer weekly social interactions
(t=–1.96, df=4,113, p=.05).

The bivariate analyses that substi-
tuted clinical status from within 30
days of the more recent clinical status
linked to the caregiver baseline inter-
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Bivariate analyses of correlates of mental illness stigma perceived by caregivers
of 475 persons with bipolar disorder, by symptom statusa

Well group (N=150)b Unwell group (N=325)c

Characteristic M SD rd M SD rd

Patient
Gender

Male 36.53∗∗ 4.96 38.09 5.53
Female 39.11 4.91 38.63 4.72

Prior hospitalization
Yes 37.58 4.79 39.00∗∗ 4.81
No 38.83 5.83 36.95 5.51

Number of hospitalizations –.04 .15∗∗

Age at first treatment .00 –.18∗∗

Any prior arreste — —
Yes 38.57 5.2
No 38.94 4.73

Bipolar type
Type I 37.87 4.88 39.15∗∗ 5.02
Type II 37.55 4.97 37.10 5.19

Alcohol or drug dependencee — —
Yes 38.37 5.17
No 39.14 5.68

Caregiver
Patient living in home

Yes 37.71 5.15 38.45 5.08
No 38.40 5.05 38.34 5.20

Relationship to patient
Parent 37.24 4.74 38.54 5.14
Spouse 37.87 4.95 38.71 5.37
Child 44.00∗ 6.60 35.88 3.35
Sibling 42.06 2.86 38.97 3.50
Other relative 34.61 4.45 38.48 4.62
Friend 37.55 6.31 36.91 5.80

Age –.15 –.05
Gender

Male 38.08 4.40 38.60 4.87
Female 37.90 5.50 38.27 5.34

Race or ethnicitye — —
European American 38.32 5.15
Asian 35.53 4.31
Black 36.53 3.64
Hispanicf 42.64∗∗ 3.86

Educational level
High schoolg 36.16∗ 5.39 38.47 5.14
Bachelor’s degree 38.89 4.59 38.32 4.83
Graduate classes or degree 38.80 5.64 38.18 6.16

Taking psychiatric medication
Yes 39.43 5.22 39.57∗ 5.78
No 37.45 4.85 37.88 4.76

Social support
Objective –.19∗ –.18∗∗

Subjective .04 –.23∗∗∗

Burden
Objective .13 .16∗∗

Subjective .12 .16∗∗

Depression score .01 .21∗∗∗

a Possible scores range from 17 to 59, with higher scores indicating greater stigma.
b Patients who were euthymic for at least three-fourths of the past year
c Patients who met criteria for an affective episode for at least one-fourth of the past year
d Pearson product-moment correlation
e Analyses for the well group were not conducted because of small sample size.
f In the unwell group, caregivers who were Hispanic experienced significantly more stigma com-

pared with caregivers in each of the other racial or ethnic groups; there were no other group dif-
ferences.

g In the well group, caregivers who completed high school experienced significantly less stigma
compared with those who had a bachelor’s degree (Bonferroni correction used for analyses).
∗p<.05

∗∗p<.01
∗∗∗p<.001
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view demonstrated an almost identi-
cal pattern of results from days well in
a year, with the Pearson r and F val-
ues highly similar. When using the
cross-sectional clinical status meas-
ure, some significant associations
were reduced to trends, compared
with the measure of days well over a
year, a more reliable measure of what
relatives face day to day.

Discussion
This study examined associations of
patient, illness, and caregiver charac-
teristics with caregivers’ perceived
stigma in bipolar disorder. We hy-
pothesized that for caregivers of pa-
tients who had recently exhibited ac-
tive symptoms, the caregiver, patient,
and illness attributes that clearly
identified the patient as different
from others or that increased caregiv-
er susceptibility to social rejection

would be associated with higher lev-
els of perceived stigma. Our hypothe-
ses were borne out in part. Among
the patient characteristics, early age
of onset, a greater number of hospi-
talizations, and being diagnosed as
having a more severe type of illness
were associated with higher levels of
caregivers’ perceived stigma at the bi-
variate level. However, only illness
type remained significant at the mul-
tivariate level, perhaps because of
shared variance between these meas-
ures. Among the caregiver character-
istics, higher levels of burden, de-
pressed mood, and lower levels of so-
cial support were associated with
higher levels of perceived stigma, al-
though only social support remained
significant at the multivariate level.

Caregivers whose relatives display a
more severe type of bipolar disorder
perceive higher levels of stigma; how-

ever, stigma experiences are less dis-
tressing for caregivers who are sur-
rounded by supportive persons who
are less likely to stigmatize. Or, care-
givers who perceive less stigma may
be more likely to seek social support.
The finding that Hispanic caregivers
had higher levels of perceived stigma
than other caregivers should be re-
garded as preliminary and interpret-
ed with caution given the small sam-
ple. Although more of the patients
who had Hispanic caregivers resided
with them (82% of patients with His-
panic caregivers compared with 59 %
to 65% of patients with caregivers
from other racial or ethnic groups),
co-residence was not a significant cor-
relate of stigma, and thus more direct
exposure of these caregivers to men-
tal illness discrimination did not ap-
pear to explain this finding.

Correlates of stigma 
within the well group
Because patients in the well group
had not been identified as different by
their illness symptoms for the greater
part of one year or longer, we did not
hypothesize that there would be asso-
ciations between patient illness fea-
tures, caregiver stress, or other meas-
ures to perceived stigma. Contrary to
expectations, we found that both pa-
tient and caregiver attributes (female
gender of the patient, more caregiver
education, fewer social interactions,
and being an adult child of the pa-
tient) were significantly associated
with perceived stigma at the multi-
variate level. Interestingly, however,
the variables associated with stigma in
the well group differed from those as-
sociated with stigma in the unwell
group.

Our results suggest that stigma
does not simply subside when symp-
toms remit but rather is related to dif-
ferent factors. The finding that care-
givers in the well group perceive as
much stigma overall as caregivers in
the unwell group further supports
this view. One potential explanation
for this pattern of findings is that so-
cial role expectations and system in-
teractions differ based on the “well-
ness” of a person. For example, col-
lege-educated caregivers may have
higher aspirations for their relative
with bipolar disorder, which are only
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Multivariate regression analysis of stigma score outcomes for caregivers of 
persons with bipolar disorder who met criteria for an affective episode for at
least one-fourth of the past year (unwell group)a

Beta
Variable B SE coefficient p

Hispanic ethnicity of the caregiver (ver-
sus all other racial or ethnic groups) 3.877 1.38 .171 .01

Number of caregiver social interactions –.097 .04 –.156 .02
Caregiver perceived support –.379 .15 .164 .02
Bipolar I disorder (versus

bipolar II disorder) –1.330 .65 –.126 .04

a F=8.94, df=4 and 236, p<.001; final model, R=.36, R2=.13. The model used the backward elimi-
nation method. Variables eliminated from the model: patient number of hospitalizations, any hos-
pitalization, patient age at first treatment, total score on the Center for Epidemiologic Studies De-
pression Scale, current psychotropic medication taken by caregiver, objective burden, and subjec-
tive burden.

TTaabbllee  44

Multivariate regression analysis of stigma score outcomes for caregivers of 
persons with bipolar disorder who were euthymic for at least three-fourths of
the past year (well group)a

Beta
Variable B SE coefficient p

Patient gender 2.251 .90 .216 .01
Adult-child caregiver (versus all

other caregivers) 5.355 2.20 .209 .02
Caregiver education: high school

(versus college or higher) 2.003 .95 .182 .04
Number of caregiver social interactions –.099 .05 –.168 .05

a F=6.050, df=4 and 113, p<.001; final model, R=.42, R2=.18. The model used the backward elim-
ination method. All entered variables remained in the final model.
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operational when the relative is well
and able to return to work or school.
Engaging in more demanding social
role activities might also expose defi-
ciencies or residual symptoms leading
to devaluation or rejection, or it might
create stress, which exacerbates stig-
matizing illness symptoms.

Increased social role expectations
may also explain the association be-
tween female gender of the patient
and stigma in the well group. Females
are more often expected to socialize
with others outside the family, and
family members may feel more stig-
matized if their female spouse or
child with bipolar disorder does not
live up to this social role expectation.
Alternatively, female patients who as-
sume or resume their social and occu-
pational activities may be more dis-
criminated against than their male
counterparts for manic or hypomanic
behaviors, such as interpersonal ag-
gression, hypersexuality, and risk tak-
ing, because these traits are more so-
cially acceptable in males. The role of
caregiver for adult children may be
especially stigmatizing, because car-
ing for a parent early in life is atypical;
such perceptions of stigma may be
heightened during periods of symp-
tom remission when the parent re-
sumes going to work or social func-
tions and is thus more likely to expose
his or her child to experiences or re-
ports of rejection. In contrast to the
above findings limited to the well
group, the finding that increased stig-
ma was associated with decreased so-
cial interactions was significant for
both groups, suggesting that social
support is an important correlate of
stigma for caregivers during all phas-
es of the relative’s illness.

Comparison with other studies
and limitations
Our findings differed from those of
other studies that found that caregiv-
er gender and age were associated
with perceived stigma. Patient gen-
der, caregiver education level, and
caregiver relationship to the patient
were related to stigma, but only in the
well group, and it was adult children
in this group who reported the most
stigma, rather than spouses as in prior
studies. Differences between our
findings and prior studies may be at-

tributed to differences in caregiver
samples, patient samples, or meas-
ures of stigma. For example, educa-
tion level was relatively high in this
group of patients and caregivers, and
a skewed distribution or restricted
range might lead to negative findings
in the unwell group. Our sample was
also larger and more heterogeneous
than those employed in other studies,
potentially obscuring relationships
observable in a sample with fewer ex-
traneous sources of variance. Most
studies have not evaluated the
strength of associations with stigma in
relation to patient clinical status, and
our findings suggest that results may
differ depending on patient symptom
level. Finally, the measure of stigma
we employed assesses the stigmatiz-
ing beliefs attributed to “most peo-
ple,” whereas measures from prior
studies have inquired about the care-
giver’s direct experience of discrimi-
nation and might have yielded more
positive findings.

This study has several limitations.
Because caregivers declining partici-
pation or whose family members
were not in active treatment were not
investigated, we may have excluded
the most stigmatized caregivers. This
was a cross-sectional study that pre-
cludes drawing causal inferences.
Use of qualitative methods might
have enhanced interpretation of find-
ings. Replication of our findings re-
garding race or ethnicity and stigma
in larger samples is needed. In addi-
tion, further investigation of particu-
lar stigma experiences is needed to
examine the relationship between so-
cial role expectations and caregiver
stigma for patients whose symptoms
have stabilized.

Conclusions
At the community level, interventions
that decrease mental illness stigma
might increase the likelihood that
when needed, family members will
seek social support, which is evident-
ly quite important for caregivers. At
the individual level, a significant
number of caregivers were receiving
medication for emotional problems.
Level of functioning, sociocultural
context, and particular factors viewed
as stigmatizing (for example, labeling
and symptoms) should be considered

when determining the social and de-
velopmental issues of greatest con-
cern to the family. In treatment for
caregivers, improving the quality and
quantity of social support should be a
primary recommendation (for exam-
ple, the Depression and Bipolar Sup-
port Alliance). When caregivers have
no psychiatric diagnosis, family thera-
py without the patient present is
available; however, the lack of med-
ical insurance coverage of this treat-
ment remains a problem.
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