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Abstract Bipolar Spectrum Disorder (BSD) is a severe psychiatric disorder, and
relatively little is known about positive outcomes for youth with this diagnosis.
Employing a multi-informant, mixed-methods approach, this study sought to a) gain
a deeper understanding of positive factors identified by youth with a diagnosis of BSD
and their caregivers; and b) understand how the parenting context relates to positive
functioning among youth with a diagnosis of BSD. A clinical sample of 18 families
with a youth diagnosed with BSD participated, completing measures of parenting style,
resiliency, positive schemas, mania, depression, and a telephone interview with a
qualitative component. Qualitative analyses revealed most caregivers described their
youth with BSD as having strong interpersonal relationship qualities and positive
internal characteristics. Youth responses cohered largely with caregiver responses.
Parental acceptance related to all measures of positive functioning, and results further
suggested positive schemas may be one mechanism linking parental acceptance to
resiliency for youth with BSD. Despite the severity of a BSD diagnosis, caregivers and
youth reported on many positive aspects of their experiences. These results also inform
a more complex view of the relation between parenting and resiliency for youth with
BSD. With replication, the findings from this preliminary sample may inform the
design of future measures of positive functioning for youth with BSD and inform the
development of treatment and intervention programs for families coping with BSD.
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Introduction

Compared to adults, youth diagnosed with Bipolar Spectrum Disorder (BSD) evidence
more chronic symptoms, a faster rate of change between manic and depressive states
(i.e., rapid cycling), and greater dysphoria (i.e., intense feelings of depression) and
irritability (Biederman et al. 2005; Geller and Luby 1997; Youngstrom et al. 2008).
Given the deleterious trajectory for youth with BSD (see Alloy et al. 2015; Stange et al.
2015), it is important to identify factors associated with positive developmental out-
comes for this population. The goal of this study was to explore factors relating to
positive outcomes for youth with BSD, and to examine the role parenting may play in
this process.

Positive Clinical Psychology and Youth Psychopathology

Wood and Tarrier (2010) have stressed the importance of not only acknowl-
edging the difficulties and negative aspects of functioning associated with
psychopathology (e.g., sadness, anxiety, anger, stress, loneliness, low self-es-
teem, etc.), but also the positive aspects of functioning (e.g., gratitude, flexi-
bility, positive emotions, well-being, life satisfaction, resiliency, etc.) that can
aid in predicting disorders, buffering against the negative impact of disorders,
and ultimately preventing the development of disorders. This unified framework
and commensurate research perspective integrates both positive and negative
aspects of experience to better and more holistically understand and treat
psychopathology (Wood and Tarrier 2010).

To date, much positive psychology research has focused on non-clinical samples
(Larson 2000; Taylor and Brown 1994) with less focus on clinical samples (Adler et al.
1998; Folkman 1997), and even less specifically on those with BSD (Duckworth et al.
2005; Galvez et al. 2011). Further, past research on positive functioning among youth
with psychopathology has focused mainly on predetermined concepts of well-being
(e.g., life satisfaction, resiliency, positive schemas) and such practices may miss
important aspects of positive functioning from the perspective of the youth and/or their
caregiver. Taken together, this study’s multi-informant, mixed-methods approach to
examining positive characteristics and functioning for youth with BSD is therefore
quite novel.

Perspectives on Positive Functioning and BSD

There have been recent calls to include qualitative approaches alongside quantitative
methods to gain a more comprehensive understanding of phenomena under study
(Armstrong et al. 2005; Braun and Clarke 2006; Krahn et al. 1995). The current study
therefore included a qualitative component to gain a deeper understanding of youth and
caregiver perspectives on positive functioning for youth with BSD, allowing for
responses that were not constrained by prescribed quantitative research measures.

Previous qualitative research has primarily focused on understanding the negative
aspects associated with a diagnosis of BSD, such as the impact of manic and depressive
states on general functioning and quality of life (Crowe et al. 2012; Fletch et al. 2013;
Michalak et al. 2006). A review of the literature yielded only one qualitative study
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examining positive factors associated with having a diagnosis of BSD (Lobban et al.
2012). In this study, ten adults with a diagnosis of BSD (aged 24 to 57) were asked
about their understanding of BSD, what difference a diagnosis of BSD has made in
their lives, and aspects of their diagnosis they would miss if absent. The results
suggested adults with BSD identified themselves as having amplified internal states,
enhanced abilities, and more human connectedness than those without this diagnosis.
They also identified feeling lucky to have BSD and often saw it as a Bspecial gift^
(Lobban et al. 2012). Although this study provides some qualitative information about
positive aspects of living with BSD, it focuses solely on an adult population, and youth
perspectives are required to extend and enrich such findings.

Resiliency and Positive Schemas as Markers of Positive Functioning

Two theoretically-established markers of positive functioning were also explored in
the current study: resiliency and positive schemas. Overall, the study of resiliency
is related to understanding the Bprocess of, capacity for, or pathways and patterns
of positive adaptation during or following significant threats to disturbance^
(Masten 2011, p. 494). Surprisingly, despite the complex risks associated with
BSD, and the potential for knowledge of factors underlying resiliency to be
relevant for intervention, this topic has been neglected to date.

Schemas are defined here as mental frameworks that are used to interpret,
categorize, and evaluate one’s experiences (James et al. 2007; Schmidt et al.
1999). Extant schema and emotional functioning research has mainly focused
on negative schemas or maladaptive core beliefs such as BI am defective^ or
Bothers cannot be trusted^ (e.g., Hawke et al. 2011; Nilsson et al. 2010; Young
et al. 2003) and cognitive models generally position schemas as mediating the
relation between a negative event or circumstance and depression outcomes
(Cole and Turner 1993).

Although the majority of research has focused on linking negative schemas
to psychopathology, some research underscores the need for positive schemas
(e.g., core beliefs such as, BI am worthy ,̂ BThings generally work out^) to
maintain everyday happiness in normative samples (Cacioppo et al. 1999;
Fleming and Darley 1986; Greenwald 1980; Langer and Roth 1975). There is
also evidence that positive schemas may be inversely related to psychopathol-
ogy (Keyfitz et al. 2013; Prieto et al. 1992: MacLeod and Moore 2000; Shirk
et al. 1998). When considering depression specifically, depression is often
qualified by both the presence of negative schemas and the absence of positive
schemas (MacLeod and Byrne 1996; MacLeod and Moore 2000; MacLeod and
Salaminiou 2001). Some even suggest a lack of positive schemas may be more
important than the presence of negative schemas in the development of youth
depression (McClain and Abramson 1995; Whitman and Leitenberg 1990).

To date, positive schemas have not been explored among youth with BSD and
this may represent an important gap in the literature. Despite evidence from the
adult literature suggesting that adults with BSD show signs of well-being (e.g.,
creativity, reward motivation, achievement motivation, goal setting, empathy, etc.;
Galvez et al. 2011; Johnson 2005; Lovejoy and Steuerwald 1995), little focus has
been given to the positive factors associated with a diagnosis of BSD for youth,
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particularly positive schemas. Gaining a better understanding of not only the
negative factors associated with BSD but also the positive factors (i.e., positive
schemas) could ideally help with better identification of youth at risk for devel-
oping BSD and could provide information about protective factors that may buffer
against the negative impacts of BSD. Positive schemas are also identifiable and
potentially modifiable and may serve as an important intervention target for youth
with psychopathology.

The Parenting Context

While BSD is largely influenced by genetics (Craddock and Jones 1996), environmen-
tal factors also have substantial etiological and phenomenological importance. The
parenting context has been positioned as one of the most important environmental
factors for understanding the onset and course of BSD (Belardinelli et al. 2008).
Specifically, a parenting environment characterized by low levels of parental warmth
or acceptance (e.g., excessive disapproval) and high levels of psychological control
(e.g., promoting parental dependence) are generally related to BSD (Alloy et al. 2006;
Geller et al. 2000, 2002; Geller et al. 2004).

Less considered is how parenting relates to the development of youths’ positive
functioning (e.g., resiliency, positive schemas). Resiliency is often regarded as
being embedded in larger systems such as the parenting context (Patterson 2002;
Masten 2007; Masten and Obradovic 2007). Caregivers have also been shown to
play a vital role in prevention and intervention programs that promote resiliency
(Draper et al. 2009; Prevatt 2003; Silk et al. 2007). Parenting is widely considered
foundational for the development of schemas, and much research has shown a
relation between the parenting context and the development of negative but not
positive schemas (Garber and Flynn 2001; Hammen 1992; Harris and Curtin 2002;
Kaslow et al. 1994; for an exception see Lumley et al. 2012). Based on the strong
evidence for the relation between parenting, BSD, resiliency, and schema develop-
ment, the current study aimed to understand the relation between parenting context
and resiliency while considering positive schemas as a mediating factor, specifical-
ly for youth with BSD. Of practical importance, caregivers of youth with BSD
could benefit from research that examines not only what aspects of parenting
might be most problematic for youth, but also how aspects of parenting might
be associated with youths’ positive functioning (Schenkel, West, Harral, Patel, &
Pavuluri 2008).

The Current Study

Working within a positive clinical psychology framework, the current study was
designed to enrich understanding of positive functioning for youth with BSD. Given
the limited knowledge in this area, a qualitative component was included to gather both
youth and caregiver perspectives about positive functioning for youth with BSD. This
study also sought to understand how the parenting context relates to BSD, shedding
light on key parenting characteristics (i.e., acceptance and warmth, psychological
control) that are associated with positive functioning for youth with BSD (i.e., resil-
iency, positive schemas, reduced psychopathology). Of particular significance, this
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study considered positive schemas as a potential mediator of the relation between
parenting context and resiliency.

It was predicted that positive parenting strategies (i.e., acceptance) would be related to
reduced levels of psychopathology (depression, mania), while negative parenting strategies
(i.e., high parental psychological control) would be related to higher levels of psychopa-
thology (depression, mania). Further, it was predicted that positive parenting strategies (i.e.,
acceptance) would be related to more positive schemas, which would then predict higher
levels of youth resiliency. At the same time, it was predicted that negative parenting
strategies (i.e., high parental psychological control) would be related to the development
of fewer positive schemas, which would then predict lower levels of youth resiliency.

Given the differences in caregiver and youth reports of parenting (Boughton and
Lumley 2011), models including both youth and caregiver reports of parenting were
examined. Such information is relevant for informing environmental targets of inter-
vention for this population.

Method

Participants

Participants consisted of 18 caregivers of female (n = 11) and male (n = 7) youth aged 8
to 18 years (M = 13.00, SD = 3.01) who had received a diagnosis of Bipolar Spectrum
Disorder (BSD) through a tertiary care facility. Of these families, 9 female and 4 male
youth participated, resulting in 13 caregiver-child dyads.1 While undeniably a small
sample, such a population is inherently difficult to recruit, and necessary statistical
safeguards were implemented to reduce error and provide conservative estimates and
results (see Analyses section). As such, this sample should be considered as a prelim-
inary sample which may inform future research with this difficult-to-recruit yet
important-to-study population.

Most caregivers were biological or adoptive mothers (88.9%). For this sample, 16
guardians reported their youth taking psychotropic medications at the time of the study.
All participants (100%; n = 18) reported a biological family history of mental health
difficulties and 61.1% (n = 11) had a biological relative with a diagnosis of BSD.
Reported family income was as follows: 16.7% earned below $20,000, 33.3% earned
between $20,000 and $39,999, 5.6% earned between $40,000 and $59,999, 11.1%
earned between $60,000 and $79,999, and 33.3% earned $80,000 or above.

Measures

Youth and caregiver perspectives of positive functioning A single question was
provided at the end of a caregiver telephone interview to gather participants’ experi-
ences for qualitative exploration. In an open interview format, the caregiver was asked
to tell the researcher Bthe best things about their child/youth^. The caregiver’s response
was audio recorded and later transcribed. A single question was also given at the end of

1 When available all data were used. This resulted in a sample size of 18 for analyses involving caregiver
responses and a sample size of 13 for analyses involving youth or dyad responses.
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the youth interview to gather the youth’s perspective. In an open interview format, the
youth was asked to tell the researcher Bthe best things about him/herself.^ The youth’s
response was audio recorded and later transcribed.

Resiliency The Resiliency Scale (RS-14; Wagnild and Young 1993) was used to
measure beliefs about one’s ability to cope with adversity. Youth and caregivers
completed the measure rating the youth’s ability to cope. The scale comprises a global
resiliency factor. Respondents indicated their rate of agreement with each statement
using a 7-point Likert scale (1 = Strongly Disagree to 7 = Strongly Agree). For the
current study the RS-14 evidenced high reliability when used with both caregiver
(α = .93) and youth (α = .87) samples.

Positive schemas The Positive Schema Questionnaire (PSQ; Keyfitz et al. 2013) was
used to measure youth’s positive schemas. The scale comprises 20 items measuring:
Worthiness, Self-Efficacy, Optimism, Success, and Interpersonal Trust. Youth indicated
the extent to which they agreed with each statement using a 6-point Likert scale
(1 = Completely untrue of me to 6 = Describes me perfectly). In the current study, an
overall Positive Schema score was calculated by summing all items. The PSQ demon-
strated high internal consistency (α = .96) for the current sample.

Mania symptoms The Child Mania Rating Scale (CMRS; Pavuluri et al. 2006) was
used as a measure of youth mania symptoms. The measure is comprised of 21 items
designed to reflect the DSM-IV criteria for a manic episode. Caregivers rated the items
based on their youths’ behaviour and emotions in the past month using a 4-point Likert
scale (0 = Never/Rare to 3 = Very Often). The current study yielded good reliability
(α = .92).

Depression symptoms The Beck Depression Inventory for Youth (BDI-Y; Beck et al.
2001) was used to measure depression symptoms. Caregivers and youth indicated the
extent to which each statement described them/their youth based on a 4-point Likert
scale (0 = Never to 3 = Always). The BDI-Y evidenced high internal consistency for
both caregiver (α = .93) and youth (α = .89) reporting.

Parenting The Child Report of Parenting Behavior Inventory- Short form (CRPBI;
Schludermann and Schludermann 1988) was used to provide a measure of both
caregiver-and youth-reported parenting attributes. The Acceptance and Psychological
Control subscales were used from the shortened version of the CRPBI. Youth and
caregivers were asked to rate characteristics about their caregiver/self on a 5-point Likert
scale (1 = Disagree to 5 = Agree). For the current study, the caregiver report measure
yielded moderate reliability for the two subscales (α = .73 and α = .69, respectively) and
the youth report measure yielded high reliability (α = .82 and α = .90, respectively).

Procedure

Caregivers of youth who received a diagnosis of BSD following a comprehensive
assessment at a tertiary care facility were contacted by telephone and provided with
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information about the current study and a toll-free number for the research lab
conducting the study. When a participant contacted the toll-free number, oral consent
was obtained and the caregiver was asked to complete the caregiver questionnaires and
single qualitative question described in the Measures section. After oral assent was
obtained, the youth was asked to complete the youth questionnaires and single qual-
itative question described in the Measures section. Following participation, a gift card
was mailed to the family to thank them for taking part in the study. This study was
approved by the local ethics Review Board.

Data Analysis

Qualitative Analyses

To explore positive qualities of youth with BSD, the guidelines for examining quali-
tative data suggested by Braun and Clarke (2006) were adapted and applied to the
qualitative question described in the Measures section. Rather than approaching the
analyses with particular themes in mind, the researcher (first Author) used a grounded
theory approach to conduct a thematic analysis and look to participant responses for
salient themes.

In the first step of data analysis, the data gathered from the specific qualitative
questions (caregiver and youth) were transcribed so the researcher could become more
familiarized with the data. The data were then checked again for accuracy by a
secondary researcher. Next, the researcher generated a list of potential codes and unique
features of the data set by reviewing an inclusive and comprehensive portion of the
transcripts (>75%). Codes were developed until saturation (i.e., no new codes were
found). Following this, the researcher collated the codes and features to develop
themes. A theme was considered as any pattern of results that represented a unique
meaning or idea within the data. Themes were developed based on their relevance to
the question at hand (i.e., introducing a new idea related to the Bbest things^ about the
youth), not based on the prevalence of the specific meaning or idea. Next, the created
themes were checked against the full data set for further review and to verify that they
provided an adequate fit for the data. Finally, the themes were refined and the final
coding scheme was developed. The coding scheme was then used to examine the data
to determine the frequency of the established themes.

After the completion of the thematic scheme, all transcripts were coded. With
regards to examining the qualitative information, prevalence of theme, as outlined by
the coding scheme, was counted as the number of participants who articulated the
theme across the entire data set. The replicability of the coding scheme and specific
themes was established by having a second researcher code the two questions based on
the established coding scheme. A high level of inter-rater reliability was observed
(100% agreement).

Quantitative Analyses

In the current study, Positive Schemas were proposed as a possible mediator of the
relation between Parenting Characteristics and Resiliency in youth with a BSD. To
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explore this, a series of univariate mediation analyses were conducted. Separate
mediation models were fitted for youth-and caregiver-reported parental Acceptance
and Psychological Control predicting youth-reported Resiliency, resulting in four
models.

For the univariate mediation models tested, youth and caregiver reports of Parenting
Characteristics (i.e., Acceptance and Psychological Control; CRPBI) were the inde-
pendent variables, youth-reported Resiliency (RS) was the dependent variable, and
youth-reported Positive Schema total score (PSQ) was used as the mediator in each
analysis.

For all models tested, the indirect effect was estimated using the non-parametric
bootstrapping procedure described by Preacher and Hayes (2004). This approach is
widely regarded as an improvement to Baron and Kenny’s (1986) causal steps medi-
ation method and is a suitable choice when sample size is small (Hayes 2009). The
bootstrapping procedure yields more accurate estimates of confidence intervals for the
indirect effect than the Sobel test, and was carried out using the SOBEL macro for
SPSS (Preacher and Hayes 2008). The indirect effect was bootstrapped with 5000
sample indirect effects (with replacement) using the current sample as the population of
possible indirect effects. This yielded a point estimate of the population value of the
indirect effect (unstandardized regression coefficient), its standard error, and 95%
confidence interval (CI).

A post hoc power analysis, conducted using G*Power 3 (Faul et al. 1996),
showed there was a 14% chance of detecting a medium sized effect (f2 = 0.15)
and a 28% chance of detecting a large effect (f2 = 0.35) for a regression model
including three predictor variables (i.e., parenting, positive schemas, and the
interaction term) based on the sample size of 13 participants. With regard to
this small sample size and low level of power, Preacher and Hayes (2004)
outline that the bootstrapping process is not based on Blarge-sample^ theory and
thus can be applied to small samples with relative confidence. Consequently,
this analytical approach was used while also acknowledging the limitations
inherent to this small, difficult to obtain sample.

Results

Qualitative Results

Analysis of caregiver and youth responses revealed four key themes with multiple
subcategories (n = 11 and n = 5, respectively; see Table 1, Fig. 1, and Fig. 2). In total,
76 caregiver comments and 26 youth comments were provided in response to the single
qualitative questions. Overall, 92.1% of the caregiver data and 100% of the youth data
were allocated to a theme.

Caregiver perspective The themes present when caregivers were asked, Bwhat are the
best things about your child^, varied greatly (Fig. 3). All caregiver comments were
coded for the presence of the identified themes, not the frequency with which they
appeared within any one transcript. All percentages presented are based on the occur-
rence of the thematic response in relation to the total number of responses. Only a few
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comments were not coded due to a lack of fit with any specific category (n = 5; e.g.,
Bhas an innocence about him^). Based on the four main themes, the most frequent
comments were made in the Interpersonal Relationships (i.e., qualities important to
fostering positive interpersonal relationships; e.g., Blikeable^, Bloyal^, etc.) and Internal
Characteristics (e.g., Bthinking outside the box^, Bbeing very creative^, etc.) domains
(35.85% each), followed by External Characteristics (15.09%; e.g., Bunique way of

Table 1 Coding Scheme for Parental and Youth Responses

Main Themes Subcategories Sample

Parent Responses

1. Interpersonal
Relationships

Flexibility
Assisting Others
Positive Relationship

Qualities

Bamenable to suggestions^
Bpassion for helping others^
Bloving^

2. Internal Characteristics Energy
Humour
Creativity
Intelligence

Benergetic^
Bsense of humour^
Bthinks outside the box^
Bsmart^

3. External Characteristics Interests/Hobbies
World View

Bgood hockey player^
Bunique way of looking at the world^

4. Agency Self Advocates
Determination/Commitment

Bdefends himself^
Bher drive^

Youth Responses

1. Interpersonal
Relationships

Assisting Others
Positive Relationship

Qualities

Bdetermined to help others^
Bgood friend^

2. Internal Characteristics Humour
Creativity
Intelligence

Bhumour-my ability to make light of
situations^

Bcreative^
Bfast learner^

3. Interests/Hobbies Bability to work with engines^

4.
Determination/-
Commitment

Bhard worker^

Interpersonal 
Rela�onships 

External 
Characteris�cs

Agency

Internal 
Characteris�csSelf AdvocatesDetermina�on/

Commitment

Intelligence

Crea�vity

HumourEnergy

FlexibilityRela�onship 
Quali�es

Assis�ng 
Others

Interests/
Hobbies

World View

Fig. 1 Thematic map outlining the main qualitative themes and subcategories for the caregiver’s perspective
of the Bbest things^ about their youth
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looking at things in the world^, Bhe is an excellent athlete^, etc.), and Agency (13.21%;
e.g., Bdedicated^, Bcommitted^, Bmotivated^, etc.).

Youth perspective The themes present when youth were asked, Bwhat are the best
things about you^, also varied greatly (Fig. 4). All youth comments were coded for the
presence of the identified themes not the frequency with which they appeared within
any one transcript. Based on the four main themes, the most frequent comments were
made in the Interpersonal Relationships domain (55%; e.g., Bcaring^, Bsociable^, etc.),
followed by External Characteristics (25%; e.g., BI can play sports^ BI like reading^,

Rela�onship 
Quali�es

Interpersonal 
Rela�onships 

Interests/
Hobbies

Determina�on/ 
Commitment

Internal 
Characteris�cs

Intelligence

Crea�vity

Humour

Assis�ng Others

Fig. 2 Thematic map outlining the main qualitative themes and subcategories for the youth’s perspective of
the Bbest things^ about themselves
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Fig. 3 Themes and subcategories for caregiver comments regarding the Bbest things^ about their youth
(n = 53), presented in percentages
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etc.), Internal Characteristics (15%; e.g., Bcreative ways^, Bfast learner^, etc.), and
Agency (5%; e.g., BI am a hard worker^).

Descriptive Statistics

The means, standard deviations and zero-order correlations for the CRPBI, RS, PSQ,
CMRS, and BDI-Y, can be found in Table 2.

Caregiver Report of Parenting

Caregiver-reported parental Acceptance (CRPBI) was significantly and positively
related to youth- and caregiver-reported Resiliency (RS), and Positive Schemas
(PSQ). Caregiver-reported parental Acceptance (CRPBI) was also significantly and
negatively related to youth-reported Depression (BDI-Y). Caregiver-reported parental
Psychological Control (CRPBI) was significantly and positively related to caregiver-
reported Resiliency (RS).

Youth Report of Parenting

Regarding youth-reported parenting, based on the CRPBI, youth-reported parental
Acceptance was significantly and positively related to caregiver-reported parental
Acceptance (CRPBI), youth-and caregiver-reported Resiliency (RS), and Positive

5
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0 5 10 15 20 25 30 35 40 45
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Fig. 4 Themes and subcategories for youth comments regarding the Bbest things^ about themselves (n = 20),
presented in percentages
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Schemas (PSQ). Youth-reported parental Psychological Control (CRPBI) was significant-
ly and positively related to caregiver-reported parental Psychological Control (CRPBI).

Positive Schema Mediation.

Acceptance The first model examined Positive Schemas (PSQ) as a mediator between
youth-reported parental Acceptance (CRPBI) and youth-reported Resiliency (RS). The
overall model was significant [F(2,10) = 13.54, p = .001] and accounted for 73% of the
variance in predicting youth-reported Resiliency. The indirect effect of Positive
Schemas was significant at p = .013. Bootstrapping results confirmed that the direct
effect of youth-reported parental Acceptance on youth-reported Resiliency was much
smaller and not significant when the mediation path was included. Table 3 outlines the
confidence intervals for the indirect effect. Path estimates for each pathway (see Fig. 5)
suggested increased youth-reported parental Acceptance lead to increased Positive
Schemas, which in turn lead to increased youth-reported Resiliency.

Table 2 Descriptive Statistics

Measure1 M SD 1. 2. 3. 4. 5. 6. 7. 8. 9. 10.

CRPBI-Youth Version

1. Acceptance 44.39 5.24 ___ .33 .70** .21 .70** .58* .81** −.01 −.45 −.35
2. Psychological
Control

30.08 8.94 ___ .06 .47* .09 .45 .10 −.35 −.09 −.33

CRPBI-Parent Version

3. Acceptance 45.61 3.60 ___ .10 .53* .50* .61* −.11 −.65** −.06
4. Psychological
Control

19.11 4.36 ___ −.27 .46* −.13 −.33 .05 −.28

RS-Youth Version

5. Resilience
Total

70.77 15.19 ___ .44 .86** −.06 −.65** −.49

RS-Parent Version

6. Resilience
Total

57.56 17.20 ___ .19 −.64** −.35 −60**

PSQ

7. Positive
Schema Total

86.62 21.92 ___ .29 −.60* −.21

CMRS

8. Mania Total 21.17 11.74 ___ .02 .64**

BDI-Y-Youth Version

9. Depression
Total

19.46 9.43 ___ .63*

BDI-Y-Parent Version

10. Depression
Total

18.22 10.38 ___

Note. * p < .05, ** p < .001, one-tailed
1 CRPBI = Child Report of Parenting Behaviour; RS = Resilience Scale; PSQ = Positive Schema
Questionnaire; CMRS = Child Mania Rating Scale; BDI-Y = Beck Depression Inventory – Youth
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Next, Positive Schemas (PSQ) were examined as a potential mediator between
caregiver-reported parental Acceptance (CRPBI) and youth-reported Resiliency (RS).
The overall model was significant [F(2,10) = 13.54, p = .001] and accounted for 73%
of the variance in predicting youth-reported Resiliency. The indirect effect of Positive
Schemas was significant, p = .033. However, the bootstrapped results showed that the
direct effect of youth-reported parental Acceptance on caregiver-reported Resiliency
did not significantly differ when the mediation path was included (see Table 3).

Psychological control The third model examined Positive Schemas (PSQ) as a poten-
tial mediator between youth-reported parental Psychological Control and youth-

Table 3 Bootstrapped Point Estimates (B), Standard Error (SE) and Confidence Intervals (CIs) for the
Indirect Effect of Parenting on Resilience with Positive Schemas as a Mediator

Model Summary B SE 95% CI

Lower Upper

Model 1

Youth reported parental Acceptance on youth reported Resilience 2.00* .87 .72 3.99

Model 2

Caregiver reported parental Acceptance on youth reported Resilience 2.32 3.94 −.76 4.69

Model 3

Youth reported parental Psychological Control on youth reported
Resilience

.14 .51 −1.14 .79

Model 4

Caregiver reported parental Psychological Control on youth reported
Resilience

−.11 1.23 −1.89 2.99

Note. * indicates significant at p < .05. 95% CI Estimates based on 5000 bootstrapped sample

Posi�ve Schemas (PSQ)

Youth Reported 
Resilience (RS)

Youth Reported Parental
Acceptance (CRPBI)

3.40** .58*

.02

Youth Reported 
Resilience (RS)

Youth Reported Parental 
Acceptance (CRPBI)

(a)

(b)

2.02*

Fig. 5 Mediation model of youth reported parental acceptance predicting (a) path estimates for the direct
effect of youth reported parental acceptance on youth reported resilience and (b) path estimates for the indirect
effect of youth reported parental acceptance on youth reported resilience
* p < .05, **p < .001.
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reported Resiliency (RS). The indirect effect of Positive Schemas was not significant,
p = .754 (see Table 3). Finally, Positive Schemas (PSQ) was examined as a potential
mediator between caregiver-reported parental Psychological Control (CRPBI) and
youth-reported Resiliency (RS). The indirect effect of Positive Schemas was not
significant, p = .915 (see Table 3).

Discussion

Youth with BSD comprise a unique subset of adolescents experiencing psychopa-
thology (i.e., exhibiting a mix of depressive and manic symptomatology), and little
is known about positive functioning and whether parenting context variables relate
to aspects of positive functioning for youth with this diagnosis. The goal of this
study was to gain a better understanding of factors relating to positive functioning
for youth with a diagnosis of BSD. In line with recent recommendations, a mixed-
methods approach was used in order to foster a more open, comprehensive
understanding of positive functioning among these youth, rather than solely pro-
viding caregivers and youth with predetermined descriptive scales (Armstrong et al.
2005; Braun and Clarke 2006; Krahn et al. 1995). In addition to a qualitative
component, this study also quantitatively explored the relation between parenting
context and positive functioning (resiliency, positive schemas) for youth with a
diagnosis of BSD. Results highlight caregivers and youth are able to reflect on and
articulate several aspects of positive functioning despite the severity of a diagnosis
such as BSD, particularly in the domain of interpersonal relationship qualities and
internal characteristics. As well, this study provided evidence for the relation
between parenting context and positive functioning for youth with BSD, and
results further suggest positive schemas as one mechanism that may explain the
relation between parenting and positive outcomes for these youth.

Qualitative Findings

The qualitative analysis revealed most caregivers described the Bbest thing^ about their
youth as being related to interpersonal relationship qualities (e.g., being friendly,
loving, likeable, etc.) or aspects of their youth’s internal characteristics (e.g., humour,
being smart, creative, etc.). This finding is consistent with a previous qualitative study
with adults diagnosed with BSD, in which they described themselves as possessing
amplified internal states and more human connectedness (Lobban et al. 2012). Youth
responses about the Bbest things^ about themselves cohered largely with caregiver
responses, with youth speaking about their own interpersonal relationship qualities
(e.g., caring, sociable, etc.).

This is an interesting finding given much research has focused on the differences
between parent and youth reporting (Boughton and Lumley 2011; Clay et al. 2008; De
Los Reyes and Kazdin 2005; Kolko and Kazdin 1993). However, much of the research
finding differences between caregiver and youth reporting has focused on negative
outcomes (e.g., family conflict, family stress, parental dysfunction; see Boughton and
Lumley 2011, for a review), while in contrast the current study focused on measuring
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caregiver and youth perspectives of positive outcomes. This difference is worth
exploring in future research to determine if this finding is unique to our sample (i.e.,
youth with a diagnosis of BSD) or specific to reports of positive functioning as
compared to negative outcomes. As well, to our knowledge this is the first study to
qualitatively examine youth and caregiver impressions of positive functioning in the
context of BSD, and future studies should endeavour to include such mixed methods
approaches to potentially replicate these findings and provide a richer understanding of
living with this complex diagnosis.

Youth Report of Parenting

Both youth report of parental acceptance and psychological control were significantly
related to caregiver report of parental acceptance and psychological control, indicating
general agreement on the parenting context. Although reporting was similar, the unique
perspectives of both caregivers and youth in understanding the parenting context
should not be underestimated. Including both caregiver and youth reports of parenting
in the current study bolstered the inclusive nature of this study’s methodological design.

Consistent with a large body of work highlighting the relation between parental
acceptance and psychopathology (Geller et al. 2000, 2002, 2004; Parker 1983;
Schenkel et al. 2008), higher levels of perceived parental acceptance were related to
lower levels of reported depression in this sample. Further and consistent with hypoth-
eses, youth-reported parental acceptance was significantly related to all aspects of
positive functioning in this sample, including resiliency and positive schemas. These
results provide corroborating evidence underscoring the importance of parental accep-
tance in the parent-child relationship for youth with BSD (Geller et al. 2000, 2004;
Neeren et al. 2008; Rosenfarb et al. 1994) and add to this literature by considering how
these important parenting characteristics relate to positive outcomes for youth with
BSD. This finding may suggest that youth who see their caregivers as being warm and
accepting may receive positive messages from their caregivers, and/or experience a
positive parent-child relationship, which, in turn, leads youth to internalize and gener-
alize such messages in the form of positive schemas. This synergistic process may then
set the stage for positive outcomes including resiliency. These findings highlight the
need for future research to continue to elaborate on mechanisms underlying the relation
between parental acceptance and indicators of positive functioning for youth with a
diagnosis of BSD.

Interestingly, youth-reported parental psychological control was not significantly
related to any positive functioning outcomes. Previous research has suggested a relation
between parental psychological control and greater levels of psychopathology for youth
with BSD (Geller et al. 2000, 2002; Parker 1983; Schenkel et al. 2008), thus these
findings contradicted hypotheses. Much of the previous research examining parental
psychological control has focused on the presence of psychological control prior to a
diagnosis of BSD and has implied parental psychological control is a negative factor
present prior to episodes of depression and/or mania (Neeren et al. 2008). Yet, research
has not examined the relation between parental psychological control and positive
outcomes for youth with BSD. In light of our findings, it seems possible that positive
parenting facets, such as warmth and acceptance, are more etiologically and phenom-
enologically important in understanding positive outcomes for youth with BSD than
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negative parenting characteristics such as psychological control. Additional research
and replication with larger and more diverse samples is needed to confirm such
musings.

Caregiver Report of Parenting

Consistent with the aforementioned youth results, caregiver-reported parental accep-
tance was significantly related to lower levels of youth-reported depression. Gathering
further support for hypotheses and consistent with youth report of parenting, caregiver-
reported parental acceptance was also significantly related to all aspects of positive
functioning (i.e., resiliency, positive schemas).

Contrary to initial hypotheses, caregiver-reported parental psychological control was
significantly and positively related to caregiver-reported youth resiliency. This finding
is surprising given research indicating parental psychological control is generally
related to negative outcomes for youth with BSD (Geller et al. 2000, 2002; Parker
1983; Schenkel et al. 2008). It is common for youth with this diagnosis to have mixed
emotional states (i.e., depression, mania), making parenting youth with BSD a difficult
task (Pavuluri et al. 2004; Pavuluri 2008). It is possible that a caregiver higher in
parental psychological control may help a youth who has difficulty with manic and
depressive states by providing a firm structure for how the youth should be thinking
about themselves, the world, and the future. Yet, this association was found within
caregiver report only and is speculative. There may be other explanations for this
pattern in these data including parents own mental health status, biased perceptions or
the influence of measurement error within a small sample. Future research should aim
to explore such reflections and replicate these associations within a larger sample.

Positive Schema Mediation

After exploring the relations between parenting and positive outcomes for youth with
BSD, the next step was to determine if positive schemas act as a mediator for the
relation between parenting context and resiliency. It was hypothesized that positive
schemas would mediate the relation between parental acceptance and resiliency as well
as between parental psychological control and resiliency. Overall, four models were
tested including caregiver and youth-reported parental acceptance and psychological
control as the main parenting characteristics, predicting youth-reported resiliency, while
considering positive schemas as a mediator.

Consistent with hypotheses, positive schemas acted as a significant mediator be-
tween youth-reported parental acceptance and youth-reported resiliency. Although
cross-sectional in nature, this analysis is consistent with a model suggesting increased
levels of youth perceived parental acceptance may lead to increased development of
positive schemas, which in turn result in higher levels of youth perceived resiliency.
This significant mediation model accounted for a large amount of the variance in
predicting youth-reported resiliency and seems to be a robust finding given the small
sample size for this study. Consistent with previous findings (Keyfitz et al. 2013), but
extended to youth with BSD, the development of positive schemas seems to play an
important role when predicting resiliency outcomes. The current study also added novel
information to the field of positive psychology by examining not only relations
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between parenting characteristics and resiliency, but also considering the associations
between parenting characteristics and positive schemas which in turn may promote
resiliency. Finally, this model sheds light on this relation specifically for youth with
BSD, suggesting that despite the difficulties associated with a diagnosis of BSD,
positive trajectories from positive parenting characteristic through positive core
schemas to resiliency may also be unfolding.

Contrary to hypotheses, the second mediation model did not support positive
schemas as a mediator between caregiver-reported parental acceptance and youth-
reported resiliency. It is interesting to note the overall model was significant, suggesting
that caregiver-reported parental acceptance and positive schemas do predict resiliency
in youth with BSD, but potentially not within a mediation framework. Consistent with
previous research underscoring youths’ perceptions as central (De Los Reyes and
Kazdin 2005), the lack of significant mediation in this model may suggest that the
youths’ (versus caregivers’) perceptions of parenting may be most influential on the
development of positive schemas, which in turn promotes resiliency. It may also be that
this analysis was underpowered, particularly for work examining these constructs
across multiple informants.

The remaining models tested positive schemas as a mediator between youth-or
caregiver-reported parental psychological control and youth-reported resiliency. Con-
trary to hypotheses, neither overall model was significant, suggesting parental psycho-
logical control and positive schemas together do not explain significant variance in
resiliency, regardless of who reports on the psychological control.

Research examining the relation between negative parenting strategies and the
development of positive schemas is lacking. Nonetheless, it was suspected that negative
parenting would be associated with the development of fewer positive schemas, which
in turn would be associated with lower levels of resiliency. However, this relation was
not observed in the present study. Theorists have suggested the influence of negative
parenting characteristics (e.g., parental rejection) may be more salient than parental
warmth and acceptance in the development of negative schemas (Garber and Flynn
2001; Kaslow et al. 1994). Based on the findings from the current study, it is possible
that parental acceptance, in turn, may be more salient in the development of positive
schemas, than negative parenting characteristics (e.g., criticism, psychological control)
are in the lack of development of positive schemas. It is also important to consider that
the relation between parental psychological control and positive outcomes for these
youth with BSD may be complex given the univariate relations to youth resiliency and
thus may not have interacted with positive schemas and resiliency in a predictable way.

Limitations and Future Directions

The results of the current study are necessarily preliminary with regard to the small
sample size, and must be interpreted with caution. Replication with a larger sample of
male and female youth with a diagnosis of BSD would be ideal, keeping in mind that it
is difficult to recruit this specialized clinical sample. Although the sample is small, this
study does shed light on some important and novel relations and can help guide
decisions for more extensive clinical studies.

This study used subjective reporting for a number of the central variables measured.
Subject reporting may have resulted in reporting bias (e.g., social desirability,

Int J Appl Posit Psychol (2018) 2:1–21 17



defensiveness, etc.). The multi-informant design of this study was used to address some
of these concerns, however additional studies including, for example, more in-depth
interviews, physiological research, and/or home observations would provide further
validation of these constructs.

Lastly, this study utilized cross-sectional data limiting the interpretation of findings.
When utilizing cross-sectional designs, it is difficult to determine cause and effect. In
particular, the significant mediation analysis suggesting that positive schemas mediate
the relation between parental acceptance and resiliency would be strengthened if
explored using longitudinal methods. However, the mediational model tested in the
current study is consistent with theory and previous research suggesting parenting
relates to schema development, which influences youth functioning.

Clinical Implications

It has been suggested that clinicians generally do not attend to enhancing the positive
aspects associated with a diagnosis of BSD, and that treatment of BSD symptoms may
result in less benefit for individuals with BSD when positive aspects of certain
symptoms of BSD are not recognized (Galvez et al. 2011). Overall, gaining a better
understanding of not only the negative aspects identified by youth with BSD but also
the positive aspects could provide information about protective factors that may buffer
against the negative impacts of the illness. This study also highlights positive parenting
context and schemas in particular, both of which may be identified, targeted and
potentially modified when intervening with youth and their families.
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