
INTRODUCTION
Attention deficit hyperactivity disorder (ADHD) is a chronic developmental psychiatric disorder  beginning in childhood and continuing 
into adulthood with symptoms of inattention, impulsivity, and hyperactivity (1). Comorbidity of bipolar disorder (BD) and other mood 
disorders and ADHD has been recently investigated. BD comorbidity rates in adults with ADHD have been reported to be 9.5% (2,3). 
Patients with both BD and ADHD have been reported to exhibit the onset of BD nearly five years earlier, have more depressive and 
mixed episodes, generally respond less well to treatment, and have a more severe course of illness (4). Given the high ADHD comorbidity 
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Amaç: Dikkat eksikliği hiperaktivite bozukluğu (DEHB) olan çocukların 
ailelerinde affektif mizaç özellikleri ve ilişkili özelliklerin araştırılması.

Yöntem: DEHB tanısı olan çocuklar Turgay Çocuk ve Ergen Davranış 
Bozuklukları için DSM-IV’e Dayalı Tarama ve Değerlendirme Ölçeği 
(ÇEDBÖ) ile değerlendirildi. Çocukların aileleri DSM-IV için yapılandı-
rılmış klinik görüşme ile değerlendirildi ve (şimdi ve daha önce) psiki-
yatrik bozukluk tanısı almayanlar çalışmaya dâhil edildi. Affektif mizaçları 
değerlendirmek için Memphis, Pisa, Paris and San Diego Mizaç Değer-
lendirme Ölçeğinin Türkçe versiyonu kullanıldı. Çocukları DEHB tanısı 
almayan ailelerden,  aynı protokolle kontrol grubu oluşturuldu.

Bulgular: Çalışma 66 DEHB’li çocuk ve 123 ebeveyninden (66 anne, 
57 baba) oluşan çalışma grubu ile 71 sağlıklı çocuk ve 119 ebeveynin-
den (65 anne, 54 baba) oluşan kontrol grubu üzerinde gerçekleştirildi. 

DEHB’li çocuğu olan ebeveynlerin grubunda tüm affektif mizaç puanla-
rı kontrol grubundan anlamlı yüksekti. Annelerin ve babaların puanları 
ayrı ayrı karşılaştırıldığında, annelerde hipertimik mizaç ve babalarda 
anksiyöz mizaç dışındaki puanlar olgu grubunda kontrolden anlamlı 
yüksek bulundu.  Ayrıca çocukların ÇEDBÖ dikkat eksikliği ve hiperak-
tivite-impulsivite puanları ile ebeveynlerinin affektif mizaç puanlarının 
çoğu orta düzeyde anlamlı korelasyon göstermekteydi.

Sonuç: DEHB ile affektif mizaçlar arasında anlamlı bir ilişki bulunmak-
tadır. Bu ilişkinin nedenini, gücünü ve doğasını ortaya koymak için ileri 
çalışmalara ihtiyaç vardır.

Anahtar kelimeler: Dikkat eksikliği hiperaktivite bozukluğu, DEHB, af-
fektif, mizaç, ebeveyn, iki uçlu bozukluk

ÖZ

Introduction: The objective of this study was to investigate affective 
temperaments of parents of children with ADHD and the relationship 
between ADHD and affective temperaments.

Methods: The children diagnosed with ADHD were evaluated with a 
structured interview and the Turgay DSM-IV-Based Child and Adolescent 
Disruptive Behavioral Disorders Screening and Rating Scale (T-DSM-IV-S) 
was filled by parents. Then parents were evaluated by a structured clinical 
interview for DSM-IV (SCID-I), and those with no diagnosis of psychiatric 
disorder (in the past and at the time of the study) were included to the 
study. The Turkish version of the Temperament Evaluation of Memphis, 
Pisa, Paris and San Diego Auto-questionnaire was used to evaluate affec-
tive temperaments of parents. A control group of parents who has no 
children with ADHD was applied the same evaluation protocol.

Results: The study was conducted with 123 parents (66 mothers, 
57 fathers) of 66 children with ADHD and 119 control parents (65 

mothers, 54 fathers) of 71 children without ADHD. Affective tem-
perament scores of parents of children with ADHD were significantly 
higher than those of the control group. When the scores of mothers 
and fathers were compared separately, mothers had higher scores in 
all temperaments except hyperthymic temperament, and fathers had 
higher scores in all temperaments except anxious temperament in the 
ADHD group. Additionally, the T-DSM-IV-S attention deficit and hy-
peractivity/impulsivity scores of children were moderately correlated 
with most of the affective temperaments scores of their parents. 

Conclusion: There is a relationship between ADHD and affective 
temperaments. Further studies are needed to understand the etiolo-
gy, strength, and nature of this relationship.

Keywords: Attention deficit hyperactivity disorder, ADHD, affective, 
temperament, parent, bipolar disorder
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rates in patients with BD and their relatives, a familial link between these 
disorders is possible (4).

A combination of genetic and environmental factors is essential for the 
ultimate expression of an individual’s temperament (5). Furthermore, a 
temperament is a constitutional factor that contains the earliest biological 
roots of an individual’s pattern of behavior. Kraepelin (6) and Kretschmer (7) 
hypothesized a continuum between full-blown affective pathology and pre-
morbid temperaments, referring to them as lifelong, early-onset, attenuated, 
subclinical forms of manic-depressive psychosis. Akiskal (8) conceptualized 
affective temperaments as precursor phenotypes for the premorbid course 
of BPs and other mood disorders on the basis of Kraepelin’s dimensional 
view of manic depressive insanity. Akiskal (8) suggested that both affective 
temperaments and mood disorders are genetically transmitted and thereby 
share a common pathophysiological mechanism. Furthermore, some re-
searchers have proposed that temperamental characteristics may be related 
to the occurrence of mood disorders and may have a negative effect on 
prognosis (9,10,11). Affective temperaments reflect the core characteris-
tics of manic-depressive illness and represent the milder manifestations of 
BD (12). The affective temperamental characteristics of parents of children 
diagnosed with ADHD have not been studied. Studies on the relationship 
between ADHD and temperamental characteristics are usually on ADHD 
in childhood (13). Prior studies on ADHD in childhood have suggested that 
temperamental characteristics in childhood may be correlated with anxiety 
and mood disorders and may increase the risk of substance abuse (14,15,16).

This study aimed to investigate the affective temperament traits of par-
ents of children with ADHD. We hoped to understand if these parents 
had different affective characteristics, which might provide a background 
for investigating a common etiology for risk groups and risky behaviors.

METHODS
This study was carried out jointly by the child and adolescent psychiatry 
and psychiatry clinics at Kocaeli Derince Training and Research Hospital in 
Kocaeli, Turkey.

The study involved a study group consisting of parents of children with 
ADHD and a control group consisting of the parents of healthy children 
without ADHD diagnoses. Parents with psychiatric diagnoses were ex-
cluded as their symptoms could cause high scores in some of the subscales 
and alter the results (17). The study was conducted with the approval of 
the ethics committee of the Kocaeli University School of Medicine. All 
participants were asked for verbal and written consent.

Formation of the Groups
Study group: The children aged 6–16 and their parents who applied in 
September 2013–March 2014 to our clinic were interviewed by a child-
hood and adolescent psychiatrist as a routine procedure. A semi-struc-
tured diagnostic interview (Schedule for Affective Disorders and 
Schizophrenia for School-Aged Children: Present and Lifetime Version 
[K-SADS-PL]) for DSM-IV was applied to the children. The parents and 
teachers were asked to fill in a Turgay DSM-IV-Based Child and Adoles-
cent Disruptive Behavioral Disorders Screening and Rating Scale (T-DSM-
IV-S). The parents of 100 patients who were diagnosed with ADHD for 
the first time (n=200; 100 mothers, 100 fathers) were informed about 
the study, and those who agreed to participate in the study (n=170; 85 
mothers, 85 fathers) were evaluated by clinical interview (SCID-I) upon 
filling out their written consents. Among them, 136 parents (68 mothers, 
68 fathers) without any active physical and psychiatric diagnoses and with-
out any psychiatric diagnoses or treatment histories in retrospective inqui-
ry were evaluated by the Turkish version of the Temperament Evaluation 

of Memphis, Pisa, Paris and San Diego Auto-questionnaire (TEMPS-A) to 
define their affective temperaments.

Control group: In order to create the control group after the formation 
of the study group, those who agreed to participate in the study among 
the hospital personnel, classmates of the children, and hospital visitors 
were evaluated. For the control group, parents of children whose ages and 
sexes matched with the patient group were admitted, while those whose 
children’s siblings had ADHD were excluded. In these interviews, after 
clarification by the psychiatrist that none of the children in the family had 
ADHD, the parents (n=160; 80 mothers, 80 fathers) underwent the same 
scaling and clinical evaluation processes. As a result, 142 parents (71 moth-
ers, 71 fathers) were included in the study and evaluated by the TEMPS-A.

The scales of those who skipped questions or marked double options 
while filling in the TEMPS-A were considered invalid. Thus, the study pre-
sented the data regarding 123 parents (66 mothers, 57 fathers) of 66 chil-
dren with ADHD (27 girls, 39 boys) in the study group and 119 parents 
(65 mothers, 54 fathers) of 71 children without ADHD (29 girls, 42 boys) 
in the control group. 

Materials
Sociodemographic data form: This data form was prepared by our 
team in conformity with the purpose of the study, and it contained infor-
mation such as the ages, sexes, and education levels (years of education) 
of the patients and their relatives and whether they had previously re-
ceived psychiatric diagnoses or treatments. It was filled in by the physician 
based on the patient’s statements during interview.

Structured clinical interview for DSM-IV axis I disorders 
(SCID-I): Structured clinical interview for DSM-IV axis I dis-
orders, clinical version (SCID-CV): The SCID-I is a semi-structured 
diagnostic interview chart whose Turkish translation and validity/reliability 
were carried out by Çorapçıoglu and colleagues (18). It contains DSM-IV 
diagnoses. The SCID-I begins with a sociodemographic data guide and 
covers seven diagnostic groups: mood disorders, psychotic disorders, al-
cohol and substance-related disorders, anxiety disorders, somatoform dis-
orders, eating disorders, and adjustment disorders. It has a high reliability 
for psychiatric disorders. It is used as a standard interview to affirm the 
diagnosis in clinical studies (19).

Form of temperament evaluation of Memphis, Pisa, Paris and 
San Diego auto-questionnaire (TEMPS-A): The TEMPS-A was 
used in this study to assess the average score of the subtypes of the affec-
tive temperaments of the participants. It was originally designed by Akiskal 
(17) and adopted into Turkish by Vahip et al. (20). It is a self-assessment 
scale involving “true” or “false” indications that aim to take into account 
the entire life of the individual. It contains 99 questions and consists of five 
subdimensions that establish depressive, cyclothymic, hyperthymic, irrita-
ble, and anxious temperaments.

Schedule for affective disorders and schizophrenia for school-
aged children: Present and lifetime version (K-SADS-PL): The 
K-SADS-PL is a semi-structured psychiatric interview designed to assess 
psychiatric disorders in children and adolescents aged 6–18 years accord-
ing to DSM-IV criteria. Gökler (21) studied the reliability and validity of 
the Turkish version.

Turgay DSM-IV-Based child and adolescent disruptive behav-
ioral disorders screening and rating scale (T-DSM-IV-S): The 
T-DSM-IV-S was developed by Turgay (22) and adapted and translated 
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into Turkish by Ercan (23). The T-DSM-IV-S (parent and teacher forms) 
is based on the DSM-IV diagnostic criteria and assesses hyperactivity/im-
pulsivity (9 items), inattention (9 items), opposition/defiance (8 items), 
and conduct disorder (15 items). A severity estimate is assigned for each 
symptom on a four-point Likert scale (0: not at all; 1: just a little; 2: quite a 
bit; and 3: very much). Subscale scores on the T-DSM-IV-S are calculated 
by summing the scores on the items in each subscale. The hyperactivity/
impulsivity and inattention modules were used for this study.

Statistical Analysis
In the study, comparison of continuous variables was performed with 
an independent samples t-test. A chi-square test was conducted for 
categorical variables. Correlation analysis was used to determine the 
relationship between the linear variables. As level of education may in-
fluence affective temperament, an additional ANCOVA model was per-
formed including these variables as covariates and the group as the fixed 
factor. A linear regression analysis was used to establish the predictors 
of affective temperaments. Affective temperaments were established 
as dependent variables and probable predictors were established as in-
dependent variables in the regression model. Correlation levels were 
assessed as “low” for the values of 0.00–0.24, “moderate” for 0.24–0.50, 
“high” for 0.50–0.74, and “very high” for 0.75–1.00 (24). All analyses 
were carried out using Statistical Package for the Social Sciences (SPSS) 
17.0 software, release 2008 (SPSS Inc.; Chicago, IL, USA). The signifi-
cance level for the tests was set at p<0.05.

RESULTS

General Definitions of the Groups
In this study, 123 parents of whom at least one child had ADHD (study 
group) and 119 parents of whom no children had ADHD (control group) 
were evaluated in terms of their affective temperament attributes. There 
was no significant difference in terms of age and gender between the 
children in the ADHD and control groups. The sociodemographic data of 
the parents are shown in Table 1.

There was no significant difference between ADHD children and control 
group in terms of age of the fathers (p>0.05), but the education level of 
the fathers of ADHD children were lower than that of the control group 
(mean 9.25±3.29 years for the ADHD group and 12.77±3.66 years for 
the control group; p<0.01). There was no difference between the groups 
in terms of the ages of the mothers, but the education levels of the moth-
ers in the ADHD group were lower (mean 8.41±4.03 for the ADHD 
group and 11.15±3.99 for the control group; p<0.01). Finally, there was 
no difference between the groups in term of age, but the parents of 
the ADHD group had lower education levels (mean 8.83±3.07 for the 
ADHD group and 12.10±3.49 for the control group; p<0.01).

Comparison of the Affective Temperament Scores of the 
Groups
When the groups were compared by Student’s t-test in terms of temper-
ament scores of the parents, it was found that all temperament scores 
(depressive, cyclothymic, hyperthymic, anxious, irritable) of the study 
group were higher than those of the control group (p<0.05) (Figure 1).

Sex: In comparing the groups, when only mothers were evaluated, the 
difference between all temperament scores was still significant, except for 
hyperthymic temperament. On the other hand, in comparing the groups, 
when only fathers were evaluated, the difference between the groups in 
all temperament attributes was still significant, except for anxious temper-
ament. The significance level in anxious temperament was at the border-
line (p=0.051). 

Education: Upon evaluating the whole sample, there was a negative cor-
relation between education levels and all affective temperament scores 
(p<0.05), but there were no significant results obtained when the sub-
jects within the groups were evaluated one by one.

Age: No association could be found between the participants’ ages and 
affective temperament scores (p>0.05).

Covariance Analysis
Upon the evaluation of the groups, a significant difference was found 
between the two groups in terms of education levels. Moreover, a dif-
ference was found between hyperthymic and anxious temperament in 
the comparison of the mother and father groups. Multivariate covariance 
analysis was performed to evaluate the association between the affective 
temperament scores of the groups and their education levels and sexes. 
In this model, affective temperament scores were considered the depen-
dent variables, the groups were considered the fixed variables, and the 
education levels and sexes of the parents were considered covariant. In 
the corrected model, the difference between the two groups was still sig-
nificant in all temperament scores (for depressive temperament F=14.25, 
p<0.01; for cyclothymic temperament F=13.17, p<0.01; for hyperthymic 
temperament F=7.84; p<0.01; for anxious temperament F=9.97, p<0.01; 
for irritable temperament F=15.31, p<0.01).

Regression Analysis
A regression model was created to individually determine the predictors 
of affective temperament scores. In the model, years of education and 
the parent’s sex, age, and group (ADHD group and control group), which 

Table 1. Comparison of the groups in terms of sociodemographic data

 ADHD*  Control 
 group group p†

Children’s ages 8.62±2.04 9.02±2.58 0.162

Children’s years of education 3.13±1.91 3.59±2.43 0.119

Parents’ ages  37.20±5.39 37.27±4.65 0.849

Mothers’ ages 35.10±5.72 35.43±4.60 0.624

Fathers’ ages 38.97±5.72 39.11±5.19 0.849

Parents’ years of education 8.83±3.07 12.10±3.49 <0.01

Mothers’ years of education 8.41±4.03 11.15±3.99 <0.01

Fathers years of education 9.15±3.19 12.77±3.66 <0.01

*ADHD: attention deficit hyperactivity disorder
†t-test

Figure 1. Comparison of affective temperament scores†
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had shown significant associations with affective temperament scores in 
the previous analyses, were considered independent variables as potential 
predictors (Table 2).

The Relationship Between Parents’ Affective Temperament 
Scores and Children’s ADHD Rating Scores
A correlation analysis was made to evaluate the association between the 
affective temperament attributes of the parents and the ADHD scores 
of the children as measured by the T-DSM-IV-S. The T-DSM-IV-S hyper-
activity/impulsivity subscale scores were found to be positively correlated 
(low correlation with hyperthymic temperament and moderate correla-
tion with other temperaments) with all affective temperament scores 
(p<0.05). Additionally, the T-DSM-IV-S attention deficit scores showed 
moderately significant positive correlation with depressive, cyclothymic, 
anxious, and irritable temperament scores, but the correlation with hy-
perthymic temperament was not significant (Table 3).

DISCUSSION
In this study, the affective temperament scores of the parents of chil-
dren with ADHD and the parents of children without ADHD were 

compared. The affective temperament scores of the parents of ADHD 
children were found to be higher. However, when the scores of moth-
ers and fathers were compared separately, mothers had higher scores 
in all temperaments except hyperthymic temperament and fathers had 
higher scores in all temperaments except anxious temperament in the 
ADHD group. An association was shown between the individuals who 
previously received ADHD and bipolar affective disorder diagnoses. 
Studies had previously shown that affective temperaments were more 
common in individuals with an ADHD diagnoses, but affective temper-
aments had not been studied in the parents of children with ADHD 
diagnoses (25).

This study also showed that in the ADHD group, parents who had not 
received psychiatric diagnoses had higher affective temperament scores 
than the parents in the control group. Additionally, affective temperament 
scores showed a positive correlation with ADHD scores. These findings 
suggest several interpretations simultaneously. Primarily, high affective 
temperament scores in the parents of ADHD children suggest that these 
individuals are inclined to BDs (26). Affective temperaments are known 
to be precursors for bipolar affective disorders (26). There is a potential 
etiologic partnership between bipolar affective disorder and ADHD (27). 
Previous studies have reported that hyperthymic, cyclothymic, and irri-
table temperaments are prominent in patients with BD (28,29). Other 
studies showed higher scores of depressive and anxious temperaments in 
BD (25). Likewise, it was shown that all temperament scores, except the 
score for hyperthymic temperament, were higher in the ADHD group 
than that of the control group (25). 

All these studies suggest an etiologic and phenomenological partnership 
between mood disorders (particularly BD), affective temperaments, and 
ADHD. This would indicate that parents of children with ADHD should 
also be evaluated in terms of mood disorders and that necessary actions 
should be taken if they are on the line. Moreover, the results of this study 
reinforce the high comorbidity between ADHD and BD. It is suggested 
that patients with ADHD should also be examined for BD.

Table 2. Predictors for affective temperament scores (linear regression analysis)

 Depressive  Cyclothymic Hyperthymic Anxious Irritable 
 temperament temperament temperament temperament temperament 

Group -0.220 -0.193 -0.142 -0.238 -0.303 beta

 -2.882 -2.514 -1.828 -3.240 -3.992 t

 0.004 0.012 0.069 0.001 0.000 p

Age 0.029 -0.42 -0.050 -0.041 -0.069 beta

 0.427 -0.605 -0.721 -0.621 -1.012 t

 0.670 0.546 0.472 0.535 0.313 p

Education -0.117 -0.177 -0.130 -0.091 -0.80 beta

 -1.536 -2.317 -1.677 -1.238 -1.054 t

 0.126 0.022 0.095 0.217 0.293 p

Gender -0.177 -0.182 0.215 -0.308 -0.057 beta

 -2.587 -2.643 3.070 -4.663 -0.837 t

 0.010 0.009 0.002 0.000 0.404 p

R2 0.117 0.132 0.101 0.179 0.126 

Dependent variables: depressive, cyclothymic, hyperthymic, anxious, and hyperthymic temperaments; independent variables: group (ADHD or control), age, education, and 
gender of the parents 

Table 3. The correlations between parents’ affective temperament 
scores and children’s ADHD* rating scores

 T-DSM-IV-S T-DSM-IV-S

 Attention  Hyperactivity 
 deficit scores scores

 r p r p

Depressive temperament 0.267 <0.001 0.225 0.001

Cyclothymic temperament 0.304 0.000 0.333 <0.001

Hyperthymic temperament 0.069 0.296 0.168 0.010

Irritable temperament 0.263 <0.001 0.352 <0.001

Anxious temperament 0.277 <0.001 0.270 <0.001

*ADHD: attention deficit hyperactivity disorder
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Based on our results, the parents of children with ADHD have high scores 
for affective temperaments despite not having psychiatric diagnoses de-
termined with SCID-I. Having an affective temperament may be significant 
for parent-child interaction. In a study evaluating the effects of affective 
disorders on daily life, it was shown that cyclothymic and irritable temper-
aments, as well as depressive and anxious temperaments, had negative im-
pacts on emotions, cognitive functions, and communication (30). Likewise, 
ADHD is known to lead to a loss of functionality in both the child and the 
family. In previous studies, adolescents who have more conflicts with their 
families have been shown to experience an earlier occurrence of BD (31). 
In this respect, the results of our study indicate that each behavioral, eti-
ologic, and communication-related aspect of the affective temperaments 
should be researched in terms of both ADHD and bipolarity.

In this study, a negative correlation was found between education levels 
and affective temperament scores over the whole sample. This result con-
forms with the results of previous studies (26,32). In this study, although 
the ages of the parents were similar, the education levels of children with 
ADHD were found to be lower than that of the control group. This result 
is consistent with research that indicated a negative correlation between 
ADHD symptoms and parental education levels (33). Subclinical ADHD 
symptoms of parents or maladaptive effects of the high affective tem-
perament scores may have roles on lower education levels (30). Low-
er education levels probably represent low socioeconomic status that is 
suggested to impact well-being of both child and family; thus, the role of 
education level needs to be investigated in further studies about affective 
temperaments and ADHD (34). In addition, based on the results of this 
study, confirmed in both variance analysis and regression analysis, there is 
an association between the ADHD diagnoses of children and the affective 
temperament scores of their parents independent from their education 
level, age, and sex.

As another invincible point, the number of excluded parents at the begin-
ning process of the study due to psychiatric disease or invalid scales which 
were not filled properly was higher in ADHD group compared to control 
group. Previous studies showed higher rates of psychiatric disorders, espe-
cially depression and parenting stress, in parents of ADHD children (35). 
Also, the tendency of parents to complete the scales impatiently or care-
lessly may lead them to make mistakes during filling thescales. This may be 
related to the prevalence of common ADHD in parents of children with 
ADHD (36). Education levels were also lower in parents of ADHD chil-
dren. This may be another interpreting factor for invalid scales. This study 
did not conduct further scanning in parents for ADHD and did not focus 
to the frequency of psychiatric disorders in parents. We can say that these 
results claim that future studies may highlight the relationship between 
depression, mood disorders, affective temperaments, and ADHD.

Drawing attention to the etiologic and phenomenological partnership be-
tween ADHD and affective temperaments, this is a scanning study using 
a cross-sectional method. The neurobiological and genetic mechanisms 
of ADHD and affective temperaments are also need to be researched. 
Moreover, the lack of scanning in terms of ADHD in the parents of the 
ADHD children is a clear indication of the limited nature of the study. On 
the other hand, this study has a slightly larger sample than the previous 
studies and is one of the first studies investigating the association between 
ADHD and temperaments.

There is a relationship between ADHD and affective temperaments 
according to results of this study. Parents of children with ADHD may 
have high affective temperament scores even though they do not have 
any clinically serious psychiatric disease diagnosis according to the scores 

of SCID-I. While evaluating children with ADHD, the affective tempera-
ments that their parents may have should also be taken into consideration.

Ethics Committee Approval: Ethics committee approval was received for this 
study from the ethics committee of Kocaeli University School of Medicine.

Informed Consent: Written informed consent was obtained from patients who 
participated in this study. 

Peer-review: Externally peer-reviewed.

Author Contributions: Concept - E.Y., E.Y.; Design - E.Y., E.Y., AB.Y.; Supervision 
- A.E.; Resource - E.Y., A.E.; Materials - E.Y., E.Y.; Data Collection and/or Processing 
E.Y., E.Y., YY.G.; Analysis and/or Interpretation E.Y., E.Y., AB.Y.; Literature Search - 
E.Y., E.Y., AB.Y.; Writing - E.Y., E.Y.; Critical Reviews - E.Y., E.Y. 

Conflict of Interest: No conflict of interest was declared by the authors.

Financial Disclosure: The authors declared that this study has received no fi-
nancial support.

Etik Komite Onayı: Bu çalışma için etik komite onayı Kocaeli Üniversitesi Tıp 
Fakültesi Etik Komitesi’nden alınmıştır.

Hasta Onamı: Yazılı hasta onamı bu çalışmaya katılan hastalardan alınmıştır. 

Hakem Değerlendirmesi: Dış Bağımsız.

Yazar Katkıları: Fikir - E.Y., E.Y.; Tasarım - E.Y., E.Y., AB.Y.; Denetleme - A.E.; Kay-
naklar - E.Y., A.E.; Malzemeler - E.Y., E.Y.; Veri Toplanması ve/veya İşlemesi - E.Y., E.Y., 
Y.Y.G.; Analiz ve/veya Yorum - E.Y., E.Y., A.B.Y.; Literatür Taraması - E.Y., E.Y., AB.Y.; 
Yazıyı Yazan - E.Y., E.Y.; Eleştirel İnceleme - E.Y., E.Y.

Çıkar Çatışması: Yazarlar çıkar çatışması bildirmemişlerdir.

Finansal Destek: Yazarlar bu çalışma için finansal destek almadıklarını beyan et-
mişlerdir.

REFERENCES
1. Seidman LJ, Biederman J, Weber W, Hatch M, Faraone SV. Neuropsychologi-

cal function in adults with attention-deficit hyperactivity disorder. Biol Psychi-
atry 1998; 44:260-268. [CrossRef]

2. Nierenberg AA, Miyahara S, Spencer T, Wisniewski SR, Otto MW, Simon N, 
Pollack MH, Ostacher MJ, Yan L, Siegel R, Sachs GS, Investigators S-B. Clinical 
and diagnostic implications of lifetime attention-deficit/hyperactivity disorder 
comorbidity in adults with bipolar disorder: data from the first 1000 STEP-BD 
participants. Biol Psychiatry 2005; 57:1467-1473. [CrossRef]

3. Tamam L, Karakus G, Ozpoyraz N. Comorbidity of adult attention-deficit hy-
peractivity disorder and bipolar disorder: prevalence and clinical correlates. 
Eur Arch Psychiatry Clin Neurosci 2008; 258:385-393. [CrossRef]

4. Bernardi S, Cortese S, Solanto M, Hollander E, Pallanti S. Bipolar disorder and 
comorbid attention deficit hyperactivity disorder. A distinct clinical pheno-
type? Clinical characteristics and temperamental traits. World J Biol Psychiatry 
2010; 11:656-666. [CrossRef]

5. Rapee RM. The development and modification of temperamental risk for 
anxiety disorders: prevention of a lifetime of anxiety? Biol Psychiatry 2002; 
52:947-957. [CrossRef]

6. Kraepelin E. Manic-depressive illness and paranoia. Edinburgh: Livingstone; 1921.
7. Kretschmer E. Physique and Character. New York, NY: Macmillan Publishing 

Co; 1936.
8. Akiskal HS. Toward a temperament-based approach to depression: implications 

for neurobiologic research. Adv Biochem Psychopharmacol 1995; 49:99-112. 
9. Cassano GB, Akiskal HS, Musetti L, Perugi G, Soriani A, Mignani V. Psycho-

pathology, temperament, and past course in primary major depressions. 2. 
Toward a redefinition of bipolarity with a new semistructured interview for 
depression. Psychopathology 1989; 22:278-288. [CrossRef]

Arch Neuropsychiatry 2017; 54: 149-154 Yazıcı et al. ADHD and Affective Temperaments

153

https://doi.org/10.1016/S0006-3223(97)00392-2
https://doi.org/10.1016/j.biopsych.2005.01.036
https://doi.org/10.1007/s00406-008-0807-x
https://doi.org/10.3109/15622971003653238
https://doi.org/10.1016/S0006-3223(02)01572-X
https://doi.org/10.1159/000284608


10. Hirschfeld RM, Klerman GL, Keller MB, Andreasen NC, Clayton PJ. Personality 
of recovered patients with bipolar affective disorder. J Affect Disord 1986; 
11:81-89.  [CrossRef]

11. Angst J, Marneros A. Bipolarity from ancient to modern times: conception, 
birth and rebirth. J Affect Disord 2001; 67:3-19. [CrossRef]

12. Akiskal HS, Pinto O. The evolving bipolar spectrum. Prototypes I, II, III, and IV. 
Psychiatr Clin North Am 1999; 22:517-534. [CrossRef]

13. Ekinci S, Oncu B, Canat S. Adult attention deficit hyperactivity disorder: co-
morbidity and functioning. Anadolu Psikiyatri Derg 2011; 12:185-191.

14. Biederman J, Hirshfeld-Becker DR, Rosenbaum JF, Herot C, Friedman D, Snid-
man N, Kagan J, Faraone SV. Further evidence of association between behav-
ioral inhibition and social anxiety in children. Am J Psychiatry 2001; 158:1673-
1679. [CrossRef]

15. Rosenbaum JF, Biederman J, Hirshfeld-Becker DR, Kagan J, Snidman N, Fried-
man D, Nineberg A, Gallery DJ, Faraone SV. A controlled study of behavioral 
inhibition in children of parents with panic disorder and depression. Am J 
Psychiatry 2000; 157:2002-2010. [CrossRef]

16. Krueger RF, Hicks BM, Patrick CJ, Carlson SR, Iacono WG, McGue M. Etiologic 
connections among substance dependence, antisocial behavior, and person-
ality: modeling the externalizing spectrum. J Abnorm Psychol 2002; 111:411-
424. [CrossRef]

17. Akiskal HS, Akiskal KK, Haykal RF, Manning JS, Connor PD. TEMPS-A: progress 
towards validation of a self-rated clinical version of the Temperament Evalu-
ation of the Memphis, Pisa, Paris, and San Diego Autoquestionnaire. J Affect 
Disord 2005; 85:3-16. [CrossRef]

18. Çorapçıoglu A, Aydemir Ö, Yıldız M, Esen A, Köroğlu E. DSM-IV Eksen-I Bo-
zuklukları İçin Yapılandırılmış Klinik Görüşme. Ankara: Hekimler Yayın Birliği; 
1999.

19. First MB, Spitzer RL, Gibbon M, Williams JBW. Structured Clinical Interview 
for DSM-IV Clinical Version (SCID-I/CV). Washington, D.C: American Psychi-
atric Press, Inc; 1996.

20. Vahip S, Kesebir S, Alkan M, Yazici O, Akiskal KK, Akiskal HS. Affective tem-
peraments in clinically-well subjects in Turkey: initial psychometric data on the 
TEMPS-A. J Affect Disord 2005; 85:113-125. [CrossRef]

21. Gökler B, Ünal F, Pehlivantürk B, Kültür EÇ, Akdemir D, Taner Y. Reliability and 
Validity of Schedule for Affective Disorders and Schizophrenia for School Age 
Children-Present and Lifetime Version-Turkish Version (K-SADS-PL-T). Turk 
J Child Adolesc Ment Health 2004; 11:109-916.22. Turgay A. DSM-IV Based 
Behavior Disorders Screening and Rating Scale for Children and Adolescents. 
Toronto/Canada: Integrative Therapy Institute 1995.

23. Ercan ES, Amado S, Somer O, Cikoglu S. Development of a test battery for 
the assessment of attention deficit hyperactivity disorder. Turk J Child Adolesc 
Ment Health 2001; 8:132-44.

24. Aksakoğlu G. Sağlıkta Araştırma Teknikleri ve Analiz Yöntemleri. İzmir: Dokuz 
Eylül Üniversitesi Yayın Komisyonu; 2001.

25. Ekinci S, Ozdel K, Oncu B, Colak B, Kandemir H, Canat S. Temperamental 
characteristics in adults with attention-deficit hyperactivity disorder: a com-
parison with bipolar disorder and healthy control groups. Psychiatry Investig 
2013; 10:137-42. [CrossRef]

26. Rihmer Z, Akiskal KK, Rihmer A, Akiskal HS. Current research on affective 
temperaments. Curr Opin Psychiatry 2010; 23:12-18. [CrossRef]

27. Faraone SV, Biederman J, Mennin D, Wozniak J, Spencer T. Attention-deficit 
hyperactivity disorder with bipolar disorder: a familial subtype? J Am Acad 
Child Adolesc Psychiatry 1997; 36:1378-1387. [CrossRef]

28. Akiskal HS, Hantouche EG, Bourgeois ML, Azorin JM, Sechter D, Allilaire JF, 
Lancrenon S, Fraud JP, Chatenet-Duchene L. Gender, temperament, and the 
clinical picture in dysphoric mixed mania: findings from a French national study 
(EPIMAN). J Affect Disord 1998; 50:175-186. [CrossRef]

29. Kupfer DJ, Frank E, Grochocinski VJ, Cluss PA, Houck PR, Stapf DA. Demo-
graphic and clinical characteristics of individuals in a bipolar disorder case reg-
istry. J Clin Psychiatry 2002; 63:120-125. [CrossRef]

30. Walsh MA, Brown LH, Barrantes-Vidal N, Kwapil TR. The expression of affective 
temperaments in daily life. J Affect Disord 2013; 145:179-186. [CrossRef]

31. Yazici E, Bursalioglu FS, Aydin N, Yazici AB. Menarche, puberty and psychiatric 
disorders. Gynecol Endocrinol 2013; 29:1055-1058. [CrossRef]

32. Yazici E, Yazici AB, Aydin N, Varoglu Orhan A, Kirpinar I. Affective temper-
aments in epilepsy. Klinik Psikofarmakoloji Bulteni-Bulletin of Clinical Psycho-
pharmacology 2012; 22:254-261. [CrossRef]

33. Tillman C, Granvald V. The role of parental education in the relation between 
ADHD symptoms and executive functions in children. J Atten Disord 2014; 
1087054713517543.

34.  Lupien SJ, King S, Meaney MJ, McEwen BS. Child's stress hormone levels cor-
relate with mother's socioeconomic status and depressive state. Biol Psychia-
try 2000; 48:976-980. [CrossRef]

35. Chen WL, Tsai ST, Chou FH. Depression and related factors in mothers of 
school-aged children with attention deficit hyperactivity disorder. Hu Li Za Zhi 
2015; 62: 39-49.

36. Biederman J, Faraone SV, Keenan K, Knee D, Tsuang MT. Family-genetic and 
psychosocial risk factors in DSM-III attention deficit disorder. J Am Acad Child 
Adolesc Psychiatry 1990; 29:526-533. [CrossRef]

Yazıcı et al. ADHD and Affective Temperaments Arch Neuropsychiatry 2017; 54: 149-154

154

https://doi.org/10.1016/0165-0327(86)90064-9
https://doi.org/10.1016/S0165-0327(01)00429-3
https://doi.org/10.1016/S0193-953X(05)70093-9
https://doi.org/10.1176/appi.ajp.158.10.1673
https://doi.org/10.1176/appi.ajp.157.12.2002
https://doi.org/10.1037/0021-843X.111.3.411
https://doi.org/10.1016/j.jad.2004.12.003
https://doi.org/10.1016/j.jad.2003.10.011
https://doi.org/10.4306/pi.2013.10.2.137
https://doi.org/10.1097/YCO.0b013e32833299d4
https://doi.org/10.1097/00004583-199710000-00020
https://doi.org/10.1016/S0165-0327(98)00113-X
https://doi.org/10.4088/JCP.v63n0206
https://doi.org/10.1016/j.jad.2012.07.026
https://doi.org/10.3109/09513590.2013.829447
https://doi.org/10.5455/bcp.20120731060406
https://doi.org/10.1016/S0006-3223(00)00965-3
https://doi.org/10.1097/00004583-199007000-00004

