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Bipolar spectrum disorders have been found to produce significant psychosocial costs for individuals and
society. Although a number of studies have examined various psychosocial and psychological aspects associated with the bipolar spectrum disorders, the research literature has been extremely limited when focused on the parenting role. This current study examined the self-concept among parents who have been
diagnosed with a bipolar spectrum disorder. A group of male and female parents with a diagnosis of a bipolar spectrum disorder were assessed using the Tennessee Self-Concept Scales-2. Another group of
males and females without a diagnosis of a bipolar spectrum disorder were also assessed for comparison
using the same assessment tool. Compared to the non-bipolar parent group, results showed that participants with a diagnosis of a bipolar spectrum disorder showed a significantly lower self-concept marked
with doubts, concerns about academic/work performance, and perceptions of being physically diminished,
inadequate, alienated, and unworthy of the family role. Findings from this study showed that parents with
a bipolar spectrum disorder expressed negative perceptions related to inadequacy as a person across a
number of self-concept dimensions. The results expanded upon current descriptions of the psychological
dimensions found among individuals diagnosed with a bipolar spectrum disorder.
Keywords: Self-Concept; Bipolar Disorders; Parenting

Introduction
The Mood Disorders described in the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition Text Revision
(DSM-IV-TR) are identified to be commonly occurring psychiatric disorders (Bebbington & Ramana, 1995). The possible
long-term consequences of the mood disorders have been found
to range from spontaneous remission to a chronic presentation
of symptoms (Galione & Zimmerman, 2010). The diagnostic
separation of the mood disorders into Depressive Disorders and
Bipolar Disorders used in the DSM-IV-TR has proved to be
clinically and diagnostically useful (Perlis, Uher, Ostacher,
Goldberg, Trivedi, Rush, & Fava, 2010). Support for this separation came from family studies, twin studies, and biological
studies. Additional support has been garnered from the finding
of differential clinical responses to treatment and long term
outcomes found among persons diagnosed with depressive and
bipolar disorders (Johnson, Meyer, Winett, & Small, 2000).
Bipolar spectrum disorders have been characterized through
abnormal mood swings that compose different levels of mood
states including mania, hypomania, major depression and
mixed states. Research has found that patients diagnosed with
the bipolar spectrum disorders such as bipolar I disorder, bipolar II disorder, and cyclothymia, share many similarities in
symptomatic presentation (Hirschfeld, 2001). Although the
lifetime prevalence rate of bipolar I disorder has been reported
to be approximately 1%, the prevalence of all of the bipolar
spectrum disorders has been found to be substantially higher
and impacts on a significant number of persons in our society
*
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(Hirschfeld, 2001).
Research efforts have investigated a wide range of factors
associated with the bipolar spectrum disorders including the
causal factors for bipolar disorder, the personal and societal
costs, psychosocial functioning, and effectiveness of various
treatment and management modalities (Michalak & Murray,
2010). Yet a critical examination of the self-concept of parents
who have been diagnosed with a bipolar spectrum disorder has
been lacking in the scientific literature. Few studies have explored the perceptions that individuals have developed about
the bipolar disorder, and none have specifically examined how
the notations about the psychiatric disorder have influenced
developmental, behavioral or mental health concerns about their
offspring or the actual parenting behaviors performed.
Many studies have shown that bipolar spectrum disorders are
associated with high rates of relapse that produced significant
psychosocial, social and economic costs to society (Freeman,
Freeman, & McElroy, 2002). Although many of the most personally and socially destructive behaviors of bipolar spectrum
disorders have been controlled through the application of psychoactive medication, compliance has continued to be a significant problem (Perlis, Uher, Ostacher, Goldberg, Trivedi,
Rush, & Fava, 2010). Bipolar spectrum disorders have been
found to exact substantial financial, psychological, and societal
costs even when individuals have received appropriate pharmacotherapy. Individuals with bipolar spectrum disorders have
been considered to be prone to recurrences of problematic
symptoms (Miklowitz & Alloy, 1999). Research has documented substantial personal costs to the bipolar patients such as
financial strain, occupational instability, and increased mortal-
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ity rate (Psbu, Brandt, Correia, Ekbom, & Sparen, 2001).
Most individuals with bipolar spectrum disorders have been
diagnosed during a depressive episode, but have showed greatest noncompliance with treatment when the depressed mood
has dissipated (Angst & Marneros, 2001; Querques & Kontos,
2010). Researchers have found that a majority of patients with
bipolar disorder have not achieved complete functional recovery (Pradham, Sinha, & Singh, 1999). Approximately 25% of
persons diagnosed with bipolar spectrum disorders have not
achieved full recovery (Pradham, Sinha, & Singh, 1999). Genetic factors, biological and cognitive vulnerabilities have been
acknowledged in extended family studies to be significant in
the etiology of bipolar spectrum disorder (Blackwood, Visscher,
& Muir, 2001; Klimes-Dougan, Long, Lee, Ronsaville, Gold, &
Martinez, 2010). Family and linkage studies have provided
evidence for overlapping genetic susceptibility between bipolar
spectrum disorders and schizophrenia (Bramon & Sham, 2001).
This genetic component in the etiology of bipolar spectrum
disorders has been readily reported in the media making the
information readily accessible to individuals who are parenting
offspring. Approximately half of the adult children who had a
parent with a history of serious psychiatric disorder were found
to display major psychological or substance abuse problems
(Mowbrary, Bybee, Oysterman, MacFarlane, & Bowersox,
2006).
Stressful life events and disturbances in social-familial supports systems have been known to influence the cycling of the
bipolar spectrum disorders (Rush, 2003; Leboyer & Kupfer,
2010). This continual triggering of the mood cycling has served
to preserve negative ideas about the psychiatric condition
(Bramon & Sham, 2001). Social support has been considered to
be an important predictor of the frequency of mood cycling.
Enhanced self-esteem that was bolstered through a strengthened
social support system positively impacted on the clinical course
of bipolar spectrum disorders (Kilbourne, Teh, Welsh, Pincus,
Lasky, Perron, & Bauer, 2010). Effective psychosocial interventions have improved adherence to medications, enhanced
social-occupational functioning, and expanded the capacity of
individuals to cope with environmental stressors (Johnson, Meyer, Winett, & Small, 2000).
Researchers and clinicians have called for an enhanced understanding of the possible factors that may lead to improved
psychosocial interventions among individuals with bipolar spectrum disorders (Craighead & Miklowitz, 2000). Researchers
have also emphasized the importance of trying to identify the
factors that have prevented or impeded persons with bipolar
spectrum disorder from seeking effective treatments (Struening,
Perlick, Link, Hellman, Herman, & Sirey, 2001).

Offspring and Parenting Considerations
Persons who have been diagnosed with a bipolar spectrum
disorder have often shown an intellectual curiosity about pediatric onset bipolar disorders. Many individuals have expressed
the opinion that their diagnosis was missed in their youth
(Wozniak, Biederman, & Richards, 2001). Up to sixteen percent of pediatric psychiatric referrals have been found with a
presentation of symptoms associated with mania (Schraaufnael,
Brumback, Harper, & Weinberg, 2001). Bipolar spectrum disorders have been recognized as a significant problem in all age
groups with various indicators of bipolar spectrum disorders
even recognized among prepubertal children (McNamara, Nan-
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dagopal, Strakowski, & DelBello, 2010). Treatment for bipolar
spectrum disorders in children and adolescents has focused on a
multimodal approach with an emphasis on psychosocial interventions combined with pharmacotherapy (James & Javaloyes,
2001). At a roundtable convened by the National Institute of
Mental Health, it was recommended that children with prepubertal bipolar spectrum disorders require particular monitoring
of treatments and outcomes (Hyman, 2000).
Assortative mating has been described as the tendency for
individuals with similar phenotypes to form relationships. This
phenomenon has been found to be a recurrent outcome among
persons with bipolar spectrum disorders as individuals form
intimate relationships and have had children (Mathews & Reus,
2010). But current research has not concluded if these couples
have experienced any particular difficulty with their family
roles and responsibilities.
Using interviews and critical discourse analysis, it has been
found that parents diagnosed with bipolar disorders reported a
heightened need to monitor and moderate their emotions while
teaching their children to do the same (Wilson & Crowe, 2009).
Parents with bipolar spectrum disorder were found to endorse
negative communication styles that produced limited personal
expression in their children (Vance, Jones, Espie, Bentall, &
Tai, 2009). Problems in communication were also described
among parents with bipolar spectrum disorder in the context of
not providing their children with an optimal environment for
learning communicative skills (Oyserman, Mowbray, Meares,
& Firminger, 2000).
This current research endeavor was designed to assess selfconcept among parents diagnosed with a bipolar spectrum. It
was hypothesized that parents diagnosed with a bipolar spectrum disorder would have a significantly lessened overall selfconcept and diminished family self-concept in comparison to
parents without a bipolar spectrum disorder. Further it was
proposed that the bipolar parents would have lower self-concept
and satisfaction in their life with enhanced conflict compared to
those without a diagnosis of a bipolar spectrum disorder.

Method
Participants
Thirty adults (25 women and 5 men) who had at least one
child and had been diagnosed with a bipolar spectrum disorder
volunteered for participation in this study. The participants
were recruited from the community with radio and newspaper
advertisements, and announcements at meetings of a regional
support group for persons with bipolar spectrum disorders. The
volunteers with bipolar disorder were paid $25.00 in consideration of their time and effort to participate in the study. Only
adults who were 18 years and older, had children, and had received a formal diagnosis of a bipolar spectrum disorder were
accepted into the study and assigned to the bipolar parent group.
These 30 participants had a mean of 2.16 children and the following characteristics: 23 Euro-American, 6 African-American,
1 Hispanic; 12 married, 9 divorced, 3 separated, 6 single; 2 had
not graduated from high school, 24 had earned some college
credits.
Participants in the non-bipolar parent group were recruited
from the surrounding community. Thirty-eight adults (25 women
and 13 men) volunteered for participation in the study. Inclusion into the non-bipolar parent group required an absence of a
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bipolar spectrum disorder, having children and being 18 years
or older at the time of data collection. The non-bipolar parent
group participants had a mean of 1.92 children and had the
following characteristics: 31 Euro-American, 2 African-American, 4 Hispanic, and 1 Asian; 35 had earned at least some
college credit. The non-bipolar parent group participants did
not receive any financial remuneration for volunteering to be
part of the study.
Before participation in this study, all the participants signed
an informed consent form approved by the Midwestern University Institutional Review Board (IRB). All procedures, materials, advertisements, and announcements used in this study were
IRB approved.

Materials
All of the participants completed a demographic questionnaire, and the Tennessee Self-Concept Scale-2, TSCS-2 (Fitts
& Warren, 1996). The TSCS-2 was selected for this study because it is comprised of self-concept scales that reflect directly
on the issues being examined in this study and it has an established history of usage. The TSCS-2 was developed to examine
self-concepts in 1988 and the current edition was revised in
1996. The TSCS-2 has been standardized on nationwide samples from 7 to 90 years of age. The adult form used in this study
is written at the third grade reading level and is designed for
persons between the ages of 19 - 90 years. A five-point
Likert-type scale (1 = always false, 2 = mostly false, 3 = partly
false and partly true, 4 = mostly true, 5 = always true) is used to
respond to 82 self-report questionnaire items that assess how
individuals feel about themselves.
The TSCS-2 is considered to have good psychometric properties with coefficient alphas reported to range from .81 to .95.
The test-retest reliability estimates for the TSCS-2 scale scores
ranged from .62 to .82 (Lowe, Peyton, & Reynolds, 2007).
High validity correlations between the TSCS-2 scales and those
of other well known measures have been obtained (Lowe, Peyton, & Reynolds, 2007).
The paper and pencil AutoScore Form of the TSCS-2 was
used in this study. Scoring of each TSCS-2 AutoScore Form
required approximately 10 minutes and provided 15 scores for
each participant in the study. The TSCS-2 is made up of 4 validity measures (inconsistent responding, self-criticism, faking
good, response distribution), 6 measures of self-concept (physical, moral, personal, family, social, academic/work), 2 summary self-concept measures (total self-concept, conflict), and 3
supplementary measures (identity, satisfaction, behavior).

Validity Scores
The Inconsistent Responding (INC) score identifies if there is
an unusually wide discrepancy in the person’s responses to 9
pairs of items with similar content. An example of an INC pair
would be: “I have a healthy body” “I take good care of myself
physically”. The Self-Criticism (SC) score indicates the degree
to which a peson endorses mildly derogatory statements. It
assesses whether a person is willing to admit to having common frailties such as: “I am not as smart as the people around
me.” Responses to nine statements make up the SC score. Faking Good (FG) is an indicator of the tendency to project a
falsely positive self-concept and make a favorable impression.
An example of the 7 items of the FG score is: “I feel good most
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of the time”. The Response Distribution (RD) score is a measure of certainty about self-perception and is designed to assess
how extreme the responses were on the TSCS-2. The number of
extreme ratings of “1” and “5” is calculated across all questions
on the TSCS-2.

Self-Concept Scores
Physical Self-Concept (PHY) score represents the person’s
view of physical health, sexuality, physical skill, and appearance. Fourteen items comprise the PHY score and includes the
statement: “I am an attractive person”. The Moral Self-Concept
(MOR) score describes the self from a moral/ethical perspective
and measures a person’s satisfaction with personal conduct and
control of impulses. The 14 items in the MOR score includes:
“I am an honest person”. Personal Self-Concept (PER) score
reflects the individual’s sense of personal worth, adequacy, and
personal adjustment. There are 12 items in the PER score including: “I am a nobody”. The Family Self-Concept (FAM)
score taps into the person’s feelings of adequacy and value as a
family member. There are 12 statements for the FAM score and
includes: “I am a member of a happy family.” The Social SelfConcept (SOC) score refers to the sense of adequacy and worth
in relation to social interactions including peers apart from
family and close friends. The 12 statements making up the SOC
score includes: “I do not feel at ease with other people.” The
Academic/Work Self-Concept (ACA) score measures self-perceptions in the context of school and work settings. There 12
items in the ACA score and includes: “Math is hard for me.”

Summary Scores
The Conflict (CON) score compares the extent of differentiation between self-concept through assertion versus disagreement with negative items. The CON score reflects ambivalence
and is taken from 16 statements including: “I’ll never be as
smart as other people.” The Total Self-Concept (TOT) score
measures an individual’s overall self-esteem. The TOT score
gives an indication if a person holds a generally positive or
negative self-concept. Seventy-four statements in the TSCS-2
produce the TOT score and include the following statement: “I
see something good in everyone I meet”.

Supplementary Scores
The Identity (IDN) score measures basic identity and how
persons describe themselves. There are 21 statements in the
IDN score and includes: “I am a friendly person”. The Satisfaction (SAT) score refers to the individual’s sense of self-satisfaction and degree of contentment with the self. There are 21
statements that make up the SAT score and include: “I wish I
could be more trustworthy”. The Behavior (BHV) score measures a person’s perception of actions and reflects on how individuals describe themselves when referring to their behavior.
The BHV score includes 20 items on the TSCS-2 including: “I
do not act the way my family thinks I should”.

Procedure
Each participant was seen individually in an interview room
where an informed consent form was reviewed and signatures
collected before data collection began. Following completion of
the demographic questionnaire, the participants completed the
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TSCS-2. The responses the participants provided on the demographic questionnaire and the TSCS-2 were coded in a manner
to assure anonymity.

Results
The data collected on the TSCS-2 was analyzed to test the
hypothesis that individuals in the bipolar parent group would
have a significantly diminished overall self-concept. Diminished family self-concept in comparison to the non-bipolar
parent group of participants without a bipolar spectrum disorder
was also expected. Further, it was anticipated that the bipolar
parent group would show lower levels of self-concept related to
satisfaction in their life and enhanced conflict compared to the
non-bipolar parent group. The Cronbach’s alpha reliability
coefficients for the TOT score and subscales ranged from 0.727
to 0.855 which when compared to previously published guidelines are in the good to acceptable categories (George &
Mallery, 2003).
The mean TOT score on the Tennessee Self-Concept Scales2 for the bipolar parent group was 39.77 with an 8.61 standard
deviation. The non-bipolar parent group presented with a mean
TOT score of 54.87 with a standard deviation of 8.42. An
analysis of variance revealed a significant main effect (bipolar
parent group compared to non-bipolar parent group), F = 7.23,
p = 0.001 supporting the hypothesis that bipolar parent group
participants would have a diminished self-concept. Multiple
post-hoc t-tests on all of the TSCS-2 self-concept and supplemental scales revealed significant support for the hypotheses
related to family and satisfaction. The bipolar parent group
participants showed lower life satisfaction (SAT), t = 7.92, p =
0.0001 and family self-concept (FAM), t = 6.77, p = 0.0001.
Although a significant difference was not found for the CON
Score, t = 0.30, p = 0.7651; significant findings for the Physical
Self-Concept (PHY), t = 4.68, p = 0.0001; Moral/Ethical SelfConcept (MOR), t = 3.31, p = 0.0015; Personal Self-Concept
(PER), t = 5.70, p = 0.0001; Social Self-Concept (SOC), t =
4.55, p = 0.0001; Academic/Work Self-Concept (ACA), t =
4.18, p = 0.0001; Identity (IDN), t = 5.85, p = 0.0001; and Behavior (BHV), t = 4.85, p = 0.0001 lend support to the proposed negative impact of bipolar disorder on different aspects
of self-concept among the bipolar parent group.
The t-scores, means and standard deviations for all the validity, self-esteem, and supplemental scales for the non-bipolar
parent group and bipolar parent group are presented in Table 1.
The pattern of outcomes on the validity scales, INC, SC, FB,
and RD scores were indicative of good validity for the scores
across the TSCS-2 self-concept and supplementary measures
(Fitts & Warren, 1996).

Discussion
The results indicated that parents with a bipolar spectrum
disorder showed a consistent and significant lessening of the
self-concept across various dimensions compared to the nonbipolar parent group. The differences reached significance over
several aspects of self-concept including total, physical, moral,
personal, family, academic, identity, satisfaction and behavior.
Feelings of inadequacy as related to self-concept appeared to be
common among parents with a bipolar spectrum disorder. As
related to self-concept these individuals questioned their abili-
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Table 1.
Comparison of bipolar parent group with non-bipolar parent group on
the Tennessee Self-Concept Scales-2 (TSCS-2) showing means, standard deviations, t-scores and p values.
TSCS-2
Self-Concept
Score

Bipolar Parent
Group M (SD)

Non-Bipolar
Parent Group
M (SD)

t

p-value

Inconsistent
Responding

57.93 (10.30)

48.79 (7.712)

2.47

0.0161

Self-criticism

45.90 (13.14)

46.18 (9.302)

0.01

0.9921

Faking Good

41.80 (9.443)

54.34 (9.346)

3.18

0.0022

Response
Distribution

47.03 (12.69)

51.24 (9.960)

0.89

0.3767

Physical

41.23 (9.895)

54.37 (12.54)

4.68

0.0001

Moral

44.37 (12.59)

52.45 (8.497)

3.31

0.0015

Personal

39.93 (10.95)

54.63 (10.07)

5.70

0.0001

Family

40.00 (8.506)

52.82 (6.974)

6.77

0.0001

Social

44.10 (9.154)

53.34 (7.570)

4.55

0.0001

Academic

45.57 (10.09)

54.13 (6.625)

4.18

0.0001

Conflict

55.80 (13.99)

53.89 (9.003)

0.30

0.7651

Total

39.77 (8.567)

54.87 (8.418)

4.37

0.0001

Identity

38.93 (9.289)

53.29 (10.57)

5.85

0.0001

Satisfaction

38.63 (7.354)

52.66 (7.121)

7.92

0.0001

Behavior

42.77 (10.71)

53.89 (8.049)

4.85

0.0001

ties to succeed in the various settings.
Parents with a bipolar spectrum disorder reported a sense of
inadequacy that questioned their value as a family member.
This finding may be considered to be an expansion on previously reported research outcomes in which parents with bipolar
disorder did not achieve full management of their symptoms
during the course of the bipolar spectrum disorder. Without
feeling in full control of the bipolar spectrum disorder constellation of symptoms, the parents may have questioned their
value as a fully functioning family member. The results of the
current study have shown a diminished physical self-concept
that may have served as an impediment to perceiving the self as
a fully functioning family member. This may have promoted a
sense of alienation from the family.
Previous research that used a structured interview format
found that parents with bipolar disorder expressed a heightened
need to monitor their emotional state (Wilson & Crowe, 2009).
This need could be reflected in the impact on family self-concept in the form of alienation. The need to carefully monitor
one’s emotional state may have set the parents apart from other
family members and contributed to a feeling of separateness or
alienation from them.
Previous research has shown that individuals with bipolar
disorder routinely experienced a reoccurrence of problematic
symptoms that lessened their overall sense of well being (Miklowitz & Alloy, 1999). The current research showed that when
compared to the participants who did not have a bipolar spectrum disorder, the bipolar parent group reported a significantly
diminished physical self-concept. Seemingly they saw themselves as less physically well than others. It could be suggested
that the experience of emotional cycling with the need for con-
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tinuous use of mood stabilizing medications may have contributed to an unhealthy view of the self. These current findings
could be used to frame the previously reported outcomes that
persons with a bipolar spectrum disorder had described themselves as “broken” or less well than other people (Miklowitz &
Alloy, 1999).
Research has found poor social functioning among persons
with bipolar disorder and this was believed to be related to
diminished self-esteem (Johnson, Meyer, Winett, & Small,
2000). The current results revealed a low level of social and
personal self-concept among the bipolar parent group. These
individuals reported a low capacity to interact effectively in
social situations in comparison to the non-bipolar parent group.
Individuals with a bipolar spectrum disorder have expressed
problems with communication that contributed to an environment lacking in stimulation for the development of this skill in
their children (Oyserman, Mowbray, Meares, & Firminger,
2000). The diminished personal self-concept found in this study
among the bipolar parent group coincided with this previous
research. The low self-concept may have inhibited meaningful
communication with family members as well as with other persons. Research has marked the importance of having strong
psychosocial and medical support systems for individuals diagnosed with bipolar disorder (Craighead & Miklowitz, 2000).
The findings in the current study which showed a diminished
level of personal self-concept may be connected to a limited
level of social support.
The bipolar parent group scored lower on moral/ethical selfconcept than the non-bipolar parent group. This may have been
a reflection on the perception that they were a “bad” person and
not a “good” one, and could have been related to the social
stigma that has been associated with mental illness in our society.
Many studies have concluded that persons with bipolar disorder benefit from early diagnosis (Wozniak, Biederman, &
Richards, 2001) and a multimodal approach to treatment (James
& Javaloyes, 2001). Since the current study showed that various aspects of self-concept were diminished among the bipolar
parent group, multimodal treatments could address the psychosocial components of bipolar disorder and assist with enhancing
self-concept. Adult children of parents with bipolar disorder
have been found to exhibit a high incidence of psychiatric and
substance abuse problems (Mowbray, Bybee, Oysteman, MacFarlane, & Bowersox, 2006). The treatment modalities used for
bipolar disorder may also be improved with the inclusion of
parenting support interventions.
Although the study obtained significant results the current
research is limited through the sample size. But the significant
outcomes suggest that future research efforts could be directed
into the self-perceptions among parents with bipolar spectrum
disorders in relationship to specific parenting skills. The concerns found among these participants about the adequacy of
their self-concept and physical self may influence parenting
behavior and attitudes. Future research could focus on parenting behaviors as the research variable among parents and nonparents with a bipolar spectrum disorder.
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