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Abstract
Background: Caring of a child with bipolar disorder (BPAD) is a challenging job because of
numerous illness-related and non-illness related factors – “securing appropriate treatment on long-term
basis. The present study was conducted to evaluate maternal stress in mothers of adolescents with
BPAD.
Materials & Methods: 68 mothers of adolescent with bipolar disorder of both genders were included.
The GHQ-12 was applied on mothers of bipolar disorder adolescent (Group I) and the mothers of
normal adolescents (Group II). The Parenting Stress Index, Brief COPE Scale was recorded.
Results: Adolescent age in group I was 15.2 years and in group II was 13.1 years, mother age was 38.4
years in group I and 36.2 years in group II and family size was 6.1 in group I and 5.5 in group II. The
parental distress (PD) in group I was 41.4 and in group II was 35.2, parent child dysfunctional
interaction (PDCI) in group I was 42.6 and in group II was 31.6, difficult child (DC) was 41.2 in group
I and 31.8 in group II and total score was 125.2 in group I and 98.6 in group II. The difference was
significant (P< 0.05).
Conclusion: Mothers of the adolescents with BPAD tend to perceive high level of stress and they also
have significantly higher level of dysfunctional relationship with their children.
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Introduction
Caring of a child with bipolar disorder (BPAD) is a challenging job because of numerous
illness-related and non-illness related factors – “securing appropriate treatment on long-term
basis,” “ensuring adherence to the treatment,” “dealing with the psychopathology of bipolar
illness at home and in community,” and most significantly “dealing with stigma, prejudices,
and stereotypes associated with the illness.” [1] Many of them have feelings such as “being
cursed,” “sense of shame and guilt,” and their “misfortune [2].
Symptoms of early onset BPAD do not have substantial similarity with adult BPAD. They
have an ongoing, generalized mood disturbance that combines symptoms of both mania and
depression [3]. These symptoms can lead to negative consequences such as “disruption of
psychosocial and family functioning,” “difficulty to interact with peers,” “academic
problems,” “poor relationship among siblings,” and “poor parent–child relationships [4].
Bipolar disorder (BD) is a lifelong condition that highly impairs functioning and quality of
life and increases the risk of a range of psychiatric and somatic comorbidities. For a long
time, BD was rarely diagnosed in pediatric populations. However, studies have shown that
approximately 30%–60% of individuals diagnosed with BD as adults retrospectively report
an onset of illness prior to 20 years of age. Furthermore, 16%–27% of bipolar adults report
that their first mood episode occurred prior to 13 years of age [5].
Despite these findings, the diagnosis of BD may be delayed by up to 16 years if the first
symptoms occurred in childhood and by 11 years in cases with adolescent onset
[6]
. Childhood onset is also associated with a more difficult disease course and with several
severe conditions, including substance abuse, suicidal behavior, and a greater number of
mood episodes. Studying the initial stages of BD may therefore improve clinical practices
regarding early detection of the illness and avoidance of diagnostic omissions or iatrogenic
harm [7]. The present study was conducted to evaluate maternal stress in mothers of
adolescents with BPAD.
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Materials and Methods
The present study consisted of 68 mothers of adolescent
with bipolar disorder of both genders. They were selected
after they agreed to participate in the study. Inclusion
criteria was adolescents with the diagnosis of BPAD and the
duration of illness ≥2 years, must have at least two episodes
of illness in the past 2 years, no history of any other medical
and/or psychiatric illness and/or substance addiction and/or
disability and mothers actively involved in patient care for
at least 2 year and living in the same household with the
adolescents.
Demographic data was recorded. Mothers’ age, education
level and the socioeconomic status was recorded. The GHQ12 was applied on mothers of bipolar disorder adolescent
(Group I) and the mothers of normal adolescents (Group II).
The Parenting Stress Index, Brief COPE Scale was
recorded. Results were statistically analyzed. P value less
than 0.05 was considered significant.
Results
Table 1: Sociodemographic profile
Parameters
Adolescent age (years)
Mother age (years)
Family size (number)

Group I
15.2
38.4
6.1

Group II
13.1
36.2
5.5

P value
0.02
0.12
0.15

Table 1 shows that adolescent age in group I was 15.2 years
and in group II was 13.1 years, mother age was 38.4 years in
group I and 36.2 years in group II and family size was 6.1 in
group I and 5.5 in group II. The difference was nonsignificant (P> 0.05).
Table 2: Comparison of stress between both groups
Parameters
PD
PDCI
DC
Total score

Group I
41.4
42.6
41.2
125.2

Group II
35.2
31.6
31.8
98.6

P value
0.01
0.02
0.15
0.01

Table 2, graph I shows that parental distress (PD) in group I
was 41.4 and in group II was 35.2, parent child
dysfunctional interaction (PDCI) in group I was 42.6 and in
group II was 31.6, difficult child (DC) was 41.2 in group I
and 31.8 in group II and total score was 125.2 in group I and
98.6 in group II. The difference was significant (P< 0.05).

Graph 1: Comparison of stress between both group

Discussion
The staging model of BD suggests that episodes of minor
mood disturbances in late childhood followed by major
mood episodes in adolescence precede the onset of mania
[8]
. Therefore, the early detection of depressive pediatric
patients who are at risk for mania is of high clinical
importance because it may lead to tailored treatment and
prevent iatrogenic harm [9]. Several clinical predictors have
been identified in adults, including rapid onset of depressive
symptoms, psychomotor retardation, mood-congruent
psychotic features, family history of BD, and history of
pharmacologically induced hypomania [10]. However, few
studies evaluating pediatric populations have been
published. Conduct disorders, multigenerational family
history of BD, subthreshold BD symptoms, and baseline
deficits in emotional regulation have been identified [11]. The
present study was conducted to evaluate maternal stress in
mothers of adolescents with BPAD.
In present study, adolescent age in group I was 15.2 years
and in group II was 13.1 years, mother age was 38.4 years in
group I and 36.2 years in group II and family size was 6.1 in
group I and 5.5 in group II. Paul et al. [12] assessed maternal
stress and coping in mothers of adolescents with BPAD.
This study was a comparative one and carried out on sixty
mothers of adolescents; of which thirty were adolescents
with BPAD, and the remaining thirty were the mothers of
normal adolescents. Mothers’ of the BPAD adolescents
reported higher scores in the both PSI/SF and Brief COPE.
Mothers of the adolescents with BPAD tend to perceive
high level of stress and they also use maladaptive coping
more in dealing with stressful situations.
We found that parental distress (PD) in group I was 41.4
and in group II was 35.2, parent child dysfunctional
interaction (PDCI) in group I was 42.6 and in group II was
31.6, difficult child (DC) was 41.2 in group I and 31.8 in
group II and total score was 125.2 in group I and 98.6 in
group II. Goentz et al. [13] assessed medical records of 46
children and adolescents who were hospitalized for BD at
two psychiatric teaching centers in Prague, Czech Republic
was performed. The sample represents 0.83% of the total
number of inpatients (n=5,483) admitted during the study
period at both centers. BD often started with depression
(56%), followed by hypomania (24%) and mixed episodes
(20%). The average age during the first mood episode was
14.9 years (14.6 years for depression and 15.6 years for
hypomania). Seven children (15%) experienced their first
mood episode before age 13 years (very early onset).
Traumatic events, first-degree relatives with mood
disorders, and attention deficit hyperactivity disorder were
significantly more frequent in the very-early-onset group vs
the early-onset group (13–18 years) (P≤0.05). The offspring
of bipolar parents were significantly younger at the onset of
the first mood episode (13.2 vs 15.4 years; P=0.02) and
when experiencing the first mania compared to the offspring
of non-BD parents (14.3 vs 15.9 years; P=0.03). Anxiety
disorders, substance abuse, specific learning disabilities, and
attention deficit hyperactivity disorder were the most
frequent lifetime comorbid conditions.
Conclusion
Authors found that mothers of the adolescents with BPAD
tend to perceive high level of stress and they also have
significantly higher level of dysfunctional relationship with
their children.
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